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Junior Volunteer Registration Form
For 2011-2012 School Year Program

(Please print clearly)

Name________________________________________________________  Date_____________________
If already a volunteer and there are no changes from before, can skip the below section:

Address________________________________________________________________________________
City________________________________  State____________________   Zip______________________
Phone – Home___________________________________________  Cell____________________________
E-mail Address___________________________________________________________________________
Emergency Contact – Name________________________________________________________________
Relationship_________________________  Phone –Home_________________ Work_________________
Why do you wish to volunteer at Winona Health?_______________________________________________
_______________________________________________________________________________________
Please list any special skills or interests: ______________________________________________________

Name of School______________________________________________     Grade ____________________

Please select which session/day you would like to attend:



 ________  Tuesdays from 2:45-4:00pm

   OR

________  Thursdays from 3:45-5:00pm

My photo, name and/or comment(s) may be used and published in Winona Health related materials including publications, articles, ads and website for the purpose of acknowledgement, marketing and public relations.
I herby certify that all information contained in this application for volunteer services is true and accurate.  

Signature of Jr. Volunteer Applicant: _________________________________   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 daily transportation and will encourage them to maintain consistent attendance.  
I give permission that my child’s photo, name and/or comment(s) may be used and published in Winona Health related materials including publications, articles, ads and website for the purpose of acknowledgement, marketing and public relations.

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 return registration form to:

Winona Health Volunteer Services
855 Mankato Avenue, Winona, MN  55987
Questions:  Please call 507-457-4394
