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FLORIDA HOSPITAL HEARTLAND DIVISION 
Student Volunteer Application 

�  Sebring � Lake Placid � Wauchula 
 

Today’s Date: ________________________    Please print legibly 

Name:  _____________________________________________ Nickname: _________________________ 

Mailing Address:  ______________________________________________________________________  

City:  _________________________________________ State____________ Zip:  _________________ 

Home Phone:  __________________________   Alternate/Cell Phone: ___________________________ 

Social Security No: ______/______/______  (needed in order to get an ID Badge)    

Birth Date _________________________  Spouse/Parent Name: ________________________________  

E-mail Address: _______________________________________________________________________    

 

Reason you are volunteering: ______________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________ 

 

 

Please indicate what skills you have: 

Clerical Skills:  

□ Typing             

□ Filing     

□ Phone Receptionist         

□ Copier     

□ Computer         

□ Cash Register     

□ Other: specify: _______________________ 
 

Communication Skills:  

□ Public speaking           

□ Journalism             

□ Foreign language _____________________     

□ Other: specify: _______________________ 

 

Patient Cares Services: (as applicable to the organization)  

□ Infant/Childcare 

□ Escort Service  

□ Read to patients  

□ Visiting / listening       

□ Other: specify: ____________________ 
 

Personal Skills to Use or Teach:  

□ Painting 

□ Photography 

□  Music, Play instrument _________________ 

□ Knitting, Crocheting or Sewing 

□ Baking  

□ Other: specify: _______________________ 

Additional skills/comments: ___________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

List other organizational volunteer activities you have been involved with: ______________________  

__________________________________________________________________________________ 

Would you be willing to work closely with patients?        Yes  �                  No  �  

 

Who recommended the Volunteer Program to you? _________________________ Phone____________ 
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Have you ever pled guilty to any criminal offense (misdemeanor or felony) other than parking tickets?     

                 Yes  �                   No  �  

Have you ever pled nolo contrendre (no contest) to any criminal offense (misdemeanor or felony) other 

than parking tickets?               Yes  �                   No  �  

Have you ever been convicted of any criminal offense (misdemeanor or felony) other than parking 

tickets?                 Yes  �                   No  �  

If you answered ‘yes’ to any of the last three questions, please provide information on all criminal 

offenses, dates, locations- city, county, state- and disposition of case. 

____________________________________________________________________________________

____________________________________________________________________________________ 
IF ANY OTHER TYPE OF ALTERNATIVE, DEFERRED, SUSPENDED, POSPONED, OR CONDITIONAL 

PROSECUTION, ADJUDICATION, DISPOSITION, SENTENCE, PROGRAM OR RELEASE, PLEASE 

DESCRIBE. __________________________________________________________________________ 

____________________________________________________________________________________

____________________________________________________________________________________ 
 

Please provide us with one teacher reference (an individual you have known for at least two years—not relatives): 

 

Name of school: _____________________________________________________________________ 

Name_________________________________________________ Phone _______________________ 

Email Address ______________________________________________________________________ 
 

Name and Phone of Person to Notify in case of Emergency: 

Name:____________________________________  Relationship:_____________________________ 

Phone:____________________________________  Alt Phone:_______________________________ 

 

What areas are you interested in volunteering at Florida Hospital? (Please list in order by area name): 

(1) _________________________________________   (2) ___________________________________ 

(3) _________________________________________   (4) ___________________________________ 

(5) _________________________________________   (6) ___________________________________ 

Assignments will be matched to availability on the shift they are needed. 

What days are you available:   What Time: (Shift hours may change for different departments) 

S      M     T     W      Th     F     S    �  8-12      �  12-4      �  4-8 

�       �       �       �        �       �      �  

Are there any physical limitations we should be aware of: ______________________________ 

_____________________________________________________________________________ 

If you have any further questions, please call the Volunteer Coordinator at 402-3368.   

THANK YOU for your interest in serving as a volunteer. 

Signature: __________________________________________   Date: ___________________ 
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PARENT/GUARDIAN CONSENT FORM 

FOR PARTICIPATION IN STUDENT VOLUNTEER PROGRAM 

 

 

I hereby state that my  

Son / Daughter__________________________________________is_____________years old. 

 

I give my consent for my Son/Daughter to serve as a volunteer in the Student Volunteer Program 

at Florida Hospital Heartland Division.  I will read the Rules of Conduct concerning the Student 

Volunteer Program and discuss them with my Son/Daughter.  I understand that each member is 

required to contribute one 4-hour shift per week and will support my child in this regard. 

 

The days/hours indicated on the application are permissible for my Son/Daughter to work.  

          Yes No 

Transportation to and from the hospital is assured?   Yes No 

My Son/Daughter’s general health is:    Good  Fair  Poor 

Are there any health limitations?     Yes No 

If so, please specify:_____________________________________________________________ 

Are there any vacations planned that will interfere with volunteering during the summer months? 

If so, please specify:_____________________________________________________________ 

 

� I hereby give authorization to Florida Hospital to evaluate my Son/Daughter: this will include, 

but may not be limited to the pre-placement exam, PPD skin test, or chest x-ray.  I understand 

that I may also have the TB skin test done by any physician of my choice, at my expense, and 

then furnish proof of testing to the Volunteer Office. 

 

� I hereby give authorization to Florida Hospital to evaluate and treat my Son/Daughter should my 

Son/Daughter be injured on the job.  This may include physical examination, lab work, chest x-

ray etc.  I understand that depending on the reason for the treatment authorized in this document, 

I may be responsible for the associated expenses. 

 

� I hereby give permission to Florida Hospital for my Son/Daughter to have a photo ID and will 

provide their Social Security number for obtaining a photo ID.  I understand that the photo ID is 

required by FHHD for volunteer services at their facilities. 

 

Student Signature:______________________________________________ Date____________ 

 

Parent /Guardian Signature________________________________________________________ 

 

Relationship to Student___________________________________________________________ 

 

Address_______________________________________________________________________ 

 

Home Phone___________________ Work____________________ Cell____________________ 


