
 
 

Volunteer/Student Application 
 

Date: _________  Name:__________________________________Phone_________________________ 
 
Address:                   City/ST/Zip:     
 
List Special Training/Skills: 
 
How long will you be able to volunteer for PPAHC? 
 
Best Availability (Day/Time)? 
 

School/Student Program Info  (Fill out items that pertain to your needs only!) 
 
School:          Hours Required:  
 
School Address:                      City/ST/Zip:   
 
Supervisor Name:                 Phone #: 
 
Course Description:      
 

Graduation Month/Yr:            Major:                         Speak Spanish?  □ Yes   

□ No 
 

Emergency Contact Info 
 
1st Contact:                 Phone:           Relation:   
  
2nd Contact:                Phone:           Relation:   
 
 

For Agency Use Only  
 

PPAHC Supervisor Assigned:              Dept/Health Center: 
 

□ Application completed/signed 

□ Confidentiality form signed 

□ Handbook agreement signed 

□ Title X orientation 
 

Additional for Health Centers: 

□ Resume & License (clinician students only) 

□ HIPAA form signed □ Tetanus/Diphtheria                     

□ Hep B     □ TB (Skin test)               When required forms are signed and submitted,         

                           fax paperwork to center manager or provide to appropriate department director. 

In what areas would you like to volunteer?  
 
 

  

Business Services Staff to complete: 

□ Approved to volunteer       Staff _________ 

    Beginning Date __________ Ending Date_________ 

□ Did not volunteer Staff _________ 

□ Orientation Completed   Date_________  Staff _______ 


