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CCHC Volunteer Application  (Please write clearly) 
 

Application Date ____________________ E-mail address _________________________________________ 
   
Name __________________________________________________________________________________ 
 
Home Phone __________________ Cell Phone__________________ Work phone______________________ 
 
Address ____________________________________ Apt. _____ City_________________ Zip ___________ 
 
Date of Birth  _____________ Place of birth  _________________ Social Security # __________________ 
 
Emergency contact person  ___________________________  Relationship _____________________________ 
 
Phone for emergency contact __________________________________________________________________ 
 
Are you volunteering as part of Court ordered community service?   Yes_____ No_____ 
  
List any previous volunteer experiences, especially any that may be useful in the clinic  
__________________________________________________________________________________________ 
 
List any special skills, training or abilities that might be helpful. ________________________________________ 
__________________________________________________________________________________________ 
 
Volunteer sign up is done through emails sent once weekly—as reminders and as an opportunity to sign up for future 
times. 
 
As with all volunteers who are in contact with children or confidential medical information, you will be subject to a 
background check.  You will be required to have a TB test which will be provided by the clinic.  If you have a current TB 
test result, bring it with you. 
 
Contact Sandy@cchc-vim.org if you have any questions or would prefer to receive the application by e-mail.  This form 
can also be mailed to the address above, or FAXED to 972-547-0851. 
 

“By my signature I agree that CCHC may verify the above information and do a criminal background check.  I 
understand that CCHC retains the right to refuse my services based on the background check.  I have completed 
this application truthfully and fully. 
 

I also understand that if I am accepted as a volunteer, I agree to be bound by the Health Insurance Portability 

and Accountability Act of 1996 (HIPAA) guidelines and not reveal any patient information to anyone outside 

the parameters of CCHC unless such release of information is approved by the patient and a CCHC staff member.” 
 
____________________________ ________________________ ___________________ 
Signature     Printed Name   Date 
 
____________________________________________________  ___________________ 
Signature of parent/guardian if under 18 years of age   Date 
 
____________________________________________________ 
Printed name of parent/guardian if under 18 years of age  

 


