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Dear Applicant,

Thank you for your interest in volunteering at Jordan Hospital. Our program is one of the finest volunteer efforts in the healthcare community with over 350 volunteers who gave over 55,000 hours last year. As an applicant to the volunteer program at Jordan Hospital, it is important you are aware of what is expected of our volunteers as we strive to fulfill our mission of “providing health and wellness services with excellence”. A volunteer position at Jordan Hospital involves a serious commitment and a high level of responsibility. It is a structured program that supplements and complements the goals of the hospital. We depend on our volunteers and need them to be responsible in fulfilling their commitment to the hospital.

Jordan is regionally recognized for its excellence in medical care and services; and the Department of Volunteer Services is fortunate to have many interested individuals applying for positions.  The number of applicants exceeds the number of positions we have to offer.  We endeavor to accept only those who we feel will be successful in achieving our goals.  

Many factors are taken into consideration in making our decisions; and unfortunately, not everyone who submits an application will be chosen.  We rely on our screening processes to ensure that candidates will be  a “good fit” for our organization.  Volunteers must have good communication and customer service skills; an ability to synthesize information and problem solve; a sense of mission that is consistent with our organization; a positive attitude, personal accountability and openness to feedback

Enclosed are the questionnaire and application forms  for the program. Please take a few minutes to complete these forms and return them to our office.  Your information will be reviewed.  If we feel we have an appropriate opening that will match your preferences, skills and availability, we will be in touch to set up an appointment for an interview.  Appropriate placements are not always available and not everyone who applies is accepted into the program. Incomplete applications will not be considered.
If you are selected, you will be assigned a schedule. Most volunteer one day per week for a 4-6 hour shift (3 hours for juniors after school). Our volunteers find their time spent at the hospital to be a very rewarding experience.

If you have any questions, or need additional information, please feel free to contact the Volunteer Office at 508.830.2075 or by email at mcaruso@jordanhospital.org.  Thank you for your interest in Jordan Hospital  and for supporting us as we strive to fulfill our mission, vision and values.

Sincerely,
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Michelle S. Caruso, CAVS



Kathryn A. Pesanelli
Director of Volunteer Services


Volunteer Coordinator
Jordan Hospital




Jordan Hospital
VOLUNTEER QUESTIONAIRE

 Name:  ________________________________



(Please Print)

1. Are you prepared to commit to a minimum of three months of service and a minimum of one four-hour shift per week?

                     Yes  _________________           No  ____________________

2. Please tell us why you would like to volunteer at Jordan Hospital. __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. Please describe for us a time when you have interacted with someone who was ill or recovering from a physical or mental illness.  What were your challenges and successes?  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
4. Please list and describe any volunteer positions you have previously held.  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
5. Please tell us about any work or life experiences that you think has prepared you to succeed as a hospital volunteer.  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
6. Do you have any special skills, talents or interests that you would be willing to share with us?  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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ADULT VOLUNTEER SERVICES APPLICATION

Name: ________________________________________
Male _____   Female ___

Address:___________________________________________________________________________
                           (Street  Name and  #  - P.O. Box if applicable)   (Town)  (State)   (Zip Code)

Phone #( ___ ) __________Work#( ___ )____________Cell # (___) ___________
Date of  Birth:_____________  Social Security # ___________________________
   
E-mail Address: _______________________
Have you ever been a volunteer before?

Yes_______
No________

If yes: where:________________________________________________________
If you work (or have worked in the past) please list the type of work you do/did. 
__________________________________________________________________________________
What type of volunteer commitment can you make? 
Mon._____Tues._____Wed._____Thurs._____Fri._____Sat._____Sun._____ 

Hours: Mornings _____   Afternoons ______   Evening _______ 
Volunteer Preference:

Work directly with the public/people: Escort, Reception Areas, Clinical Support, Food Services and Gift Shop _______
Clerical  Positions: Filing, Mailing Projects, Copying, Collating, etc. _______





       
Applicant Name: ____________________________________________     Date:________________

                                                    (Please Print)

Applicant  Signature: ________________________________________________________________
Once received, your information will be reviewed.  If we feel we have an appropriate opening that will match your preferences, skills and availability, we will be in touch to set up an appointment for an interview.  
If you are not contacted and are interested in joining our team at a later date, we will be happy to accept a new application from you in a year’s time.  Again, thank you for your interest in Jordan Hospital and supporting us as we strive to fulfill our mission, vision and values.

Please Return To:


Jordan Hospital






Volunteer Services






275 Sandwich Street






Plymouth, MA 02360       

Jordan Hospital Volunteer Services

275 Sandwich Street, Plymouth, MA 02360
508.830.2075

We request that you provide us with three (3) references who can be either a friend (over 18 years of age), former employer, teacher, etc. (not a relative).   Please include their name, full mailing address (including PO Box)  and  telephone number so we can contact them.  After completing this form, please sign and date the release section at the bottom of this page and return it to Volunteer Services.

