



Volunteer Application Form

Community Partnerships (Referrals)

PART A: Information

	     Date of Application (DD-MM-YY):      


	     First Name:      
	Last Name:       

	     Sex:     FORMCHECKBOX 
Male     FORMCHECKBOX 
 Female

	Profession-Specific Information

	     Program:  FORMDROPDOWN 

	Year of Program:  FORMDROPDOWN 


	Contact Information

	     Phone no. (Home):      
	Email: 

	     Phone no. (Cell):      
	

	     Address:      
	City:      

	     Province:      
	Postal Code:      

	In Case of Emergency (Emergency Contact)

	     Name:      

	     Relationship to Applicant:      

	     Phone Number (Home):      
	(Work):      


PART B: Expectations

If you wish to be an integral part of the IMAGINE team as a Community Partnerships -Referrals volunteer, you will be expected to:

·        Attend ONE (1) Team Training Session (dates TBD) and ONE (1) IMAGINE general training session (Sept 25) prior to the start of your volunteer responsibilities

·         Attend bi-weekly meetings to update and plan activities for the upcoming months

·         Work in a team of FOUR (4) interprofessional students to organize and create documents that are used to build relationships with community health care providers (create a referral network)

·         Work closely with Community Partnerships - Outreach to establish a continuum of information for clients and referral sources

·         Use literature and communication to build strong relationships with community resources to enhance client care

·         Attend events to show support re: advocacy and to advertise IMAGINE to potential clientele
PART C: Questions

Why do you want to volunteer with the IMAGINE Community Partnerships and Advocacy Committee?

     
What skills and experience will enable you to fulfill the responsibilities of your volunteer position?

     
	How did you first hear about IMAGINE?   FORMDROPDOWN 


	     If Other, please specify:      


PART D: Volunteer Agreement & Signature

All of the information contained in this application is true and the misrepresentation of any part of this application will be just and sufficient cause for termination of my volunteer placement.

I understand that I am not an employee of IMAGINE and that any duties that I perform are as a volunteer. 

I am confident that I can successfully fulfill the expectations, as outlined in Part B of this application. 

I understand that it is my responsibility to update any addresses, emergency contacts or other changes to the information on this form. 

I consent to have a picture/videotape/interview of me for the purpose of obtaining material which may be used in a brochure, internet web page, news story, feature or broadcast for promotional material for the IMAGINE Clinic.









 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If accepted as a volunteer I agree to follow the above. 

Name of Applicant: ____________________________________________
Date ___________________________











      DD-MM-YY

PLEASE BE ADVISED THAT YOU WILL BE REQUIRED TO SIGN THIS APPLICATION AT A LATER DATE 

Signature of Applicant: ____N/A for Now____________________
Date _____N/A for now________











      DD-MM-YY

THANK YOU for applying to volunteer with IMAGINE.

For additional information, please contact: Jennifer Galle and Meghan Ho
Volunteer Email: imagine.volunteers@gmail.com
IMAGINE
 University of Toronto
1 King's College Circle, Room 2171A
Toronto, Ontario, M5S 1A8

Directors: Sagar Dugani and Ryan McGuire







