TRANSYLVANIA COUNTY VOLUNTEERS IN MEDICINE

P.O. Box 1135
Brevard NC 28712

883-4454
VOLUNTEER APPLICATION

Date:
Name: Nickname:
PLEASE PRINT CLEARLY

Address: Birth: Mon/Day:
Phone (Home): (Work): Cellular/Pager:

E-Mail: Please Circle Computer skill: None Beginner Intermediate Advanced

Fax:
Occupation: Professional Degrees:

__Licensed in NC __Not currently licensed __Licensed in another state Lic. Expiration Date

Current Employer:

Description of job responsibilites
Emergency Contact:

Name:

Relation: Phone:

Volunteer Activity Desired (check all that apply)

Clinical Volunteers
__Physician (clinic)
__Physician (Specialty Referrals

Administrative/General Volunteers
__Board of Directors
) __Clerical/computer work/data entry

__Registered Nurse
__Licensed Practical Nurse
__Nurse Practitioner
__Physician Assistant
__Certified Nursing Assistant
__Social Worker

__Medical Technician
__Psychologist

__Podiatrist

__Pharmacist

__Pharmacy Technician
__Licensed Therapist

__Special projects

__ Team member
__Equipment/office supplies
__Greeter/reception
__Intake/eligibility
__Pharmacy
__Translator

__Willing to serve on a Committee
__Community Development
__Finance
__Fundraising
__Public relations/newsletter

) __Volunteer recruitment/training/recognition

Volunteer Availability

I Am Available to Work in the Clinic:
__Tues: 5:00-8:00pm

__Mon: 5:00-8:00pm
__Weekly __Bi-weekly

I Am Available to Work in the Community Pharmacy
__Wed:. 1:00-4:00pm

__Mon: 1:00-4:00pm
__Weekly __Bi-weekly

___Tam a full-time resident.
__Tues: 2:00-5:00pm __ T am a part-time resident.

(once a month)

Away Address:

Phone:
E-mail:

__Tcould be called as a last minute fill in

Volunteer Signature

02/11/07




