Specialty Care Free Clinic
Volunteer Intake Application
Date_____________
							

Name:_______________________________________      DOB:____________________

Address/City/Zip:__________________________________________________________

Home Phone:				                    Cell Phone: 	__________________

E-mail:____________________________________

How did you find out about SCFC? _______________________________

Please select your credentials: 

LPN       RN      APRN       NP      NURSING STUDENT      MA     

EMT      EYE TECH     MED STUDENT    CRNA    CNA


Please list your most recent medical employment: 

	Location: ___________________________________________________________
	Dates: ______________________________________________________________
	Phone/email of employer: _______________________________________________


Emergency Contact: ___________________________ Phone: ________________
Relationship: _____________                   


Days/Times available:

Tuesday 	Time: AM/PM or both

Wednesday 	Time: AM/PM or both

Thursday 	Time: AM/PM or both

……………………………………………………………………………………….

Professional License #___________________________________Exp. Date________________

CCAP:  __________

Name Badge: _____________

Applied for State Liability Coverage:    ______  	                      Date approved____________

