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Volunteer Application
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PLEASE READ CAREFULLY AND PRINT CLEARLY. THANK YOU!
Name: ______________________________________                                               Date ____ ________________
Mailing Address: ____________________________  City/State ___________________  Zip________________
Home phone (      )_____________Cell or other phone (       )_______________ E-mail_____________________
Date of Birth __________________ Are you a U.S. Citizen?  ________  Other Language spoken _____________
Employment/Current or Prior:_________________________________________________________________
Have you ever been charged or convicted of a felony? ___________  If so, explain _______________________
Work/Volunteer Experience:__________________________________________________________________________________________________________________________________________________________________________

Highest level of education:_______________________ Special Skills/Talents:___________________________ 
Please indicate areas you would enjoy:  FORMCHECKBOX 
 Reception  FORMCHECKBOX 
 Clerical  FORMCHECKBOX 
 Telephone  FORMCHECKBOX 
 Filing  FORMCHECKBOX 
 Computer work 
 FORMCHECKBOX 
Health Fair Marketing  FORMCHECKBOX 
 Other____________________
Times available:    FORMCHECKBOX 
Morning (8:00-12:00)         FORMCHECKBOX 
 Afternoon (12:00-4:00)
Days of the week available:  FORMCHECKBOX 
Monday  FORMCHECKBOX 
Tuesday  FORMCHECKBOX 
Wednesday  FORMCHECKBOX 
Thursday  FORMCHECKBOX 
Friday  FORMCHECKBOX 
Saturday Events Months available:  __________________________________________________________________________
References (other than a family member):

Name: ______________________________ Phone: __________________ City/State: ______________

Name: ______________________________ Phone: __________________ City/State: ______________

As an HFHC Volunteer, I agree to a criminal background check, interview and initial orientation session. I will be realistic in my schedule and will try to adhere to my commitment of at least 4 hours weekly.  At any time during the interview and/or training period, I can be dismissed or resign without cause. I agree to read and comply with the rules and regulations/standards set forth by Heart of Florida Health Center.

PERSONS TO CONTACT IN CASE OF EMERGENCY:
Primary Physician _____________________________                   Phone: _______________________

Relative _____________________  Relationship_____________ Phone________________________

________________________________________


___________________________

Signature of Volunteer





Date of Signature
(7-10-10 smk HFHC)
 SHAPE  \* MERGEFORMAT 



AUTHORIZATION TO OBTAIN A CONSUMER CREDIT REPORT

AND

RELEASE OF INFORMATION FOR EMPLOYMENT PURPOSES

Pursuant to the federal Fair Credit Reporting Act, I hereby authorize Heart of Florida Health Center,

Accurate Background Check, Inc. and its designated agents and representatives to conduct a comprehensive

review of my background through a consumer report and /or an investigative consumer report to be

generated for employment, promotion, reassignment or retention as an employee. I understand the scope

of the consumer report/investigative consumer report and may include, but is not limited to the following

areas:

Verification of Social Security Number, current and previous residences, employment history including all

personnel files, education, references, credit history and reports, criminal history records from any Criminal

Justice Agency in any or all federal, state, county jurisdictions, birth records, motor vehicle records to

include traffic citations and registration and any other public records.

I _______________________________________, authorize the complete release of these records or data pertaining to me which an individual, company, firm, corporation, or public agency may have. I understand that I must provide my date of birth to adequately complete said screening, and acknowledge that my date of birth will not affect any hiring decisions. I hereby authorize and request any present or former employer, school, police department, financial institution or other persons having personal knowledge of me, to furnish bearer with any and all information in their possession regarding me in connection with an application of

employment. I am authorizing that a photocopy of this authorization be accepted with the same authority

as the original.

I hereby release Heart of Florida Health Center & Accurate Background Check, Inc. and its agents,

officials, representatives or assigned agencies including officers, employees or related personnel both

individually and collectively from any and all liability for damages of whatever kind, which may at anytime

result to me, my heirs family or associates because of compliance with this authorization and request to

release. You may contact me as indicated below; I understand that a copy of this authorization may be

given to me at anytime provided I do so in writing.

I understand that, pursuant to the federal Fair Credit Reporting Act, if any adverse action is to be taken

based upon the consumer report, a copy of the report and a summary of the consumer’s rights will be

provided to me.
Please Print Clearly

Name_________________________________________________________________________________



First 

Full Middle Name 

Last 


(Maiden)

Print All Former Names Used (1) ___________________________(2) _____________________________

Social Security Number: __________-_________-___________ Sex_________ Race_________________
Date of Birth: ____/____/____ Phone Number ________________________________________________
Current Street Address: ___________________________ City: _____________State: ____ Zip: ________
Drivers License Number: _____________________________________ State of Issuance: ____________

Page 2:   FCRA AUTHORIZATION FORM
May We Contact Your Employers: _________ May We Contact Your Supervisors __________

Comments:

______________________________________________________________________________________

______________________________________________________________________________________

Print Residences in the previous 7 years to include City & State:

(1) City: _________________________ State: _________________ From: ___________ To: ___________
(2) City: _________________________ State: _________________ From: ___________ To: ___________
(3) City: _________________________ State: _________________ From: ___________ To:___________

1. Have you ever been convicted of any crime or offense: Yes ______No______

2. Have you ever been involved in a Civil Action as the Plaintiff or Defendant: Yes _____ No _____

If you answered Yes to Numbers 1 or 2, provide the Case Numbers, Date of Action, City & State,

Disposition and Current Status below:

Please explain. If more space is needed please use the back of this form to continue Explanation:

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

By signing below, you are certifying that the above information is true and correct:

Signature: ______________________________________________ Date: ____/____/____

ABC Revised Criminal Waiver 02/11
203 E. Silver Springs Blvd., Ste. 101


Ocala, FL 34470


(352)732-6599








Ocala West


6041 SW 54th St


Ocala, FL 34474








Southwest


100 Marion Oaks Blvd


Ocala, FL 34473





Belleview


7055 SE 110th St Rd


Belleview, FL 34420





Reddick


4500 NW 152nd Ave


Reddick, FL 32686





Central/ Main


1025 SW 1st Ave


Ocala. FL 34471





East


1801 SW 32nd 


Ocala, FL 34471





Dunnellon


19204 E. Pennsylvania Ave


Dunnellon, FL 34432








