FH

Ferrell Hospital
DEACONESS ILLINOIS PARTNER

JOB SHADOW APPLICATION

PLEASE PRINT

NAME:
Last First Middle
HOME ADDRESS:
Street City State Zip
PHONE: E-MAIL:
BIRTH DATE:
NAME OF SCHOOL.: AREA OF STUDY:

OCCUPATION OR DEPARTMENT YOU WANT TO SHADOW:

IF YOU ARE UNDER THE AGE OF 16 PLEASE LIST NAME AND CONTACT
INFORMATION FOR PARENT/LEGAL GUARDIAN:

NAME:

RELATIONSHIP: PHONE:

PARENT/GUARDIAN SIGNATURE:

BRIEFLY DESCRIBE YOUR REASON FOR JOB SHADOWING, INCLUDING NUMBER OF
HOURS YOU WANT TO SHADOW (UP TO 16 HOURS), OBSERVATIONAL REQUIREMENTS,
DATE(S) AND TIME(S) AVAILABLE:

DO YOU HAVE PREVIOUS EXPERIENCE AS A VOLUNTEER? YES NO

WHERE?




