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Junior Volunteer Contact Information
 (Please print clearly)


Name________________________________________________________  Date_____________________
Address________________________________________________________________________________
City________________________________  State____________________   Zip______________________
Phone – Home___________________________________________  Cell____________________________
E-mail Address___________________________________________________________________________
Date of birth:  ___________________________________________________________________________

Parent(s)/Guardian Name_________________________________________________________________
Phone(s) _____________________________________   E-mail___________________________________
Address if different from yours: ____________________________________________________________

______________________________________________________________________________________

Name of School______________________________________________     Grade ____________________

I hereby certify that all information contained in this application for volunteer services is true and accurate.  

Signature of Jr. Volunteer: __________________________________________   Date_________________
~ ~ ~ ~ ~
I hereby grant permission for my son/daughter to be a part of this program.  I understand that we will be responsible for her/his weekly transportation and will encourage them to maintain consistent attendance.  
Your signature below assures us that you are aware of and will support your son/daughter in fulfilling their commitment of service.

Parent/Guardian Signature________________________________________   Date___________________   
Please bring completed form with you when you attend your orientation meeting.
Questions:  Please call 507-457-4342
