10.

11.

All applicants are subject to background checks.

FRANCISCAN SISTERS

OF LITTLE fALLS, MINNESOTA

Application for Volunteer Services

Name
Home Address

City State/Zip
Telephone# Birth.Date

Social Security #

Drivers License #

(optilJnal)

Email

(optional)

Previous Work Experience

a. As a Volunteer

b. Other

Present Occupation

Education/Training

Hobbies and Special Interests

Please explain limitations to be considered in your volunteer placement.

Have yop ever been convicted o fa felony, misdemeanor, substantiated incident(s) o f

abuse or neglect o f children/vulnerable adults? D Yes D No

(Over)


Alampert
Highlight


13. Name and phone # ofperson to contact in case ofillness on duty

14. Area o fwork preference

15. Who referred you to us

16. Days/Hours Preferred (Days or Evenin, )
Monday-Friday

17. Date available to start volunteexrin.h-------- - -~ - -~~~

18. References: Please list two references from past work or volunteer experiences.

1)Name Phone#

I certify that the information contained in this application is correct and completed to the
best o f my knowledge. I give permission for my references to be contacted.

Applicant Signature. Date._

Photo/Model Release Form

,,,,,,,,,,,,,, *, hereby release the Franciscan Sisters o flittle Falls,
Minnesota, from any responsibility inherent in the use o f my photograph(s) in their internal
or external publication, or by the release o fthem to the press, for use in magazines, on the
internet, etc. I acknowledge that the Franciscan Sisters o flittle Falls, Minnesota, purpose m
using the photo(s) is/are to promote the mission d ministry ofthe Congregation. I
understand I will receive no monetary compensation regarding the use o f this/these
photographs.

Date

Jf<Thisform must be signed fy aparent orguardian i fthe applicant is 18years o fage oryounger.



FRANCISCAN SISTERS

OF LITTLE FALLS, MINNESOTA
Volunteer Health History

Name (ple ase print):. Dept./Area:

You are asked to review thefollowing health history screening in order to assure St Francis Convent and also
toprotecy ou.firom any healthpl!Jsical conditions which may impactyou during the time spentatSt Francis.
Please answer thefollowing to the best o four knowledge.

YES | NO | GENERAL YES | NO | SPECFIC TO TIJBERCULOSIS
Back sprains/strains, disc herniation or Cough longer than 2 weeks
back surgery
Shoulder/neck/whip lash injuries Bloodv Sputum
Arm/elbow injuries/fractures Ni ht Sweats
Hip, knee, ankle injury/fractures Loss o fweight/appetite
1'bdominal surgeries/hernias Fever
Arthritis/bursitis histo.rv History o f exposure to
Hand numbness, tingling, carpal tunnel Travel to foreign country
Diabetes (Tvpe I or I|) History o f positive mantouoxs
Epilepsy/seizures/fainting History o f chest pains
Pacemaker/cardiac problems/illlh BP SKIN CONDITIONS
Bleeding/clotting disorders Dermatitis,eczema
Accommodations needed for vision, Allergies (bee sting, latex, cleaning
hearing, readin, writing products,perfume,environmental)
Any restrictions current or past injury or Open sores/sores non-healing
illness that would involve bendin, Hepatitis ABC
stoopin, lifting, push/pulling, carrying, - - -
twisting, turning, stairs Jaundice/yellowing o f skin

Immunization History: (list appropriate dates ifknown)

Mantoux___ _ DT (tetanus) Hepatitis B Vaccine

The above information is true and accurate to the best o f my knowledge. I grant permission for St. Francis
Convent to review this history and I consent to receive the mantoux screening test for tuberculosis as federal
guidelines require if I have direct contact with people in the St. Francis kitchen or Clare Residence.

Signature Date
Mantoux: Date Given: _ Result: —— -
Comments:

(over)






