
 

 

 

 

                        APPLICATION FOR CVIM VOLUNTEER SERVICE 
 
 

GENERAL DATA   (Please Print Clearly) 
 

Last Name ________________________________   First Name _________________________________ 
 
Street __________________________________  City ____________________  State____  Zip________ 
 
Home Phone _______________________________   Cell Phone ________________________________ 
 
Email _________________________________    Bilingual? Y  N  List Language(s): ______________________ 
 

Date of Birth ____________    Person to notify in case of emergency ______________________________ 
 

Relationship to you _____________________________________  Phone __________________________ 
 

Employer/Title _________________________________________ Phone __________________________ 
 

Interests, Hobbies, Skills _________________________________________________________________ 
 

Career Experience ______________________________________________________________________ 
 

______________________________________________________________________________________ 

 
 

 

References - two please (or attach resume/CV with references): 
 

Name  ________________________________________   Phone/Email ___________________________ 
 

Name  ________________________________________   Phone/Email ___________________________ 

 

Can you commit to at least 6 months of volunteer service at CVIM?  Y   N 
 

How did you learn about CVIM? ____________________________________________________________  
 
 
 
 

LICENSED PROFESSIONAL DATA (if applicable) 
 
CHECK:   ____ Physician     ____ Nurse     ____ CRNP     ___ Dentist     ____ Dental Hygienist 
 
      ____ Pharmacist     ____ Other: ________________________________________________      
 

 
Social Security Number _______________________ Gender?  M  F 
 
Undergraduate School and Year of Graduation ________________________________________________ 
  
Medical/Dental/Graduate School and Year of Graduation ________________________________________ 
 
Board Certified?  Y   N        Graduate Specialty ________________________________________________ 
  
PA License?  Y   N  License Number _______________________________  Exp. Date ______________ 
 
Have ANY of your licenses ever been revoked?  Y   N 
 

Retired?  Y   N Last Date of Practice/Specialties _______________________ 
 
 

Signature ___________________________________________________   Date ______________________ 
 

RETURN TO:    Marie Frey  |  Community Volunteers in Medicine  |  300 B Lawrence Drive  |  West Chester, PA   19380  

QUESTIONS:   Phone - (610) 836-5990 x 106 |  Fax - (610) 836-5998 |  Email - mfrey@cvim.org 


