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Hospital Volunteer Application Form
Thank you for your interest in volunteering with our hospital.
Please complete all sections of this application.

1. Personal Information
Full Name: ___________________________________________
Date of Birth (optional): __________________________________________
Address: _______________________________________________

Postal Code: __________________________________________
Phone Number: __________________________________________
Email Address: __________________________________________
Emergency Contact Name: ______________________________
Relationship: _____________________________________________
Emergency Contact Phone: _______________________________

2. Availability
Preferred Start Date: ______________________________________
Days Available (check all that apply):
☐ Monday  ☐ Tuesday  ☐ Wednesday  ☐ Thursday  ☐ Friday  
Preferred Shift(s):
☐ Morning  ☐ Afternoon 
Hours per Week You Can Commit: _______________________

3. Volunteer Areas of Interest
Please check all areas you are interested in:
☐ Information Desk (wayfinding, visitor assistance)
☐ Coffee Shop (serving customers, light cashier duties)
☐ Sewing/Knitting (making comfort items for patients and visitors)
☐ Caring Companions (visiting with patients, social support)
☐ Emergency Department Greeter (welcoming, directing visitors)
☐ Fundraising (events)
☐ Baking (providing baked goods for sales)

4. Skills, Experience & Interests
How did you hear about this opportunity to volunteer at our hospital?


Relevant experience, hobbies, or skills (optional):



5. Health & Vaccination Requirements
To ensure the safety of patients, volunteers, and staff, all volunteers must meet hospital health standards.
Please indicate the status of the following required vaccinations:
(Documentation will be requested during onboarding.)
	Vaccination
	Date Completed
	Notes

	Influenza (annual)
	__________________
	__________________

	
	
	

	MMR (Measles, Mumps, Rubella)
	__________________
	__________________

	Varicella (Chickenpox)
	__________________
	__________________

	Tdap (Tetanus, Diphtheria, Pertussis)
	__________________
	__________________

	Hepatitis B
	__________________
	__________________


Do you have any physical limitations or medical conditions requiring accommodations?
☐ Yes  ☐ No
If yes, please explain:



8. Agreement & Signature
I certify that the information provided is true and complete. I understand that volunteering is contingent upon meeting hospital requirements, including health screenings, orientation, and background checks.
Signature: ___________________________________________
Date: ________________________________________________
Please return completed form to Coffee Shop or email to karen.mckellar@whgh.ca 
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