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Volunteer Application
Groves Hospital Volunteer Association supports Groves Memorial Community Hospital through its volunteer services and programs.






Date:

Personal Data

Last Name:




First Name:

Address:






Home Telephone:

City:



Province:


Postal Code:

Email:  












Are you 17 years of age or older?  Please circle:       Yes   
No
Emergency Contact

Name:



Home phone:


Business phone:
How did you hear about GHVA?  
Volunteer Experience

Have you had any previous volunteer experience?   
Yes

No

If yes, please describe your experience.  ________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Why are you interested in volunteering at Groves Hospital?  ________________

__________________________________________________________________________________________________________________________________

What area of volunteer Service are you interested in? Please circle all that apply.
Leadership Positions- Program Coordinator, Committee, or Board Member

In-Hospital- Clerical, CT Scan, Elder Care Program, Emergency Room, Gift Shop, Patient Care, Recovery Room, TV Rentals, Oncology, Wheelchair Repair, Ontario Breast Screening Program, Patient Education, Physiotherapy
Fergus or Arthur Opportunity Shop-Sorter, Cash and Sales, Transfer Assistant
Education and Training

Elementary/Secondary: Highest grade successfully completed_________
College or University
Name of Program_____________________________

Other training, courses or certification:__________________________________
Employment Experience

Are you currently employed?

Yes

No

Occupation________________________________________________________
Are you actively looking for employment? 
Yes
No

Please, describe any work related skills, experience or training that is related to the volunteer position you are applying for.______________________________
__________________________________________________________________________________________________________________________________

Talents and Interests

Please describe any talents or interests you would like to use or develop during your volunteer experience.   __________________________________________________________________________________________________________________________________
Availability

What days and times are you available to volunteer?  Morning, Afternoon or evening _________________________________________________________________

References

Please provide the names of 2 persons who can supply information pertinent to your performance (excluding relatives).  I give Groves Hospital Volunteer Association permission to contact these references.  
1. Name:____________________________Phone Number:_____________

2. Name:____________________________Phone Number:_____________

Thank you for your interest in volunteering at Groves Memorial Community Hospital and the Groves Hospital Volunteer Association.  Our mission is to support Groves Memorial Community Hospital through its volunteer programs and services.  
If you have any questions please call the Volunteer Office at 519-843-2010 
Ext. 3206

Signature of Applicant:______________________________Date:___________

*The information contained in this application form will be held in confidence. 

**Please note that from time of application to active volunteer service is approximately 8 weeks.  






