



                            VOLUNTEER APPLICATION
________________________________________________________________________

Dear Prospective Volunteer: 

Thank you for your interest in volunteering with Traffina foundation for Community Health. Our vital work and success are made possible by our staff, and our current and future VOLUNTEERS like you! There are many volunteer opportunities available for both individuals and groups that help support the cause and mission of preventing maternal newborn /child mortality and morbidity rate in your community. 

If you are interested in becoming a volunteer, please take a few minutes Volunteer to fill out this volunteer application form.
Please complete this application to the best of your knowledge. Please TYPE or PRINT clearly. All information given on this form will be kept confidential, and will be used only by Traffina Foundation for Community Health

SECTION I: GENERAL INFORMATION

· Last Name:___________First Name: _________Middle Name_______
· Date of Birth:_______Age______    : Sex: M F {}          

· Race/Ethnicity: African:{} African-American:{} Asian {} Caucasian:{}Hispanic {} 
· Current Address:__________________________________________________ Apt.#________City:_______ ____State:___________________  Zip: ______
· Country of residence:__________:Country of  Citizenship : __________
· Home Number: (                                 ) Mobile Number:(                                    ) Email: {                                                       }

· Preferred Method of Contact? Home {} Mobile {}Email {}

· OK to text message? Yes {} No {}
SECTION II: EMPLOYMENT AND EDUCATIONAL BACKGROUND

· Which best describes your current status? Student {} Employed {} Retired{} Other:_______
· Current School (if applies):​​​​​​​​​​​​​​​​​​​​​​​​​____________________________________________ Area of Study:  {__________________} Educational qualification: {_________}

· Current Employer (if applies): Occupation:_____________

· Employer Address (City, State, Zip, Dept., )_____________________
SECTION III: SPECIAL INTERESTS AND AVAILABILITY ON MATERNAL AND CHILD HEALTH
Please indicate areas of special interests/roles (please tick all that apply):

· Advocacy {}

· Media support{}

· Program/Community Health outreaches{}

· Grant research /writing: {}

· Fundraising{}

· Nutrition Education

· Immunization

· TBA training

· Newborn health

· Autism care

· Medical support{}

· Trainings{}….Specify

· Request for corporate sponsorship for our birth kits{}

· Social media management{}

· Moms & Newborn delivery kit distribution{}

· Content writing/ Blogs

· Network building with existing organizations{}

· Administrative: {} 
Tell us your reason for volunteering and what value you would like to add? 100 -200 words maximum{}
Date to begin volunteering with:__________
Days available , mark all that applies: M{}T{}W{}T{}F{}S{}
How did you hear about us (click all that applies)
· Social Media {}

· Internet{}

· Word of mouth{}

· Email{}

SECTION IV: PERSONAL REFERENCES
Please list 2 references (not relatives). Applications without references cannot be considered.

 1. Name:                  Relation:            Phone:              Email: 

2. Name:                    Relation:            Phone:              Email:

SECTION V: EMERGENCY CONTACT INFORMATION:
· Emergency Contact:_____ _____ Relationship: ________  Phone:__________ Email:_________
· Do you have any health or physical limitations that could affect your volunteer assignment? Yes No If YES, please explain:

SECTION VI: BACKGROUND INFORMATION

· Have you ever been convicted of a criminal offense other than a minor traffic violation? Yes {}No {}

· Have you ever been charged with, indicted for, or pled guilty to an offense involving a minor? Yes {} No{}  If YES to any of the above in this section, please explain (Date, Offense, Disposition, and State/County):

SECTION VII: AGREEMENT AND AUTHORIZATION WITH YOUR INITIALS
_______ The information contained in this application is true and complete to the best of my knowledge.

 _______ I understand that false information may be grounds for not accepting me or for immediate termination of volunteerism at any point in the future if I am accepted. 
________ I understand that I am not placed under any salary while providing my volunteer support to TFCH.

_______ I hereby grant Traffina Foundation for Community Health, its agents, and employees irrevocable right and permission to use photographs, negatives, videos, digital images, or other recordings taken of me for any legitimate purpose, including, but not limited to, promotional, advertising, advocacies and fundraising ideas.
 _______ I hereby release Traffina Foundation for Community Health from any and all claims for personal injury or property damage which claims arise directly or indirectly from my participation in a volunteer capacity.
 _______ I hereby authorize Traffina Foundation for Community Health to inquire and verify any information contained on this application or which I submit as part of this application process.

Applicant’s Signature: _____________   Date: ________________               

· Note: Traffina Foundation for Community Health is an Equal Opportunity Employer and does not discriminate on the basis of gender, race, religion, age, impairment, or ethnicity.


