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ST MICHAEL'S HOSPICE
APPLICATION TO WORK AS A VOLUNTEER
Mr/Mrs/Miss/Other .................. SUMMBIME ..t et e e et e e e et e e e e e
FIrSt NAMES .o e e Date of Birth .............c.cooienil.
Y6 [0 =P
PostCode .......coovvviviiiiii i Telephone NO. ...
L To o] ] = 11 [0 Lt
INEEreSIS/NODDIES ... ..o e e e e e e
Next of Kin: Name ... Contact Tel. NO.......cvoiiii i
E-Mail AQOIESS. ..ot e e e e e

Please circle the type of help you would like to offer:
Receptionist Home maker (non-nursing care of patients and visitors)
Spiritual Care Office Work
Reader/Sitter Gardening Duties
Complementary Therapist Fundraising (help with various activities required)

Driver (Upper age limit 70yrs: Driver's Declaration Form to be completed)

Patients' Leisure Activities (Please indicate any special skills you may have)

Please indicate the days and times when you would be available - times are approximate as some duties
vary and not all days and times are always available

MON TUES WEDS THURS FRI SAT SUN

8.45am -1.00pm

12.30pm - 4.00pm

4.00pm - 7.00pm

Please indicate how often you would like to help:
One shift per week One shift per One shift per More than one shift  Occasional stand-
fortnight month per week by help

** |f a full time student, please indicate whether this application would be for the summer holidays only or for a

longer commitment.
Please turn over
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Name & address Of YOUI GP: ... . e e e e e e e e e e e e e e e e
Do you suffer from any of the following:
Blood Pressure YES/NO Diabetes YES/NO
Heart problems YES/NO Epilepsy YES/NO
Any nervous disorders YES/NO Any musco-skeletal problems

(inc. back problems) YES/NO
Diminished vision YES/NO Are you taking any
(for any reason) medication YES/NO

Have you, within the last two years, suffered bereavement amongst your close family or friends? (This
will not affect your application, but because of the nature of our charity, it would be helpful if you could
disclose this to us).

Do you have your own transport YES/NO

Please give the names of two persons (not family) whom we may contact for references (block capitals):

NaME .o e s NAME .o
AArESS ..t AAIESS .. e s
POStCOdE ..., POStCOAE ...

It is now a requirement that all people employed at St Michael's Hospice (paid or voluntary) have to have a
Criminal Records Bureau check carried out. This will need to be completed at a later date.

If you have any queries regarding this form, please do not hesitate to contact Stephen Rabbitts, Head of
Support Services or Ali Hartless, Deputy Head of Support Services.

REHABILITATION OF OFFENDERS ACT 1974

Because of the nature of the work for which you are applying, this post is exempt from the provisions of the
Section 4(2) of the Rehabilitation of Offenders Act 1974 (Exemption Orders 1975). Applicants are,
therefore, not entitled to withhold information about convictions which for other purposes are 'spent’ under
the provisions of the Act. Any information given will be treated confidentially.

SIgNATUNE ... e Date ..o

Z:\Communications\Volunteers\Vol application form 14 02 11 revised.doc Registered Charity No. 511179



