Volunteer Application Form              
Hazel Burns Hospice                           






        Tel: 416-782-5915

2562 Eglinton Ave West                                                                                                                           Fax: 416-782-2908

Toronto, ON M6M 1T4

Section 1: Contact Information 
Name: _________________________________________________________ 

Address: _______________________________________________________
City: ______________________    Province: _________            Postal Code: ______________

Telephone: Home (_____)______________  Work (_____)______________ Cell (_____)________________

Best time to reach you by Telephone:        Morning                      Afternoon                       Evening

Email Address: __________________________________________________________________________


Preferred method of contact:       Email                   Telephone

Date of Birth (Day/Month): ____________________   Age range:       18-30         31-40         41-50         Over 50
Employment Status:

     Employed                  Self-employed                     Student                       Retired                   Seeking Employment

Current Employer: ____________________________       Current Occupation: _________________________
Do you speak, write or understand any languages other than English?

____________________________________________________________________________________________


Section 2: Volunteer and Community Involvement

Please place a checkmark beside any of the following areas that you would like to volunteer for:
Client Support:      Visiting Clients             Providing Complimentary Therapy             Bereavement Support

Administrative Support:     Board of Directors         Office Work          Fundraising           Special Events
How did you learn of HBH?
What made you interested in volunteering with HBH?
Will you commit to attending the full volunteer training program?       Yes                     No

Are you aware of any criminal charges against you that could pose a challenge to obtaining a clear police record check that would allow you to work independently with this vulnerable sector?     Yes                    No

If yes, please explain. _________________________________________________________________________

It is the policy of HBH to provide service to palliative persons and their families without consideration of race, ethnic background, and sexual orientation. Do you have any reservation about complying with this policy?           Yes                           No
Do you have access to a vehicle (Optional)?        Yes                      No     

Do you have a valid driver’s license?        Yes                      No     
Do you have up to date insurance coverage?          Yes                    No     

Do you have the minimum required insurance that includes 3rd party liability*?        Yes                      No     
Are you willing to provide transportation to clients as part of your volunteering?       Yes                     No     
Please note that you may be required to provide a driving record (Driver’s Abstract) * at level as per MOHLTC policy 
Please check the areas that you are willing to work in, while doing client care:

     Assisting with practical tasks (errands, appointments, meal preparation)

     Providing companionship (reading, letter writing, visiting)

     Volunteering with people living with Cancer

     Volunteering with people living with AIDS

     Volunteering with people living with ALS

     Volunteering with the opposite gender
     Volunteering with a client with children

     Volunteering with bereaved relatives

     Perform comfort measures (diaper, bed changing, mouth care)

Availability for volunteering (Please check):

	
	Sun
	Mon
	Tues
	Wed
	Thurs
	Fri
	Sat

	Morning (9am – 12pm)
	
	
	
	
	
	
	

	Afternoon (12pm – 4pm)
	
	
	
	
	
	
	

	Evening (4 pm – 9pm)
	
	
	
	
	
	
	


While on your shift, who would you like us to contact, in case of an emergency?

Name: ______________________________                      Telephone: (______)____________________________

Relationship: _________________________________________________________________________________

Section 4: Personal References

(Please note: All references must be over 20 years of age, should know you for more than 2 years and cannot be your partner, spouse, family member or therapist/social worker)

	Name: ____________________________________
	Name: ____________________________________

	Relationship: _______________________________
	Relationship: _______________________________

	Telephone Number: __________________________
	Telephone Number: _______________________



Thank you for your interest in Hazel Burns Hospice!                            
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