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Health Promotion Program
VOLUNTEER ENROLLMENT FORM

Name: _________________________________________

Date:
 _____________________________
Address: _______________________________________   
City: __________________  Zip: ________
Mailing address: (If different than above) ___________________________________________________________
Phone: 
Home___________________    Cell_________________  
Email address: _________________________________ 
The best way to contact you is by ______________     
Do you have transportation? YES    NO


Current Auto Insurance?  YES     NO
Emergency Contact Person: _______________________________

Phone: _______________________
	Occupation or life experience:

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________
	Special Interests/Talents/Hobbies/Skills:

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

	Volunteer Experience (current and/or past):

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________
	Commitment: (circle all that apply)
What days of the week are you available? 
      Monday    Tuesday    Wednesday    Thursday

                     Friday    Saturday    Sunday

Best time of day?     Morning     Afternoon     Evening

Number of hours per month? ____________________
Would you be available to attend a workshop training that may occur out of town?  

YES                          NO


How did you hear about us? 

______________________________________________________________________________________________________________________________________________________________________________________________

References:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any travel or distance limitations? Please Describe: _____________________________________
__________________________________________________________________________________________
Program Interests/Preference(s): (mark all that apply)
· Living Well with Chronic Conditions Workshop Leader- a 6-week program (meets for 2 ½ hours weekly) self management workshop series that helps participants develop the skills needed to take control of their health condition and live a happier and healthier life.  Workshop leaders must attend a 4-day training and commit to co-facilitating at least 1 workshop per year.
· Stepping On Workshop Leader- a 7-week program (meets for 2 hours each week), interactive fall prevention program aimed at educating participants and building confidence in order to reduce/eliminate falls.  The program focuses on Strength and Balancing Exercises, medication education, home safety, footwear, vision and mobility in the community.  Workshop leaders must attend a 2-day training and commit to co-facilitating at least 1 workshop every year.
· Healthy Living with Diabetes Workshop Leader- a 6-week program (meets for 2 ½ hours weekly) self management workshop series for Diabetics that helps participants develop the skills needed to take control and better manage their Diabetes. Workshop leaders must attend a 4-day training and commit to co-facilitating at least 1 workshop per year.
· Mind Over Matter Workshop Facilitator – 3 sessions, lasting 2 hours, every other week for one month, a program that helps older women build the skills and confidence they need to avoid or improve symptoms of incontinence (bladder and bowel leakage).Workshop facilitators must attend a 2-day training and commit to facilitating at least 2 workshops per 12 months. 
· Living Well with Chronic Conditions Workshop Leader – a 6-week program (meets for 2 ½ hours weekly), a program that improves the health and well-being for people with long-term (chronic conditions). Workshop leaders must attend a 4-day training and commit to co-facilitating at least 1 workshop every year.
· Healthy Living with Chronic Pain Workshop Leader – a 6-week program (meets for 2 ½ hours weekly), community-based program is very interactive, where mutual support and success build participants’ confidence in their ability to manage their pain and maintain active and fulfilling lives. Workshop leaders must attend a 4-day training and commit to co-facilitating at least 1 workshop per year.
· Physical Activity for Lifelong Success Workshop Leader- 10-week program (meets 3 times a week) followed by 10 weeks of coaching sessions, a program designed for older adults who either don’t exercise or haven’t exercises in a long while. Workshop leaders must attend a 2-day training and commit to co-facilitating at least 1 workshop per year.
· Stand Up and Move More Workshop Facilitator- 4-week program (meets for 2 hours per week), a program designed to help older adults reduce sitting time by standing up and moving more. Workshop facilitators must attend a 2-day training and commit to co-facilitating at least 1 workshop per year.
AUTHORIZATION & ACKNOWLEDGEMENT FOR VOLUNTEER POSITIONS

I certify that the answers given by me in the volunteer application are complete, true, and correct.  I authorize the [ORGANIZATION NAME]  to check my references and criminal history as required for my volunteer role.  I authorize companies, agencies, municipalities, or persons to give the [ORGANIZATION NAME] any information requesting regarding my employment, character, experience, and qualifications or suitability for volunteering.  I hereby release, discharge, and covenant not to sue any person or organization for any results of providing, obtained or acting upon such information.  I understand that such information is sought with confidentiality and will not be released to me.  

I will not undertake any action in connection with this service that I am not qualified to carry out or physically capable of performing.  I understand that while on duty as a volunteer and acting within the scope of this program, I have general liability coverage, if found negligent, through the [ORGANIZATION NAME] in accordance with the state statute.  I also understand the [ORGANIZATION NAME] will not defend me if found negligent in a criminal matter.  I understand that the [ORGANIZATION NAME] encourages all volunteers to have a current auto insurance policy, health/medical insurance, homeowner’s insurance, and to consider purchasing disability insurance.  I understand that if I have questions about any of these statements or any aspect of my volunteer role, I can contact [CONTACT NAME] at anytime.

 Signature: _______________________________________________                
Date:___________________
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