




Please indicate our areas of interest:
Activity Assistant
Physical Therapy Assistant
Donation Organizer Room

Activity Assistant- Special Unit
Office Assistant
Music & Memory Assistant 
 

Have you ever been convicted of a felony?
Have you ever volunteered at Delaware Hosptial for the Chronically Ill? Yes No

Have you had any criminal convictions for child abuse? 

Yes No

Yes No

Why are you interested in volunteering at Delaware Hospital for the Chronically Ill?
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
______________________________________________________
Are you required to volunteer? Yes No
If yes, how many hours are needed? _______ Deadline: ________
Name of
school/agency:_____________________________________________________________
___Please indicate the days and times you are available to volunteer:

References: List three references that have known for at least three years whom you
authorize us to contact References may include supervisors, co-workers, faith leaders,
teachers, or school counselors. One reference must be a family member or guardian.  

Date:___________

Signature

First Name______________________

Address_________________________________________________

Home Phone________________________________   Cell Phone
City________________________________ Zip___________________

Email________________________________

Nickname________________________________
Last Name_____________________________  MI________

Emergency Contact: ______________________  Relationship: ___________________
Phone:____________

Family Member

Personal or 
Professional

  Email:
Phone:

Personal or 
Professional

Email:
Phone:

Email:
Phone:

Delaware Hospital for the Chronically Ill
Volunteer Application 

Monday

Tuesday

Wednesday

Thursday

Start time End time

Start time

Start time

Start time

End time

End time

End time

Friday

Saturday

Sunday

End timeStart time

Start time

Start time

End time

End time

Church Services

___________________

Pet Therapy 



Agreement

During the processing of this application and, if accepted into the Volunteer Program at the Delaware Hospital for the
Chronically Ill (DHCI), I agree to the following.

1. I give permission for tuberculosis skin testing (PPD) to be conducted once a year or as necessary.
2. I agree to abide by all facility rules and regulations and those of the Volunteer Department. I understand that if placed, my
placement will be subject to the conditions of any applicable introductory period established by facility policies.  I understand
that I may end my volunteer service with the facility at any time. In order to remain in good standing and be considered for
future service, a two-week notice is required.  In addition, my service may be discontinued by the facility at any time and for
any reason.  Finally, I understand that a volunteer position and any related documents are in no way a contract, promise, or
consideration of employment.
3. I give permission to DHCI to investigate any and all information concerning my application to determine my qualifications.
This includes but is not limited to criminal background checks, adult abuse registry checks, child abuse registry checks, sex
offender checks, employment checks, and personal reference checks.
4. In the event of resignation or termination, I agree to return all facility property such as badges, books, etc.
5. I understand that I must commit at least twenty hours of volunteer service before any references can be completed on my
behalf unless otherwise arranged.

My signature below indicates that I have read, understand, and consent to the above statement. This authorization or
photocopy shall serve as consent for the facility to request any information concerning my application.

Applicant Signature _________________________________________ Date ______________

Parent/Legal Guardian Signature _______________________________ Date ______________
(Required if an applicant is under 18 years of age)

Affirmation

I____________________________________ understand that falsifying this application will disqualify me from being able to
participate in the Volunteer Program. I affirm that all of the information I have provided on this application is accurate to the
best of my 
knowledge. 

Applicant Signature _________________________________________ Date ______________

Parent/Legal Guardian Signature _______________________________ Date ______________
(Required if an applicant is under 18 years of age)

DHCI IS AN EQUAL OPPORTUNITY FACILITY. FEDERAL AND STATE LAWS PROHIBIT DISCRIMINATION BECAUSE OF RACE, COLOR,
ANCESTRY, RELIGION, AGE, SEX, NATIONAL ORIGIN, OR NON-JOB-RELATED PHYSICAL OR MENTAL DISABILITY. WE ARE COMMITTED TO
THESE PRACTICES. 



STUDENT APPLICANTS ONLY
 

Name of School presently attending ___________________________________________________________
 
Grade _____________   Course of Study ______________________

Volunteering for a School Project? ______ yes ______ no    Amount of hours needed ____________ hours
Volunteering for Delaware credit?  ______ yes ______ no    Amount of hours needed ____________ hours
 
Parent/Legal Guardian Name ________________________________________________________________
 
Address ______________________________________ City ________________ State _____ Zip _________

Phone Number _______________ Home ________________Work __________________ Cell
 
Parent/Legal Guardian Permission
 
I _______________________________________________ as the parent/legal guardian of the above applicant give him/her
permission, if accepted, to be part of the Volunteer Services Program at DHCI.
 
Parent/Legal Guardian Signature ________________________________________________ Date ________

 STUDENT VOLUNTEER TUBERCULOSIS TESTING PERMISSION FORM
Please print all information except your signature and return the form so that testing may be scheduled.

If you have any questions, please contact the Employee Health Nurse @ 302-354-1053.

I, ____________________________________, give permission for my minor child to be tested for
Tuberculosis. I am not aware of any active symptoms at this time or any past diagnosis of Tuberculosis.

Student Name  ________________________   Date of Birth______________

Parent/Guardian Signature_______________________________________ Date__________________

Relationship to child__________________________________ 

_____________________________________OFFICE USE ONLY _______________________________________

 
Date Received: __________________________Interview Date: ____________________________________  
 
Orientation Date: ________________________ Badge Issue Date: _________________________________
 
PPD Testing Dates: 1. __________________________ 2. _________________________

Adult Abuse Check Date: ______________________ Child Abuse Check Date:________________________

Sex Offender Check Date: _____________________         Approve    Deny 

Volunteer Coordinator Signature: _____________________________________________________________

Termination Date: ________________________ Badge Returned: __________________________________




