
               Volunteer Application 

 
Today’s Date: _______________  
 
Name: _______________________________  ___________________________  ________ 
                                       (last)                                                  (first)                              (MI) 
Title:  

      M.D./D.O.    N.P./P.A.    R.N./L.P.N    D.D.S.    R.Ph. 

   D.P.M.    R.D.H.    C.N.A.    M.S.W.    Other______ 
 

Address: __________________________________   Date of Birth: _______________________ 
 
City/State/Zip: ______________________________   Cell Phone: _______________________ 
 
E-mail: ____________________________________   Work Phone: _______________________ 
 
License Number: ____________________________  Expiration Date: _________________ 
 
Where Employed: ___________________________________________________________ 
 
Hospital Affiliation: ___________________________________________________________ 
 
Professional Memberships: ____________________________________________________ 
 
Please check from the opportunities below that most interest you: 

  

  Physician          RN-LPN-EMT                             Social Worker 

  Physician Assistant   Secretarial   Medical Assistant  

  Nurse Practitioner      Clergy-Prayer Partner   Health Educator                     

  Pharmacist      Dietitian   Medical Records    

  Spanish Translator   ASL Interpreter   Administration      

  House Cleaning   Marketing/PR   Grant Writing   

  Dentist      Dental Assistant or Hygienist 
 

Please list name and phone number of two personal references: 
 

Name: _________________________________ Phone: _____________________E-mail:___________ 
 
Name: _________________________________ Phone: _____________________E-mail:___________ 
 
Please return this form and the other form via any of the following: 

Email:   volunteercoor@hopefamilycare.org 
Fax:    317-984-5707 
Mail or Drop Off: Hope Family Care Center 

P.O. Box 713,   270 W. Jackson St. 
     Cicero, IN. 46034 
Questions: 317-984-3444  
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