
Mission: 
To protect, promote & improve the health 
of all people in Florida through integrated 
state, county & community efforts. 

Dear Volunteer: 

Vision: To be the Healthiest State in the Nation 

Ron DeSantis 
Governor 

Dr. Scott A. Rivkees 
Surgeon General 

Thank you for your interest in the Florida Department of Health in Pinellas County's Volunteer Services 
Program. 

Attached is a volunteer packet. Please fill it out and return to Volunteer Services Program by mail, fax 
or bring to the office at the following address: 

Volunteer Services Program 
. Florida Department of Health in Pinellas 
Tammy Pruitt 
8751 Ulmerton Rd. Largo, FI. 33771 
Phone: 727-820-4125 
Fax: 727-507-4333 

Personal References 
Two personal references from two individuals not related to you are required. For your convience, there 
are two reference forms in the packet. 

Licensed Health care Professionals 
Please include a copy of your medical license . 

. When I receive your completed packet, you will be contacted. Thank you for wanting to make a 
difference in Pinellas County. 

If you have any questions or need assistance with the forms, please feel free to contact Volunteer 
Services at 727-820-4125. 

Sincerely, 

74#H1Hl! P'Vdtt 
Volunteer Services Program Coordinator 

Florida Department of Health 
in Pinellas County 
205 Dr. Martin Luther King Jr. st. N. • St. Petersburg, FL 33701-3109 
PHONE: 727/824-6900· FAX 727/820-4285 
www.pinellashealth.com 

www.FloridaHealth.gov 
TWITIER:HealthyFLA 

FACEBOOK:FLDepartmentofHealth 
YOUTUBE: fldoh 

FLiCKR: HealthyFla 
PINTEREST: HealthyFla 



VOLUNTEER ENROLLMENT APPLICATION 

Name (I..ast) (First) (Middl~) 

Mailing·Address City State Zip 

I I 
Work Tefephone Home Telephone Cell Phone 

Email: ....--__ -..:... _________ _ 
Emergency Contact Telephone Number 

What type of volunteer position .are.you interesfedin? _______ -,.-__ 
Listanyprofessionaln~ense~registration, or certific~t.ey()u curre.llt1y possess (il'lclude 
~rtificatelliceose number)~ ____ .;.....;... __ ...-...;----'_---'----'-_---'----'----'-----'----'_""'--'"'-'----'-'---__ 

Lis.tallysp$cii:U skills, illterests, or hobbieS: 

Lislanyspecial considerations or needs: ________________ _ 

Listtwo.personal.·referencesnot related to youwhorll you have known for more than one 
year~ 

NAME NAME 

ADDRESS ADDRESS 

CITY/STATE ZIP CITY/STATE ZIP 

PHONE PHONE 

Lislyour most recent vo.lunteer Qr emplQyrnent experience:, 

EMPLOYER COMPLETE .. MAILINGADDRESS TELEPHONE 

JOB TITLE DATES OF VOLUNTEERlEMPLOYMENT 

$pecify the days and time framesyoll are aVClilatde to voll.lnt~er: ~--:.;...;.~ ____ ~,,---,. 

Day.ofWeek Hours DaYQfWee~ Houts 
Sunday I 
Monday I 
Tuesday 

I 

It i~ u!1lawful for an employer to refuse or df:}priveanyindividual of volunteeroppoftunities because of race, color, religiol1. sex, 
naUonal.origil1,age,maritai status, or handicap. Applicants who believe they have. beendi.scriminated against rnayflle acomplainl 
With .the Florida Commission on Huml:inRelations, 2009 Apalachee Park.way,Suite 1OQ, Taliahassee,Florida 32301-4857. 

DH1474,01/13 



Have you ever been convicted of or plead nolo conteridereto adrivingorcritninal 
offense? 
Yes No Ifanswer is yes, please explain (including types of·offenses<and dates): 

DH1474.07/f3 Exhibit C 

It.shall be a (Tlisdemeanorof theflrstdegtee<tofail to disclosei>by fa[sestatement, 
misrepresentatioh,ililper$onatiQosorother fr;::Juefuleht means, arlymat~rial factused in making 
adetermihatioh·· as· tOct persoo's. qualificatiOns to Work as a· volunteer. 

lunder!3tand thClt. to protect perSQrts served by the department, a routine check through law 
enforcement, license bureaus, agency files; ahdreferences. may be made.. I. understand th~ta 
criminal offense Will nof aIJtomaticallyexclude nie from. all volunteerpositioris; howeverj · certain 
convicfionswillexclude·me from.volunteering in some positions. I understand thatifl ansWered 
no to the criminar.offen~eqlJestion on tne frgntqffhi§(ilppllcation Clnd a record·shquld be 
obtained, itwilfprevent me' from vol(Jr1teeringfor the department regardless of the offense. I 
understand upon subrni$sionofthi$ application it b~comes public recQrd. 

