MRC VOLUNTEER APPLICATION 

I.
CONTACT INFORMATION 


DATE: 






DOB:





SSN: _____________________________________ 


(Circle one)
Mr.    Mrs.    Ms. 

NAME:





























FIRST




      MIDDLE INITIAL







LAST









ADDRESS:




























STREET







APT#

CITY







STATE 





ZIP CODE


COUNTY 


HOME PHONE:













   FAX:







____

E-MAIL ADDRESS:









_________________PAGER:






____

CELL PHONE:











ALTERNATE PHONE:









IN CASE OF EMERGENCY NOTIFY:____________________________________PHONE___________________________________

II.
WORK CONTACT INFORMATION 
OCCUPATION:








(CHECK) FULL TIME____ PART TIME_____ RETIRED____ STUDENT____ 
EMPLOYER:





















 

ADDRESS:























WORK NUMBER 








 
EXTENSION 



 


If retired, what was your vocation/profession? __________________________________________________________________

III.
PERSONAL INFORMATION 
SEX (CHECK ONE):
(M

(F


AGE BRACKET (CIRCLE ONE):
(16-24

(25-39

(40-54

( 55+ 

EDUCATION (CHECK HIGHEST LEVEL):
(SOME HIGH SCHOOL

(HIGH SCHOOL/GED

(COLLEGE


(SOME COLLEGE


(GRADUATE SCHOOL


(OTHER______________________________ 

DO YOU HAVE ANY PERSONAL HEALTH ISSUES THAT WOULD IMPACT YOUR ABILITY TO VOLUNTEER? 
(YES

(NO
IF YES, PLEASE EITHER LIST HERE OR SPEAK PERSONALLY WITH THE MRC COORDINATOR.

BLOOD TYPE ______________ 

LICENSED AMATEUR RADIO OPERATOR?  (CIRCLE ONE)           YES           NO

PLEASE RETURN COMPLETED APPLICATION TO:



Medical Reserve Corps

East Central Health District

1916 North Leg Road

Augusta, GA 30909                FAX: 706-729-2197

IF YOU NEED ANY ASSISTANCE COMPLETING THIS APPLICATION, PLEASE CALL MR. PRESTON D. HARPE . MRC COORDINATOR, AT (706) 667-4276/4275/4277 OR YOUR HEALTH DEPARTMENT ADMINISTRATOR.

.















________________________________ 















SIGNATURE















________________________________ 















DATE
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