
Dear Volunteer Candidate,  

Thank you for your interest in joining a dedicated group of volunteers here at Island Health. 

Volunteering can be a rewarding, meaningful and enjoyable way to meet new friends. It can be a place 

where you can learn new skills and offer a valuable gift to your community. 

If you would like to speak with some of our volunteers for more information about the volunteering 

experience at Island Health, please let us know and we will put you in touch with someone who can 

share a story or two. 

Attached is the volunteer application. Please complete and sign the necessary forms and return your 

application to Mason Cole, our Volunteer Supervisor. After your application has been received, Mason 

will contact you to set up a time to meet. 

If you have any questions about our Volunteer Department or the application process, please call 

Mason at 360.299.1397 or email at mason.cole@islandhospital.org.  

Thank you for considering volunteering at Island Health. 

Sincerely,  

Laura Moroney, MS 

Director of Marketing & Communications  

mailto:jordyn.pratt@islandhospital.org
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VOLUNTEER APPLICATION 

A licant Information 

For office Use Only: 

Date Rec'd _____ _  

Legal Name: ____________________________ _ 
Last First Ml 

Preferred First Name: ___________ _ 
only if different from legal name 

Mailing Address: __________________________ _ 
Street Address Apt/ Unit# 

City State Zip Code 

Phone Number: ( __ ) __ - __ _ (_)_- __ 
Primary Secondary 

Email Address: ___________________________ _ 

Emer enc Contact 

Primary Contact: __________________ _ 
Last First Relationship 

Phone Number: ( __ ) __ - __ _ (_)_- __ 
Primary Secondary 

General Questions & Availabilit 

Do you have any physical limitations or are you under any course of treatment that might limit your 
ability to perform certain types of work/tasks? (i.e. lifting boxes, pushing wheelchairs, etc.)? 

0Yes 0No 

Please explain: ______________________ _ 
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Preferred Pronouns: _____





Professional Licensure 

Do you have an active or retiree professional license issued by the WA Department of Health? 

0Yes 0No 
If yes, indicate license number and expiration: 

Are there any restrictions on your license? D No D Yes, Explain: _________ _ 

Have you ever had your professional license revoked, suspended or put on probation? 
0 Yes O No If yes, explain the circumstance: 

Active Certifications (BLS, ACLS, etc.): _____________________ _ 

Have you been previously employed by Island Health? 
D Yes O No If yes, indicate position held and dates of employment: 

Read & Si n Acknowled ment 

I certify the information set forth in this application to volunteer is true and complete to the best of my knowledge. I 
understand that falsified statements on this application or fai/11re to furnish all requested information shall be considered 
cause for my dismissal. 

Affiliation with Island Health is vol1111ta1y and may be discontinued at the hospital's discretion with or without notice by 
Island Health. 

I understand to volunteer with Island Health that I will be required to complete a disclosure statement and a background 
check through the national criminal identification system. I will also be required to satisfy Island Health's immunization 
requirements, complete volunteer orientation, and abide by established hospital policy and procedures. 

Signature: 

Name (print): ________________ _

Date: 
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