I tlnderstand and agreethatall information as ifrelat~sto persoosserved by the department is 
to be heldoonfidel1tiCiI in COtT1PHa,nc.~WithFIOf'ida Statutes; .AU infonnaUontl1at shOljldcometo 
myaUeotionandknowledge as ptivil~gedandconfldentialWjll not be·disCioSed to anyone other 
than authorized personnel and that [shall conduct myselfirtaccordancewithlhe·departmehtal 
securilypolicies, I understand that failure to comply may result.in.crirninal prosecution. 

I>affirm that allihformation on this application is true and correct. 

, , 
Signature Date 

Date of Interview: _.......:0-'_-:.'_. __ , Interviewer's· Name: 

S9reening Required: Yes ____ _ N()_~~ Dat~ Screeningqomplet~d: _ .......... ____ _ 

Date Orientation Completed: ______ _ 

Vblunteer Health Services 
Program 

Location 

I I 
Supervisor Date of Placement 



Volunteer Personal Refer8hc8<Questionnaire 

Name of Vol un tee r/l ntern Applicant Date Completed 

AsteqLJired by section 110 .5Q3 j .. Florida Statutes and section 60L-.33. Q06,Florida Administrative 
Godef reference checks must be completed .fortheaboveaprdlicanl This applicant wishes to 
ptovidevalunteEwservicesto clients of the Department of Health; Your name has been given as 
aperson(ll reference, and wewauld appreciate your cammeflts onthefoilowing questions: 

1, How long have YOlJ known the volunteer applicant? ______ ........,._....;......--,.......;......-~ 

2~ Toyour~nowle(jgt:3, has the applic9nteverbeencgnviQted of a crime? __ ""'-"-_____ ---

3. Db you consider him/herto be of good moral character? If no, please explain . ~ ___ _ 

4. 00 you knoW of any rea$oo·W.hy the appUc(lntshoulq notbE3 trusted with or aroYnd children 
or persons with disabilities? If yes, please explain: ____________ ---"'"'--'-___ ............... 

5~ Would you consider placing the responsibility of a OhHqot9personwlth disabilities who is 
related.toyouWith the applicant? ;........,. ___ ~~ _____ ,..,..-~~_~ _____ _ 

6. Do you have any additiona[coniments concerning the applicant's character or reliability? 

7. What is your relationship to the applicant? _"...,.-----,..,..----,.-,--------

Reference Signatl.Jre Name (please print) 

Address Telephone 

City State Zip 

Thank you for yourtime. 

Upon completion, please return this form to: Volunteer Coordinator 



Volunteer Personal Reference Questionnaire 

Name of Volunteer Applicant 
Gompleteq 

Date 

A,s required bysecUon 1 to; 503, FlotidaStatutesand sectjOn60L';33.006,Florid~ Administrative 
Code, refereoqe chec~s must becompleted>fortheaboveappllcant. This applicant wishes. to 
provide volunteer servic~stoclients oft~.e Department of HeCllth. Your name has been given as 
apersonal·reference,and we would. appreciate your comments ol1:th~fol!owiogquestions: 

4. How !ong.·paveyouknown· the valunteer·applicant? ____ -..;. __ ~...--__ ;",;",;,;.,. _____ 

5. To your knowledge, has the applicanteverbeen convicted of a crime? ________ _ 

6. 00 YOu consider him/her to beaf good moralcharacter?ll no, please explain. _-.~_ 

8; Od you know of any rea SOft why the appHcantShauld not be trusted with or around children 
orpersonswilh disabilities? _. _____ If ye$~.· pleaseexplaht __ -..-;-..-; _________ -----' 

9. WouldyoucQnsider pfaCing the responsibiHtyota child or c:tperson wilndisabtlitieswhois 
related to yOu With the applicaht? .-,-______ .....;...;..-..-;---.....;.......;...;.._ .......... _________ ....0.-______ ____ 

10 .. DO ypuhav.e any additionalcommentsconcerning the applicant's charactero( reliability? 

11 . What is your relationship to the>applicatit? _-.,-_____ -..-;_-.,-__ ~ _____ ___ 

Reference Signature Name (please. print) 

Address Telephone 

City State Zip 

Tht3nk you for your time. 

Upon completionlplease return this form to: The Volunteer Coordinator -hi your application 
packet. 



VOLUNTSE.RRECOROCHECK 

It.h~rabygr~nt 
Prlot Pull NanleF 'First' 

p~rml~$iolrto(he.Department ofHf.,lijIU,looblalrtihfQrlnalioll frQllll~caland.state ·Iawerlforcement 

agenclssto.help detarmineiny $ttU~Pilityto$e(\I~asll DepartnlQ')CofHealth volUnl$er: IJlOqerstand 

thatlfth~reepr(js9heck shows I;lflyviOJationscommittedorotllefitWQt11)alio,'. about my· background tha~ 

Wpuld Illdlcate un~uitabilitv or~· fi~k; .11)laynotbeac¢~I)tqdllito lt1eQeparH11QntofHeallh Volunteer 

Pr()grant 

$oclaISecutlty· N\J",~er 

. COrtlpleleAddress State Zip 

Date 


