
 
 
 
Dear Applicant: 
 
Thank you for your interest in the Stony Brook University Hospital Volunteer Program.  To expedite the 
application process, please carefully review the information below. 
 
All applicants are required to make a commitment of at least 100 hours of service.  If you are only 
interested in volunteering during the summer months, please be sure to allow yourself enough time to 
complete the application process so that you can meet the hour requirement.  Summer applicants 
should submit their applications no later than April and must complete the orientation process prior to 
the end of June.  
 

 Applications are accepted: 
Monday through Thursday 

Between the hours of: 
9:30am-11:30pm and 2pm-4pm 

 
Applications are not accepted on Fridays or Holidays 

 
 Walk-ins are accepted; however we strongly recommend that you call the office on the day you   
 would like to submit your application to confirm that a staff member will be available to meet   

with you.  Please note: Volunteer Services is not open on holidays.  
 

 For your convenience, the on-line application is fillable. You can type in your information and 
then print the application for your physician to complete.  When printing application, please 
do not print double-sided.  Only completed applications will be accepted.  

Did you: 
 

 Complete both pages of the application 
 Have your parent or guardian sign the consent forms 
 Complete the Employee Health Screening Pre-Admission Questionnaire 
 Have your physician complete the Volunteer Health History Form AND 

Medical Reference Form 
 

 When arriving at University Hospital please park in the visitors parking garage and bring in your 
parking ticket for validation.  We can only validate tickets upon presentation.  Our office is 
located on the second floor of the hospital; please stop at the Information Desk for a visitor pass 
and directions. 

 
 When you arrive at the Volunteer Office, your complete application will be reviewed by the 

Volunteer Services staff (only complete applications will be accepted).  At that time, you will be 
scheduled for an orientation appointment.  If you do not have documentation of two MMR 
vaccines, and/or two Varicella vaccines, you will be given the opportunity to schedule an 
Employee Health Assessment.  Information outlining the health requirements to volunteer is 
included in this application packet. 
 

If you have any questions about the application packet, please call the Volunteer Office at 631-444-2610 
or visit the volunteer section of www.stonybrookmedicine.edu. 



NAME LAST DATE

ADDRESS HOME TEL NO.

SOC. SEC. NO.

SCHOOL NAME

SCHOOL ADDRESS

 EDARG TNESERP.ON .LET LOOHCS

PLEASE LIST ANY RELATIVES OR FRIENDS WHO ARE EMPLOYEES OR VOLUNTEERS AT UNIVERSITY HOSPITAL (INCLUDE NAME, DEPARTMENT AND RELATIONSHIP)

AGE DATE OF BIRTH

ARE YOU CURRENTLY EMPLOYED

IF EMPLOYED WHERE? AND TEL. NO.

VOLUNTEER EXPERIENCE

SERVICE DATES, LOCATION, VOLUNTEER DUTIES

YES NO

ELTIT BOJKEEW REP SRUOH FO .ON

TO BE NOTIFIED IN CASE OF EMERGENCY

NAME RELATIONSHIP

PHONE NO. (HOME) PHONE NO. (BUSINESS)

PERSONAL PHYSICIAN

ADDRESS AND TEL. NO.

WILL YOU BE DRIVING TO UNIVERSITY HOSPITAL? IF YES, PLEASE COMPLETE THE FOLLOWING:

:RAEY:.ON ETALP ESNECIL:ROLOC:LEDOM:RAC FO EKAM
YES NO

Applicants for the Junior Volunteer Program must be 14 to 17 years of age and in good academic standing at school.

Volunteering begins with a commitment. At University Hospital we encourage all volunteers to serve at least three hours a week for at
least eight months. Before an assignment can be made, each volunteer must obtain a medical clearance from his / her physician, purchase
a volunteer uniform, and attend an orientation program.

UNIVERSITY HOSPITAL
DEPARTMENT OF VOLUNTEER SERVICES
HEALTH SCIENCES CENTER
STATE UNIVERSITY OF NEW YORK AT STONY BROOK
STONY BROOK, NEW YORK 11794
(631) 444-2610
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VOLUNTEER
APPLICATION

E.H. ORT 

PIZETATSYTIC

SOLAR NO.
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� YES � NO

ARE YOU UNDER MEDICAL TREATMENT OF ANY KIND?

IF YES, PLEASE EXPLAIN

� YES � NO

DO YOU HAVE ANY PHYSICAL LIMITATIONS THAT MIGHT AFFECT YOUR VOLUNTEERING?

IF YES, PLEASE EXPLAIN

PLEASE LIST
FOREIGN LANGUAGES THAT YOU SPEAK FLUENTLY:

SPECIAL SKILLS THAT MIGHT BE USEFUL IN YOUR VOLUNTEER WORK:

CLUBS OR ORGANIZATIONS TO WHICH YOU BELONG:

ARE YOU PLANNING A CAREER IN HEALTH SERVICES?

� YES � NO

IF YES, PLEASE EXPLAIN

WHAT ARE YOUR PLANS AFTER GRADUATION?

NUMBER OF HOURS YOU ARE WILLING TO VOLUNTEER EACH WEEK

ARE THERE ANY TYPES OF ASSIGNMENTS IN WHICH YOU ARE ESPECIALLY INTERESTED?

WHY DO YOU WANT TO VOLUNTEER AT UNIVERSITY HOSPITAL?

HOW DID YOU HEAR ABOUT THE VOLUNTEER PROGRAM AT UNIVERSITY HOSPITAL?

I AGREE THAT AS A JUNIOR VOLUNTEER I WILL:
— SERVE REGULARLY AS ASSIGNED. 
— ACCEPT SUPERVISION GRACEFULLY.
— ABIDE BY ALL RULES AND POLICIES OF THE DEPARTMENT OF VOLUNTEER SERVICES. 
— KEEP CONFIDENTIAL ALL INFORMATION THAT COMES TO ME IN THE PERFORMANCE OF MY DUTIES.

SIGNATURE  DATE 
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