
           FOR OFFICE USE ONLY 

VOLUNTEER APPLICATION      Date rec’d_______________ 
GOOD SAMARITAN REGIONAL MEDICAL CENTER     Contact_________________ 
Volunteer Services Department       _______________________ 
3600 NW Samaritan Drive, P.O. Box 1068      Interview________________ 
Corvallis, Oregon 97339  (541) 768-5083 
 
INSTRUCTIONS:  Please furnish all information requested on this form.  If you wish to supply additional education or work history 
information, attach a separate sheet.  Please type or print clearly all information.  We appreciate your interest in volunteering here and we are 
sincerely interested in your qualifications.  A clear understanding of your abilities and interests will aid us in placing you in an available 
opening for which you are best suited. 

PERSONAL DATA 
Name 
________________________________________________________________________________________ 
 Last      First     Middle 
 
Present Address 
___________________________________________________________(___)__________(___)__________ 
 Street    City  State  Zip Home Phone Number Work Number 
           

(_____ )_____________   ___________________ 
              cell phone number            e-mail address 

 EDUCATION                
High School 
___________________________________________________________________________________________
Name      Location      Diploma Received? 
 
College or Schools after high school (including military service) 
 
___________________________________________________________________________________________ 
Name    Location    Academic Major or Trade   Degree Received? 
 
______________________________________________________________________________________________________________________________ 
Name    Location    Academic Major or Trade   Degree Received? 
 
      WORK EXPERIENCE 
Name of employer, address, phone # 
 
 

Dates employed 
 
From:                           To: 

Job title and description of duties: 
 
 

Name of employer, address, phone # 
 
 

Dates employed 
 
From:                           To: 

Job title and description of duties: 
 
 

  
VOLUNTEER EXPERIENCE 

 

Name of volunteer organization, address, 
phone # 
 
 

Dates of service: 
 
From:                           To: 

Type of service: 
 
 

Name of volunteer organization, address, 
phone # 
 
 

Dates of service: 
 
From:                           To: 

Type of service: 
 

 
Did you  work for any of the above organizations under a different name?___________If yes, please give the name under which you worked for each 
organization: _________________________________________________________________________________________________________________. 
Have you been convicted of a criminal offense within the past five years (do not include minor traffic violations)?  Yes_____ No_____.  (A yes answer to this 
question will not necessarily bar the applicant from volunteering.)  If yes, explain fully ________________________________________________________ 
 
______________________________________________________________________________________________________________________________ 
 

SKILLS 
LIST TRAINING AND/OR EXPERIENCE WHICH MAY QUALIFY YOU FOR THE VOLUNTEER POSITIONS(S) DESIRED: 

 
_____Typing_____WPM   _____Bookkeeping   _____Accounting 
_____Word Processing   _____Ten-Key Adding  _____Sewing 
_____Computers    _____Calculator 
 
 



 
Describe other specialized job skills or abilities which will assist in evaluating your qualifications: 
___________________________________________________________________________________________ 

VOLUNTEER WORK DESIRED 
If known, please list type of volunteer position desired: 
________________________________________________________________________________________ 
Good Samaritan Hospital does not discriminate in volunteer practices because of race, color, religion, sex, age, disability, national origin, marital status, family 
relationship, or association with anyone of a particular race, color, sex, national origin, marital status or religion. 
 
Days Preferred    Time Preferred Morning  Afternoon  Evening 
Monday  __________      _______  ________  ________ 
Tuesday  __________      _______  ________  ________ 
Wednesday _________      _______  ________  ________ 
Thursday  __________      _______  ________  ________ 
Friday  __________      _______  ________  ________ 
Saturday  _________      _______  ________  ________ 
Sunday  __________      _______  ________  ________ 

 
SPECIAL INTERESTS 

 
______________________________________________________________________________________________________________________________ 
 
Names and phone numbers of references submitted with this application: 
 
1.____________________________________________________________2._______________________________________________________________ 
 
IN CASE OF ILLNESS WHILE ON DUTY, CONTACT:
 
____________________________________________________   __________________________________________________ 
Name         Family Doctor 
 
____________________________________________________   ___________________________________________________ 
Address         Business Address 
 
____________________________________________________   ___________________________________________________ 
City   State  Zip    City  State  Zip 
 
____________________________________________________   ___________________________________________________ 
Home Phone  Business Phone     Business Phone 
 
 
VOLUNTEER COMMITMENT
 
Upon acceptance to the volunteer program, I will accept responsibility to be punctual and dependable.  I will perform my assignments, refrain from 
doing what I have not been trained to do, and abide by hospital ethics and policies. 
 

PLEASE READ THE FOLLOWING CAREFULLY BEFORE SIGNING 
I CERTIFY THAT THE INFORMATION SET FORTH IN THIS VOLUNTEER APPLICATION IS TRUE AND COMPLETE AND ACCURATE TO THE BEST OF 
MY KNOWLEDGE.  I UNDERSTAND THAT, IF ACCEPTED AS A VOLUNTEER, FALSIFIED STATEMENTS ON THIS APPLICATION SHALL BE 
CONSIDERED SUFFICIENT CAUSE FOR MY DISMISSAL.   
 
I FURTHER UNDERSTAND THAT MY VOLUNTEERING IS CONTINGENT UPON SUCCESSFUL COMPLETION OF REFERENCES, EDUCATIONAL 
REQUIRED HEALTH TESTING AND INFORMATION AND CRIMINAL BACKGROUND INFORMATION FURNISHED BY ME.  I CONSENT TO AND 
AUTHORIZE THE VOLUNTEER SERVICES OFFICE TO REQUEST ANY INFORMATION CONCERNING MY PREVIOUS EMPLOYMENT/ 
VOLUNTEERING RECORD AS INDICATED ON THIS APPLICATION.  I HEREBY RELEASE ALL PARTIES AND PERSONS CONNECTED WITH ANY 
REQUEST FOR INFORMATION FROM ALL CLAIMS, LIABILITIES, AND DAMAGES FOR WHATEVER REASON ARISING OUT OF FURNISHING SUCH 
JOB/VOLUNTEERING RELATED INFORMATION. 
 
____________________________________________________   _____________________________ 
Signature of Applicant      Date 
 
 
CONSENT (for junior volunteers only) 
 
My daughter/son ____________________________________________________ has my consent to serve as a volunteer at Good 
Samaritan Regional Medical Center/Samaritan Health Services, Corvallis, Oregon. 
 
_______________________________________________________   _____________________________ 
Signature of Parent or Guardian     Date 
 
VOLAPP  
Revised: 03/31/99, 07/19/06 
 
 



 


