COMMUNITY HOSPITAL OF THE MONTEREY PENINSULA
VOLUNTEER PRE-APPLICATION 
Date: _______________


____Adult

____College Student 

Name: _______________________________________ Home Phone: ________________

    First

    Middle

Last

Street Address: ________________________________ Cellular Phone: _______________

City, State, Zip __________________________ E-Mail Address: _____________________

Are you willing and able to commit to 1 year of service to Community Hospital? ___Yes ___No                                                    

Are you willing and able to commit to a regularly scheduled 4 hour shift:   

Adults 3 times per month ___Yes ___No        College Students 2 times per month ___Yes __No
Note:  A Social Security number is required in order to complete the mandatory criminal background check;   you will be asked for your number at our Orientation.

In order for us to get to know you better and evaluate your application to determine if there is a fit in our Auxiliary, please answer the questions below.

Please share with us why you would like to volunteer at Community Hospital.   ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have previous volunteer experience?  If yes, please tell us about your previous experience. If no, please share life/work experiences that will help you succeed as a volunteer in a hospital.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If you need more room, please write on the back of this page.  Thank you

MAIL, FAX, HAND DELIVER OR E-MAIL COMPLETED FORM TO:

COMMUNITY HOSPITAL OF THE MONTEREY PENINSULA AUXILIARY, P. O. BOX HH, MONTEREY CA 93942,  (831) 625-4555  FAX (831) 622-2751, roy.lorenz@chomp.org, ATTN: VICE PRESIDENT MEMBERSHIP

