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FIRST NAME: LAST NAME : SEX: OMOF AGE: ___
Profession: [OMedical Doctor OONurse OMidwife [OOthers
Specialization: Sub Specialization:
Current Professional License Title: Expiration Date:
For Student: Course Major: Year Level:

Is your volunteer activity part of your clinical training/school requirement?dYes CONo

Currently enrolled O0Yes CONo Name of School School contact

person: Position: Tel.No. Email:
Purpose for volunteering: [IConduct Training/Lecture [Clinical Practice/ Consultation

LIProvide bedside nursing care Olmprove personal skills  others:

Area of interest/s
COEmergency Dept.  CJAdult Ward OPediatric Ward [CINICU  [Operating theater CJAnesthesia
OWomen'’s Clinic COMaternity Ward OOPhysiotherapy [ OPD  [ORadiology/Imaging ODay Care
[ODiabetes Clinic OLaboratory OAdministrative office OFacility Management

Clinical skills:

Clinical Expectation:

Present Work and Address

Position: Email: Tel. No.

How did you learned about SKMH? ( HOPE worldwide, HVO, etc ) :

Duration of volunteer work: from to total number of days:
Home Address Country Tel. No.
Person to notify in case of emergency: Relationship:
Address Tel No. : Email:
Do you have international health insurance? OYes LINo

| hereby declare that all information stated above are true (Kindly Attached a copy of your CV and Passport)

Applicant full name and signature: Date:

Note: Volunteer coordinator will notify you of the status of your application once all copies of documents are complete and submitted.

Date received: Received by:

Referred to: LICEO/Hosp. Director [C.0.0. LIChief Medical Service LIDON
Status: LApproved  [IWaiting LINot Approved

Authorized by: Position: Date:

Noted By: Position: Date:




