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Douglas County AIDS Project

Volunteer Application

Today’s Date_____/_____/_____

Name___________________________________________________________________

Street Address___________________________________________________________

City/State/Zip___________________________________________________________

Home Telephone 
(_____) _______-________
May we leave a message?________

Wireless Telephone 
(_____) _______-________
May we leave a message?________

Date of Birth _____/_____/_____           Email_________________________________

Highest Education Completed (Degree or Level)  ______________________________

Are you currently a student? __________

Full or part time?______________

What school did/do you attend? ____________________________________________

Current Employer________________________________________________________

Position_________________________________
       Full or part time?___________

Are you available to volunteer (check all that apply) (  Weekdays (  Evenings   ( Weekends

Why are you interested in volunteering for DCAP?  

Work Experience (brief description of tasks)-

Describe any special skills or experience that you might have-

Briefly describe what you could offer DCAP-

Please rate from 1-10 (10 being most comfortable) your ability to work fairly and comfortably with individuals of various:


____Ethnic populations


____Sexual orientation


____Income levels


____Physical challenges


____Mental challenges


____Education levels

Explain rating choices if necessary.

How did you learn about DCAP?     


( Newsletter 
     ( Friend 
     ( Newspaper 
     ( Radio 
     ( TV 
     ( Flier                        

( Roger Hill Volunteer Center 

( Other _______________

Please complete and sign the Agreement of Terms for DCAP Volunteers, Release Form for Media Recording, and the Volunteer Opportunities pages that follow.  The reference forms should be given to those you choose to provide a reference for you.  They can be returned to DCAP, as noted on the forms.


AGREEMENT OF TERMS 

FOR DCAP VOLUNTEERS

I understand that one of the most sensitive aspects of volunteering with the Douglas County AIDS Project and people living with HIV/AIDS is confidentiality.  A breach of confidentiality could threaten a client’s personal relationships as well as jobs, housing, and insurance eligibility.

When a person seeks information or other services from DCAP over the telephone, through correspondence, or in person, DCAP recognizes that a certain amount of personal information may be exchanged.  DCAP also recognizes that people seeking information are placing their trust in the organization and its representatives to keep everything, including their identities and the nature of their inquiries, confidential.  I understand that all information with which I come into contact is strictly confidential, and I agree not to share this information.  I furthermore agree to keep addresses and telephone numbers of DCAP’s volunteers, staff, and Board of Directors confidential.

I agree not to consume alcoholic beverages or use any illegal substances when representing DCAP in any capacity. 

I understand that I am a volunteer with DCAP and this relationship does not constitute employment.  In addition to the above requirements, I agree to abide by the expectations for DCAP volunteers as explained during DCAP volunteer orientation and laid out in the Volunteer Manual.

I understand that my ideas and opinions do not necessarily reflect the views of DCAP, its staff, clients, or Board of Directors, and I will make this distinction when communicating with any individual or group as a representative of DCAP.

I agree not to offer any legal or medical advice to clients or contacts of DCAP, but to refer them to the appropriate agencies or individuals.  

I agree not to engage a romantic relationship with any DCAP client or contact whose acquaintance I make through my role as a DCAP volunteer.

I hereby certify that I have read the above agreement on the _______ day of ____________, 20___, and I understand the behavior expected of me as a DCAP volunteer.  I agree to abide by this agreement and I understand that I will not be permitted to continue as a volunteer for DCAP and may face legal penalties if I violate this agreement.

NOTE: By signing this agreement, I agree to abide by any other policies that may be set forth by DCAP in the future.

______________________________

_______________________

Signature





Date

______________________________



Print Name

______________________________

_______________________

Witness






Date

Release Form for Media Recording
I, the undersigned, do hereby consent and agree that the Douglas County AIDS Project (DCAP), its employees, or agents have the right to take photographs, videotape, or digital recordings of me during my activities with DCAP, and to use these in any and all media, now or hereafter known, and exclusively for the purpose of furthering DCAP’s mission.* I further consent that my name and identity may be revealed therein or by descriptive text or commentary.
I do hereby release to the Douglas County AIDS Project, its agents, and employees all rights to exhibit this work in print and electronic form publicly or privately and to market and sell copies. I waive any rights, claims, or interest I may have to control the use of my identity or likeness in whatever media used.
I understand that there will be no financial or other remuneration for recording me, either for initial or subsequent transmission or playback.
I also understand that DCAP is not responsible for any expense or liability incurred as a result of my participation in this recording, including medical expenses due to any sickness or injury incurred as a result.
Over 18 years of age:

I represent that I am at least 18 years of age, have read and understand the foregoing statement, and am competent to execute this agreement.

Name: 

Date: 


Address: ________________________________________________________________
Phone: __________________________________________________________________
Witness for the undersigned: 



Signature: 

Under 18 years of age:

I have read the foregoing and fully understand the contents hereof.  I represent that I am the parent/guardian of the minor named below. 

Minor’s Name: ______________________________Date: _________________________
Parent/Guardian Name: _____________________________________________________
Address: _________________________________________________________________
Phone: ___________________________________________________________________
Parent/Guardian Signature ___________________________________________________
Parent/Guardian email address: _______________________________________________
*DCAP’s mission is to provide supportive and responsive care for a diverse community affected by HIV/AIDS.  Through leadership, education and advocacy, DCAP is committed to raising awareness and reducing the spread of HIV/AIDS.
Volunteer Opportunities

DCAP has great need for responsible volunteers. Please look over the volunteer opportunities, decide on those that fit with your time and your ability, and then put an X by those activities in which you would like to participate.  This information will be used to identify which volunteers can be called on for different needs.  Please mark only those areas in which you truly want to assist.

