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Date:  _____/_____/____ 
 
 

Name _______________________________________________________________________  
 Last First Middle Nickname 

Address _____________________________________________________________________  
    City                                Zip 

E-mail____________________ Phone _____________ Birthdate________  Check if under 18 yrs  
 

Current Employment (If Applicable) 

Company _________________________________________    Phone __________________  

Address _____________________________________________________________________  

May we contact you at work if necessary?  Yes     No    

Prior Experience 
Volunteer ____________________________________________________________________  

Business ____________________________________________________________________  

College Information 
College Attending________________________________   College Major _________________ 

Are you willing to work a complete semester/quarter?   Yes     No    

Are you doing volunteer work as an education requirement?   Yes     No    

If yes, how many hours are required?  _______ 
 

Volunteer Information 
Preferred Location and Job: (please check all that apply) 

 VacaValley Hospital  NorthBay Medical Center    Thrift Store 
 Gift Shop   Floor Volunteer   Desk 
 Clerical/Admin  Alzheimer’s Services  Special Events 
 Emergency Dept.             Other ___________________________________________  

 

Availability:    Mon.      Tues.      Wed.   Thurs.   Fri.   Sat.   Sun. 

    Time - am ______ ______ ______ ______ ______ ______ ______ 

    Time - pm ______ ______ ______ ______ ______ ______ ______ 

 

Please fax both pages of completed application to:  (707) 646-4213 or mail to: 
NorthBay Healthcare, 1200 B. Gale Wilson Blvd., Fairfield, CA, 94533, Attn: Guild Director 

Thank you for submitting your application to volunteer with the NorthBay Guild! 
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Physician Name _______________________________________________________________  

Address _____________________________________________________________________  

City, Zip _________________________________________  Phone ___________________  
 

Have you had any serious illnesses or operations?  Yes     No  

Date of last physical examination: _____________________  

Date of last PPD Skin Test:  _________________________    Negative      Positive  

              If positive, explain:   BCG     Yes     No  
  TB Yes     No  
  INH prophylaxis Yes     No  

Last x-ray: _______________________ Results: __________________________________  

Have you ever had or do you now have any of the following: 

 Chronic or frequent colds or cough? Yes     No  
 Dizziness or fainting spells?  Yes     No  
 Shortness of breath? Yes     No  
 Pain in chest, palpitations? Yes     No  
 Tuberculosis? Yes     No  
 Diabetes? Yes     No  
 Skin infections, rash or boils? Yes     No  
 Backaches or back surgery? Yes     No  
 If yes, explain: _____________________________________________________________   
 Hay fever, asthma or allergies? Yes     No  
 High blood pressure? Yes     No  
 Drug or medication reaction? Yes     No  
 If yes, explain: _____________________________________________________________   
 Numbness or tingling sensation? Yes     No  
 Leg, ankle or hip pain? Yes     No  
 Bone fracture or joint injury? Yes     No  
 If yes, explain: _____________________________________________________________   
 
 What medications are you presently taking? ________________________________________  

____________________________________________________________________________   
 

I hereby certify that the above is true and complete to the best of my knowledge.  I realize this 
information is confidential and may be used to determine my eligibility to work in patient areas.  I 
authorize NorthBay Healthcare to make inquiry to my physician regarding the state of my health.  
I also authorize the person(s) making tests of x-ray films to report the results to the hospital. 

In case of emergency, notify: 
____________________________________________________________________________     
    Name        Relationship 
________________________________________________________________________________________________________     

    Telephone                 (Home)      (Work)                     (Cell) 

 
_____________________________________________________________________________________________  
    Signature        Date 