Applicant Name: _________________________________________________________________
(Please print)
1. Reference:

Name:___________________________________________________________________________
Address:_________________________________________________________________________

Telephone #_________________

Relationship:_________________________________
2. Reference:

Name:________________________________________________________________________

Address:______________________________________________________________________
Telephone #__________________

Relationship:______________________________
3. Reference:

Name:___________________________________________________________________________
Address:_________________________________________________________________________

Telephone #_________________
           Relationship:_________________________________
I give permission for Jordan Hospital Volunteer Services to contact and obtain a personal reference from the people I have listed above.

Name of Applicant: ______________________________________________________________





(Please Print)

Signature of Applicant: _____________________________________ Date:    ________________

PT Research, Inc. HR Decision Support Services
Consumer Report / Investigative Consumer Report
Disclosure and Release of Information Authorization
I authorize Jordan Hospital Inc. and PT Research, Inc, a consumer-reporting agency, to retrieve information from all personnel, educational institutions, government agencies, companies, corporations, law enforcement agencies at the federal, state or county level, relating to my past activities, to supply any and all information concerning my background, and release the same from any liability resulting in providing such information. The information received may include, but is not limited to, academic, residential, achievement, job performance, attendance, litigation, personal history, driving history, and criminal history records. I understand that this information may be transmitted electronically and authorize such transmission. 

I understand that a Consumer Report or Investigative Consumer Report (“Consumer Report”) may be prepared summarizing this information. If my prior employers and/or references are contacted, the report may include information obtained through personal interviews regarding my character, general reputation, personal characteristics and/or mode of living. I may request a copy of any report that is prepared regarding me and may also request the nature and substance of all information about me contained in the files of the consumer-reporting agency. I understand that I have the right to inspect those files with reasonable notice during regular business hours and that I may be accompanied by one other person. The consumer reporting agency is required to provide someone to explain the contents of my file. I understand that proper identification will be required and that I should direct my request to: PT Research Inc., P.O. Box 4540, Manchester NH 03108 Phone 1-866-737-2714 Attention: Compliance Officer. 
Are you applying for a VOLUNTEER position?     ______  YES      ____     NO 
I hereby certify that all the statements and answers set forth on the application form and/or my resume are true and complete to the best of my knowledge, and I understand that if subsequent to employment any such statements and/or answers are found false or that information has been omitted, such false statements or omissions will be just cause for the termination of my employment. Further, I understand that by requesting this information, no promise of employment is being made. I am willing that a photocopy of this authorization be accepted with the same authority as the original; and that if employed by the above named company, this authorization will remain in effect throughout such employment. 
__________________________________ _______________________________ __________________ 

Signature 




Social Security Number


 Date 
NOTE: The following information is provided voluntarily and IS NOT considered as part of your application. It is used only for identification purposes in verifying information on your Employment Application.
 PLEASE PRINT CLEARLY. 
___________________________   ________________________________    ____________________
Last Name 



First Name 



Middle Name 
_____________________________________  ________________________   __________     _______
Street Address 





City 


State 

ZIP 
________________________________    _________________   _________________   ____________
Driver’s License Number 

       State of License 
     Expires On 

Date of Birth* 
____________________________________________________________________________________
List any other CITIES AND STATES in which you have lived during the previous 7 years. 
____________________________________________________________________________________
List any other LAST NAMES you have used during the previous 7 years.
____________________________________________________________________________________
List any other LAST NAMES under which you received your GED, high school diploma, or other degrees. 
 *Providing your year of birth is strictly voluntary. This information will enable us to properly identify you in the event we find adverse information during the course of the background search. 

Jordan Hospital

275 Sandwich Street

Plymouth, MA 02360
508.830.2075
MEM0

TO:


Volunteers

FROM:

Employee Health Service/Volunteer Services

SUBJECT:

IMMUNIZATION RECORDS
The Employee Health Service Department requires volunteers to furnish a copy of their immunization record (if born after 1/1/57). They will be kept in Employee Health files.

The Massachusetts Department of Public Health mandates all individuals born after 1/1/57 must furnish to the Employee Health Service one of the following:

1. Supply at the time of your application, a complete Immunization Record either signed or initialed by your physician.  This must include documentation of two immunizations to mumps, measles and rubella (MMR). 

OR


2. A note from your physician stating you had childhood diseases of mumps, measles and rubella.

OR


3. A signed statement from your physician as to a contraindication to immunization (i.e., allergy, pregnancy,etc.)
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Dear Volunteer:

We need to have some information on file in the event of an emergency.  Please complete this form and return it to the Volunteer Office.  

Volunteer’s Name:  _____________________________________________________________

Emergency Contact Person:  ____________________________________________________

Relationship to Volunteer:  ______________________________________________________

Telephone:  ________________________ Work telephone:  ___________________________

Emergency Contact Person:  ____________________________________________________

Relationship to Volunteer:  ______________________________________________________

Telephone:  ________________________ Work telephone:  ___________________________

Volunteer’s Physician:  __________________________________________________________

Physician’s Office Telephone No.:  ________________________________________________

Thank you from the office of Volunteer Services.
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