
Application for Volunteer Service 
 

We welcome the opportunity to consider you for our Volunteer Program.  It is our 

policy to seek and assign volunteers in positions best suited to the individual’s 

skills/abilities, and the Hospital’s needs.  This is done without discrimination 

based on any characteristic protected by law.  No question on this application is 

intended to secure information to be used for such discrimination. 

 

 

Full Name: ________________________________________________________________________________________________ 

Last                                                                             First                                                                    Middle 

 

Address: _____________________________________________________  Phone:  ______________________________________ 

 

City State Zip: _______________________________________________  Email:  ______________________________________ 

 

Date of Application: 
 

Date Available: 

Volunteer Position Preference: 

  

 

 

 (Visit www.stoughtonhealth.com  for volunteer 

opportunities) 
 

Have you ever volunteered or worked at Stoughton 

Health before?   __Yes     __No 

 

If yes, please indicate department and dates and under 

what name (if different):_________________________ 

 

_____________________________________________ 

If under age 18, please state your age: _____________  Check hours available and circle shifts most 

preferred: __ Days   __Evenings   __ Nights   __ Any 

Work Experience: 
___________________________________________ 

(Current Employer) 

___________________________________________ 
(Work Phone) 

Position Responsibilities: 

___________________________________________ 

 

 

Education: 

(Circle Last Grade Completed) 

 

High School                  9         10         11         12 

 

College                         1           2           3            4 

 

College Major:  ___________________________ 

Are you required to volunteer?  __ Yes     __ No 

If yes, by whom?  ____________________________ 

How did you hear about our volunteer program? 

________________________________________ 

 

Have you ever been convicted of, or are you currently charged with, a felony, misdemeanor or municipal 

ordinance violation?    __ Yes     __ No 

If yes, please explain: 

___________________________________________________________________________________________

___________________________________________________________________________________________

________________________________________________________________________________________ 
(A conviction record will not necessarily bar a person from the opportunity to volunteer). 
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Please list any specialized training, skills, or abilities you can offer as a volunteer: 

 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

________________________________________________________________________________________ 

 

References: 

(Please list those familiar with your background or work history who are not related to you) 

 Name Phone Email Relationship 

1 

 

    

2 

 

    

3 

 

    

 

I hereby authorize Stoughton Health to contact any schools, former places of employment and/or persons who 

may aid the hospital in determining my suitability for volunteer work.  Additionally, I release those individuals 

and/or organizations contacted from all liability whatsoever for issuing the requested information. 

 

I certify that the above information is correct and any false statements or omissions could be considered cause 

for immediate dismissal from the program.  I understand that any offer of volunteer work made by the hospital 

shall be contingent upon satisfactory references, a background check and results of a health assessment.   I 

understand the volunteer relationship can be terminated at any time, with or without cause, and with or without 

notice, at the option of either the hospital or myself. 

 

 

Signature: ___________________________________________ Date: ______________________________ 

 

 

Please return completed Application for Volunteer Service and completed Background Information 

Disclosure Form to: 

 

Stoughton Health 

Human Resources 

900 Ridge St. 

Stoughton, WI 53589 

 

Phone: 608-873-2296 or 608-873-2213 

Fax: 608-873-2355 

Email: HR@StoughtonHealth.com 

 