Name ________________________________________________  

Clerical Volunteers:

______ Help in the office on a regular basis (answer phone, data entry, copying, recycling, etc.)  

Newsletters and Mailings: 
_____
Write articles 

_____
Fold, staple, label, and sort for mailing

Community Awareness and Education Activities:

_____
Staff informational tables at different locations around town

_____
Assist with educational presentations (requires additional training)

_____
Label Condoms and make Safer Sex Kits

Fundraising Events:




____
AIDSWalk planning and preparation (March-April)

____
AIDSWalk event (April)

____
Art Auction planning and preparation (August-November)

____
Art Auction Event (November)

John Baur Memorial Garden:

____
Weeding, trimming, mulching, clean-up, etc. (April-October)

Buddy Program:

____
Become a “Buddy” for a DCAP client.  This requires additional training and a commitment of 1 year.  Mark this area if you would like to receive more information about the Buddy Program.

DCAP Board of Directors:

____
Please mark this area if you are interesting in being notified when there are vacancies on the DCAP Board of Directors.

*Please note that we request that new volunteers attend HIV101 Basic Training and an orientation about DCAP (both provided by DCAP) within 6 months of becoming a DCAP volunteer.  We also request that volunteers occasionally attend volunteer meetings where they will receive additional training and updated information about DCAP and HIV/AIDS. 


Professional / Academic

REFERENCE FORM

___________________________

Volunteer’s Name (please print)

Date_______________

Name of PROFESSIONAL/ACADEMIC reference ____________________________________









(please print)

Mailing Address___________________________________________________

  ___________________________________________________

Phone_____________________

Dear_______________________________:

____________________________ has given your name as a professional/academic reference in his/her application to serve as a volunteer for the Douglas County AIDS Project (DCAP).  As a volunteer, the applicant may be working to provide support services to people with HIV disease.  

Please answer all questions to the best of your knowledge.  Your answers will remain confidential and, if necessary, will be used to determine the suitability of the volunteer for working with people who are HIV infected or have AIDS.  Please complete the form and return it to:




Douglas County AIDS Project




United Way Center for Human Services




2518 Ridge Court, #101




Lawrence, KS
66046

Thank you for your assistance in assuring that our program and clients have quality volunteers.

Sincerely,

Jill Zinn

Volunteer Coordinator
By signing, I waive my rights to see this reference form.

_____________________________________________

Signature of Volunteer Applicant

___________________________

Volunteer’s Name (please print)

TO BE COMPLETED BY REFERENCE:

How long and in what capacity have you known the applicant?

How would you summarize the applicant in a few words?

Please rate from 1-10 (10 being most comfortable) the applicant’s ability to work fairly and comfortably with individuals of various:


____Ethnic populations


____Sexual orientation


____Income levels


____Physical challenges


____Mental challenges


____Education levels

Explain rating choices if necessary.

Please rate the applicant on a scale of 1-10 (10 being best) in the following areas:


____Maturity level


____Sensitivity to others


____Communication skills


____Responsibility


____Punctuality


____Ability to work in stressful situations

Explain rating choices if necessary.

Do you recommend this individual as a DCAP volunteer?

Are there any areas of volunteer work for which you would not recommend this individual?

Please provide any additional comments you may have.

_____________________________________________

_______________

Signature of reference






Date


Personal

REFERENCE FORM

___________________________

Volunteer’s Name (please print)

Date_______________

Name of PERSONAL reference (please print)______________________________________

Mailing Address___________________________________________________

  ___________________________________________________

Phone_____________________

Dear_______________________________:

____________________________ has given your name as a personal reference in his/her application to serve as a volunteer for the Douglas County AIDS Project (DCAP).  As a volunteer, the applicant may be working to provide support services to people with HIV disease.  

Please answer all questions to the best of your knowledge.  Your answers will remain confidential and, if necessary, will be used to determine the suitability of the volunteer for working with people who are HIV infected or have AIDS.  Please complete the form and return it to:




Douglas County AIDS Project




United Way Center for Human Services




2518 Ridge Court, #101




Lawrence, KS
66046

Thank you for your assistance in assuring that our program and clients have quality volunteers.

Sincerely,

Jill Zinn

Volunteer Coordinator
By signing, I waive my rights to see this reference form.

_____________________________________________

Signature of Volunteer Applicant

___________________________

Volunteer’s Name (please print)

TO BE COMPLETED BY REFERENCE:

How long and in what capacity have you known the applicant?

How would you summarize the applicant in a few words?

Please rate from 1-10 (10 being most comfortable) the applicant’s ability to work fairly and comfortably with individuals of various:


____Ethnic populations


____Sexual orientation


____Income levels


____Physical challenges


____Mental challenges


____Education levels

Explain rating choices if necessary.

Please rate the applicant on a scale of 1-10 (10 being best) in the following areas:


____Maturity level


____Sensitivity to others


____Communication skills


____Responsibility


____Punctuality


____Ability to work in stressful situations

Explain rating choices if necessary.

Do you recommend this individual as a DCAP volunteer?

Are there any areas of volunteer work for which you would not recommend this individual?

Please provide any additional comments you may have.

_____________________________________________

_______________

Signature of reference






Date

Volunteer Application
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