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Membership Application

Monroe County Hospital Auxiliary
Name: ______________________________________
Date: __________________

Address: _______________________________________________________________


    Street Address


City

State

Zip

Social Security No.: ______________________________________________________

Home Phone: _______________________
Cell Phone: _________________________

E-Mail Address: _________________________________________________________


Have you worked in a Hospital before?  ( Yes
( No

If yes, where? ___________________________________________________________

List professional, trade, business, or civic activities and offices held.
You may exclude membership which would reveal gender, race, religion, national origin, age, ancestry, disability, or other protected status:
_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Which areas of the hospital are you interested in working?

(  Patients
(  Clerical
(  Gift Shop
  (  Other _________________________
What skills or knowledge do you have that will assist in volunteering?

_______________________________________________________________________
_______________________________________________________________________

_______________________________________________________________________
_______________________________________________________________________

Educational Background:

( High School
( College
( Business School
( Other ________________
Volunteer Availability (circle all that apply):

Number of days per week:

1
2
3
4
5

Monday
Tuesday
Wednesday
Thursday
Friday
  No Preference

Please provide three (3) references that are not related to you:

Name



    Relationship

Telephone/Cell Phone


1.______________________________________________________________________

2. ______________________________________________________________________

3.  _____________________________________________________________________

Please read the following carefully before signing this application:

I certify that answers given herein are true and complete to the best of my knowledge.  I understand that I am required to abide by all rules and regulations of Monroe County Hospital and Auxiliary.
I expressly authorize Monroe County Hospital Auxiliary, its representatives, employees, or agents to contact and obtain information from all references, personal and professional, and otherwise verify the accuracy of all information provided by me in this application, resume, or interview.  I hereby waive any and all rights and claims I may have regarding Monroe County Hospital Auxiliary, its representatives, employees, and agents for seeking, gathering, and using such information in the volunteer process and all other persons, corporations, or organizations for furnishing such information about me. 

Conflict of Interest Disclosure:

The Monroe County Hospital Auxiliary requires its volunteers to conduct themselves ethically and with integrity and to avoid any conflict between their own interests and the interests of Monroe County Hospital and the Monroe County Hospital Auxiliary.  The Monroe County Hospital Auxiliary expects volunteers to avoid situations that present an actual or potential conflict and to put the interests of the hospital and auxiliary ahead of any other personal, business, or commercial intent.

Signature of Applicant: ________________________________
Date: _____________


_____________________________


______________________________

President, Hospital Auxiliary



CEO, Monroe County Hospital

