APPLICATION FOR VOLUNTEER SERVICES
Central State Hospital

Milledgeville, Georgia

I. Name: _____________________________  Date _____________________
Home Address_______________________
Telephone___________________
City & State_________________________
Date of Birth_________________
Email Address _______________________ Cell Phone Number____________

II. Education (Circle last year completed): 
High School 1 2 3 4 
College 1 2 3 4







Graduate 1 2 3 4

Name of High School_________________________________________________

Name of College_____________________________________________________

Address (if now attending) _____________________________________________

Telephone_________________________

III. Presently Employed: Yes___________ No___________

Employer’s Name and Address__________________________________________





  __________________________________________

Work Station Telephone________________________________________________
IV. Previous Volunteer Experience: Yes________________  No________________

When & Where_______________________________________________________

Duties______________________________________________________________

          ______________________________________________________________

V. Specify Talents or Skills_____________________________________________

VI. Volunteer Activity Interest (check one or more) 

       Apparel Shop  _______
Recreation________
Social Services_________

       Arts & Craft  ________
Library___________
Psychology ____________

       Chaplaincy  _________
Music Therapy_____ 
 Special Education_______

       Garden Therapy______    Nursing__________   Individualized__________

                                                                                     Service

VII. Name any foreign language you speak_________________________________

VIII. Time you have available for volunteer work:
 Days of the week (Mon.-Fri.) ____________________________________________

Weekend:________________ Hours_______________________________________ 

IX. Do you prefer any particular age group resident?   Yes___________ No________

Specify__________________________________

X. Parent, Spouse, or Guardian: 
Name____________________________________

Address___________________________________ City & State___________________

XI. Person/School personnel to be notified in case of an accident or sudden illness

 Name______________________________________ Telephone___________________
Address___________________________________ City & State___________________

Permission is giving for the performance evaluation filed by the Volunteer supervisor to be released, upon request, to teachers, future employers, or anyone deemed necessary by me or the Coordinator of Volunteer Services.
Date _____________ 

Sign______________________________________

I understand that to comply with confidentiality policies of the Department of Human Resources, I cannot reveal whether or not an individual is a resident in this institution, or provide any identifiable information concerning a resident. I am further aware of the resulting consequences if I do not comply.

Date _______________      
Sign_________________________________________

PDFreema@dhr.state.ga.us
