VOLUNTEER APPLICATION

VIRGINIA REHABILITATION CENTER

FOR THE BLIND AND VISION IMPAIRED

401 Azalea Avenue

Richmond, VA 23227

(804) 371-3151

Name ___________________________________________
Date ________________​​​___



(last) 

(first)

(middle)
Street Address  ________________________________________________________________

______________________________________________________________________________

Email Address_________________________________________________________________

Date of Birth  _____________________
Phone ____________________________________

Emergency Contact _______________________________  Phone ______________________

Business or Professional Experience ______________________________________________

_____________________________________________________________________________

Volunteer Experience __________________________________________________________

_____________________________________________________________________________

Memberships in Professional/Civic/Student Organizations ___________________________

_____________________________________________________________________________

Special Interests and Skills ______________________________________________________

______________________________________________________________________________

Requests Regarding Volunteer Placement (times, activities, etc.)  ______________________

______________________________________________________________________________

Days and Hours Available _______________________________________________________

______________________________________________________________________________

Volunteer Interests:

___
DeafBlind Assistance

___
Bowling


___
Driving (see reverse side)

___
Library Assistant

___
Shopping




___
Reading/Tape Recording

___
Home Management          ___
Other _______________

___
Keyboarding/Computer

___
Cooking


_____________________

___
Academic Tutoring

___
Gardening


_____________________

___
Swimming


___
Photography/videotaping
_____________________

Confidentiality of Information:  I agree to keep confidential personal information about any students of VRCBVI.  Information may only be shared with appropriate employees of this agency.  

Signature _____________________________________________________________________

Please provide the following information if you are volunteering to provide transportation services:

Name __________________________________Driver’s License No._____________________

Insurance Company  ___________________________________________________________

List accidents and/or convictions in the past 3 years (excluding parking tickets):

I have no objection to the Department for the Blind and Vision Impaired verifying my driving record through the Division of Motor Vehicles.

Signature ___________________________________________
Date ___________________

VRCBVI USE ONLY

Interview Date:  
____________________________________________________________

Orientation Date:
____________________________________________________________

Assignment:

____________________________________________________________




____________________________________________________________




____________________________________________________________




____________________________________________________________

Staff Supervisor:
____________________________________________________________

Volunteer Application – 11-2013
