
 

Volunteer Information 
Thank you for your interest in supporting Wellness House of Annapolis!

Please complete this form and return it to a Wellness House representative.
     
Please print legibly. 

Date: ______________

Personal Contact Information

Name: ________________________________________________________________

Address: _______________________________________________________________

City: ___________________________    State:_____________________ Zip code: ____________

Email: _________________________________________________________________

Phone:  Home: _________________________________________________________

Work and/or cell: ______________________________________________________

Emergency contact: ___________________________________________

   Phone: __________________________________

Skills and Interests

Professional and Educational background ___________________________________________________ 

_____________________________________________________________________________________

Hobbies, skills and interests ______________________________________________________________

_____________________________________________________________________________________

Is there a particular type of volunteer work that interests you? (Check all that apply)   

__ Grant writing    __ Education and Community Outreach  __Tutoring

__ Fundraising                                                       __Providing meals for CLIMB   __House Host/Hostess

 __ Research, training or special projects  __ Library     __House maintenance 

__ Organizing seminars and events  __ Other:___________________________________________________
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Availability

What times or days are you interested in volunteering?

__ I am flexible  __ weekdays  __ weekends 

__ days   __ evenings  __ Specific Days__________

Background Verification

1. Have you ever been convicted of a criminal offense?   __ Yes  __No

2. Have you ever been charged with neglect, abuse, or assault?    __ Yes  __ No

3. Do you use illegal drugs?   __ Yes  __No

4. Do you have any physical limitations or are you under doctor’s care which might limit your ability to 
perform certain jobs?  __ No  __ Yes
If yes, Please explain:___________________________________________________

Please list a non-family reference that we may contact:

Name:________________________________________________________________

Address:______________________________________________________________

Phone:________________________________________________________________

I certify that the information given in this application is true and correct to the best of my knowledge.  I understand that false 
information given on this application is sufficient for my dismissal.  Additionally, I understand that this organization may perform a 
criminal background check and make inquiries into my educational and occupational history.  Finally, I understand that during the 
recruitment process, the organization may contact the references I have listed. 

__________________________________   ____________________

Signature of Applicant       Date

_________________________________   _____________________

Signature of parent/guardian if under the age of 18    Date
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