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Porcupme
Health Unit » Bureau de santé

Head Office:

Postal Bag 2012

169 Pine Street South
P4N 8B7

Timmins, ON

Phone: (705) 267-1181
Fax: (705) 264-3980

email: infodyou@porcupinehu.on.ca

Branch offices: Cochrane * Hearst « Hornepayne ¢ Iroquois Falls « Kapuskasing * Matheson « Smooth Rock Falls « Moosonee

APPLICATION FOR VOLUNTEER POSITION

Position being applied for:

Date available to begin:

Name:
(Surname) (Given Name) (Initials)
Address:
(Street No. and Name) (City or Town) (Postal Code)
Telephone Number:
Please indicate highest level of education achieved:
EDUCATION NAME PLACE TYPE OF DIPLOMA OR DEGREE/
GRADE COMPLETED
University
College
Certificate
High School
ENGLISH FRENCH OTHER
What languages do you | speak?
read?
write?
Are you available: Days Yes O No
Evenings Yes O No
Weekends: Yes O No




EXPERIENCE

List names of at least three reliable persons who are familiar with your qualifications. Exclude relatives.

NAME OCCUPATION ADDRESS TELEPHONE

Authorization for References:

May we contact the above-named references? Yes [ No [

If “yes”, please complete the “Authorization for Release of Information” forms. If “no” explain if you wish.

Activities: (civic, athletic, hobbies, etc.)

| certify that the statements | have made on this application are true. In the event | am offered a volunteer position, |
expressly understand that any false or misleading statement(s) made herein by me will be sufficient grounds for dismissal
from my volunteer position. | acknowledge that positions are conditional upon receipt of a police check.

Applicant’s Signature Date



& AUTHORIZATION TO RELEASE INFORMATION
~ Porcupine

Health Unit« Bureau de santé

I, the undersigned, hereby authorize the Porcupine Health Unit to request from

my suitability for a volunteer position. | further authorize the above stated person to release to the Porcupine Health

Unit the information so requested. This authorization will be invalid three months after date of signing.

Signature of Applicant: Date:
& AUTHORIZATION TO RELEASE INFORMATION
~ Porcupine

Health Unit« Bureau de santé

I, the undersigned, hereby authorize the Porcupine Health Unit to request from

my suitability for a volunteer position. | further authorize the above stated person to release to the Porcupine Health

Unit the information so requested. This authorization will be invalid three months after date of signing.

Signature of Applicant: Date:
% AUTHORIZATION TO RELEASE INFORMATION
~ Porcupine

Health Unit« Bureau de santé

I, the undersigned, hereby authorize the Porcupine Health Unit to request from

my suitability for a volunteer position. | further authorize the above stated person to release to the Porcupine Health

Unit the information so requested. This authorization will be invalid three months after date of signing.

Signature of Applicant: Date:




