
 
 
 

    ADULT VOLUNTEER APPLICATION (4 PAGES)  
MAIL TO: Volunteer Services, P.O. Box 26666, Albuquerque, NM  87125 

Volunteer Office Tel:  505-841-1501   FAX TO:  505-841-1858  EMAIL TO: phsvolunteer@phs.org 
 

Site & Service Areas-Rank the top 3 in the order of  preference. 
These are some of the high need areas, if you are interested in another area please list your interest below. 
 
 RMC-Rust Medical Center  PKH-Kaseman Hospital PH-Pr esbyterian Hospital      Cooper Center 
 2400 Unser Blvd SE, Rio Rancho 8300 Constitution A ve NE 1100 Central Ave SE            9521 San Mateo  NE 
 

 
 
 
 
 
         
 
                  
 
 
 
 
 
 
 
 

Presbyterian Northside        PMG’s Outpatient Clin ics   Healthplex    
5901 Harper Dr NE          Multiple locations    63 01 Forest Hills Dr NE          

 
 
 
 
 
 
 

*Please note that this is not a promise of a department opening, this is a tool to facilitate matching your interests and depart-
ment needs.  
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We ask for a MINIMUM commitment of 144 hours  over a 
9 month period. (Approx. one 4 hour shift per week ) 

What days and times are you available to volunteer? 

  Monday  Tuesday  Wednesday  Thursday  Friday  Saturday  Sunday  

AM 
8-12pm  

              

PM 
12-4pm  

              

Evening 
varies  

              

(This application will be kept confidential.) 

Name:___________________________________         Date______________________________ 
Other names used:_________________________ 
Uniform: Men’s or Women’s Shirt Size__________ Preference: Teal Vest, Red Polo,  
         Teal (W) or Red (M) Smock  
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Santa Fe  
Medical Center 
4801 Beckner Rd 
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Personal Contact Information     Social Security # _____________________ 
 
Last Name:_________________________  First:_____________________________  MI: ________   
 
DOB:_____________  Address:___________________________________ City:__________________   
 
State:_______  Zip Code: _____________     E-mail: ________________________________________  
 
Cell Phone:_________________       (Optional) Home:_________________ Work:_________________   

Emergency Contact Information 
 
Name:_________________________________________________________Relationship:______________________ 
 
Home Phone:_____________________________  Work:__________________________   Cell:__________________ 
 
Name:_________________________________________________________Relationship:______________________ 
 
Home Phone:_____________________________  Work:__________________________   Cell:__________________ 

General Information 
 
Hobbies, interests, or skills:_____________________ __________________________________ 
____________________________________________________________________
____________________________________________________________________ 
 
How did you learn about our program?
_______________________________________________________________________________ 
 
Any previous or current work experience?  If so, wh ere?
_______________________________________________________________________________
_______________________________________________________________________________ 
 
Are you a retired/previous PHS employee?  Yes _____     No _______ 
 
Any previous Volunteer experience?  If so, where?
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 
Is volunteering a requirement for school? If so, ho w many hours are required and what is the 
deadline?__________________________________________ _____________________________ 
 
Why are you interested in Volunteering for Presbyte rian Healthcare Services? ( Please be  
specific, we use this to match you with the appropriate department) 
_______________________________________________________________________________ 
_______________________________________________________________________________

_______________________________________________________________________________ 

Do you have BLS (Basic Life Support)/CPR certificat ion?___ If so, please include a copy with application. 
Certification is required for ER and Radiology 

Presbyterian Volunteer Services reserves the right to refuse any applicant. 



Medical Information 
The Presbyterian Healthcare Services Volunteer Prog ram is available to all, 

without regard to race, color, national origin, dis ability, gender, political affiliation, veteran sta tus or religion. 
 

Required:  Please specify in detail any special needs, allergies or medical conditions (including behavioral or learning-
related) that PHS needs to be aware of: 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 

We appreciate advanced notice so that we can do our best to provide reasonable accommodations. 

Volunteer Statement and Background Check Authorizat ion 
 

I,__________________________________, certify that all of the information provided in this volunteer application is true and correct 
to the best of my knowledge.  I authorize PHS to conduct any and all inquiries necessary to determine my acceptability as a volun-
teer, including a thorough background check.  I understand that this background check may include verification of personal and/or 
employment references, military information, or police record inquiries.  The following will help to facilitate this process. 
 
Have you ever been convicted, pled guilty or pled no contest, nolo contendre or entered an Alford plea or any plea or judgment en-
tered in connection with a suspended sentence in New Mexico or any other state or jurisdiction? Answering “yes” will NOT automati-
cally bar you from volunteering.  If yes, please indicate the requested information below.  If you need additional space, please contin-
ue on a separate 
sheet of paper. 
 

 
 
 
       

Signature:  X______________________________________ _______________ Date:___________________ 
APPLICATION CANNOT BE PROCESSED WITHOUT SIGNATURES (above and below) 

Date Charge City/State: Disposition: 

    

    

PHS Volunteer Agreement 
 

I have reviewed and understand all of the information provided by the Presbyterian Healthcare System regarding the Volunteer Pro-
gram and my responsibilities as a volunteer. 
 
As a volunteer, I understand and acknowledge that my service as a PHS volunteer is completely voluntary and I will perform my role 
without any promise, expectation, or receipt of compensation.  I further understand and acknowledge that I may decline to perform 
any task I do not feel comfortable performing, and/or to terminate my volunteer service at any time without penalty. 
 
I understand that all Presbyterian Healthcare System medical records and patient records shall be treated as confidential information.  
I further understand that as a Presbyterian Healthcare System volunteer I am bound by Federal, State and Local laws and regulations 
regarding medical records and governmental records. 
 
I UNDERSTAND THAT I AM COMMITTING TO A MINIMUM OF 1 44 HOURS OF SERVICE. 
 
Printed Name:_________________________________Signa ture:  X__________________________________Date:____ _______ 

FOR OFFICE USE ONLY:  

 

�� Criminal Background Check ___________|_______________ 
 

�� Criminal Background Check ___________|_______________ 
 

�� Follow-up/App Forwarded  ____________________________ 
 

�� Personal Interview     _________________________________ 
 

�� Orientation Scheduled/Date ____________________________ 

Volunteer Position Schedule 
 

Day:_________________________________ 
Time/Shift:____________________________ 
Assignment:___________________________ 
Department Manager: ___________________ 
 
 

        

In addition to filling out this application in orde r to start you must:  
· Pass criminal background checks. 
· Schedule a brief interview with a Volunteer Program Manager. 
· Receive an invitation to attend the General Volunteer Orientation. 
· Submit proof of a negative TB Skin Test within the last year and immunization records. 
· Complete a Department/Area specific orientation. 
· Be issued a security badge.  

 

PLEASE BE SURE YOU HAVE COMPLETED THE APPLICATION I N ITS ENTIRETY. 
 

MAIL TO:  PRESBYTERIAN VOLUNTEER SERVICES, PO BOX 2 6666, ALBUQUERQUE, NM  87125  
OR FAX TO:  505-841-1858 OR EMAIL: PHSVOLUNTEER@PHS .ORG 


