[image: image1.jpg]EPILEPSY
FOUNDATION®

Massachusetts, Rhode Island, New Hampshire & Maine
Not another moment lost to seizures™




Volunteer Application

The Epilepsy Foundation of Massachusetts and Rhode Island will ensure that people with seizures are able to participate in all life experiences; and will prevent, control and cure epilepsy through services, education, advocacy and research.
	Contact Information

	

	Name
	

	Street Address
	

	City, State, ZIP
	

	Home Phone / Cell Phone
	

	Work Phone 
	

	E-Mail Address
	


	Availability

	During which hours are you available for volunteer assignments (feel free to write in specific times)?

	
	Morning
	Afternoon
	Evening

	Monday
	
	
	

	Tuesday
	
	
	

	Wednesday
	
	
	

	Thursday
	
	
	

	Friday
	
	
	

	Saturday
	
	
	

	Sunday
	
	
	

	

	Over what length of time do you plan to volunteer?
	_____ 0 - 6 months
          (event-based)
	_____ 6 - 12 months
	_____ 12+ months

	

	Do you have any physical or other limitations we should know about?
	


	Interests

	Tell us in which areas you are interested in volunteering

	 MACROBUTTON  DoFieldClick ___ Administrative
	 MACROBUTTON  DoFieldClick ___ Outreach and Education

	 MACROBUTTON  DoFieldClick ___ Events Planning/Coordinating
	 MACROBUTTON  DoFieldClick ___ Website / Newsletter Development

	 MACROBUTTON  DoFieldClick ___ Field Work & Research
	 MACROBUTTON  DoFieldClick ___ Support Group Facilitator

	 MACROBUTTON  DoFieldClick ___ Fundraising
	 MACROBUTTON  DoFieldClick ___ Volunteer Organizer


	Special Skills or Qualifications 

	Summarize special skills and qualifications you have acquired from employment, previous volunteer work, or through other activities, including hobbies or sports.

	

	


	Relation to Epilepsy 

	Do you have any personal connection to or other experience(s) with Epilepsy?  If so, please describe.

	

	


	Previous Volunteer Experience 

	Please summarize your previous volunteer experience (responsibilities, skills gained, etc.).

	

	


	Personal Reference

	Please leave a contact that knows you well and can attest to your abilities as a volunteer

	Name ______________________________
	Relationship  to you ___________________________

	Phone ______________________________
	E-mail address: ______________________________


	Person to Notify in Case of Emergency

	

	Name
	

	Street Address
	

	City, State, ZIP
	

	Home Phone / Cell Phone
	

	Work Phone
	

	E-Mail Address
	


	Agreement and Signature

	By submitting this application, I affirm that the facts set forth in it are true and complete. I understand that if I am accepted as a volunteer, any false statements, omissions, or other misrepresentations made by me on this application may result in my immediate dismissal.

	

	Name (printed)
	

	Signature
	

	Date
	


	Our Policy

	It is the policy of this organization to provide equal opportunities without regard to race, color, religion, national origin, gender, sexual preference, age, or disability.


Thank you for completing this application form and for your interest in volunteering with us.  We will contact you shortly to schedule a personal interview to discuss your involvement.
Sincerely,  
Epilepsy Foundation of Massachusetts, Rhode Island, New Hampshire, and Maine







