Lexington VA Medical Center



New Volunteer Application











1.  Last Name ____________________
First Name _________________

2.   Street Address _________________________________________________

3.  City_____________
State__________
Zip _______________
4.  Telephone Number _______________________
 

6.  Date of Birth (month/day/year) _______________

7.  Veterans/Community Service Organization/School Affiliation (if applicable)______________________

8.  Service Assignment Kayaking Program
9. Name of Person To Contact In Case Of Emergency _________________________________________
Telephone Number ______________________

10. All volunteers assist under the supervision of a VA staff member and are expected to follow all established rules and regulations of the medical center.

11. I hereby waive all claims to monetary benefits for my services as a volunteer on a “without compensation” basis while participating in the Lexington VA Medical Center’s Voluntary Service Program.

Signature ___________________________

Date _______________

