[image: image1.jpg]>

DeafAction

Making the difference




49 Albany Street, Edinburgh EH1 3QY

Tel: (0131) 556-3128  •  Text: (0131) 557-0419  •  Fax: (0131) 557-8283  • Video phone 82.71.100.121 

Email: admin@deafaction.org 

website:  www.deafaction.org  

VOLUNTEER  RECRUITMENT  FORM
Personal Information:

Name:  ......................................................................................................................................

Address:  ..................................................................................................................................

Post Code:  ...................................................
Home Tel No: ................................................

Work Tel No:  ................................................

In case of emergency notify:

Name:  ...........................................................
Tel No:  ..........................................................

Community or Volunteer Experience:
Have you any previous voluntary experience:-

Agency:  ...................................................................................................................................

Duties:  .....................................................................................................................................

..................................................................................................................................................

Length of Service:  ...................................................................................................................

Experience, Skills and Interests:

What are your hobbies and interests: ..................................................................................................................................................

..................................................................................................................................................

Have you had any training relating to this application (e.g. answering phones; computer skills):

..................................................................................................................................................

..................................................................................................................................................

Please list your experience of office skills (e.g. answering phones; computer skills, etc):

..................................................................................................................................................

Deaf Action have a charity shop based in South Queensferry, would you like to volunteer in the shop       Yes   FORMCHECKBOX 
                No  FORMCHECKBOX 

If yes please list your experience:
…………………………………………………………………………………………………………

…………………………………………………………………………………………………………

…………………………………………………………………………………………………………..

What modes of communication can you use:  

British Sign Language


Signed English

 FORMCHECKBOX 

Signed Supported English
 FORMCHECKBOX 

Deafblind Manual

 FORMCHECKBOX 

Hands on Signing

 FORMCHECKBOX 

Makaton


 FORMCHECKBOX 

Fingerspelling

 FORMCHECKBOX 

Other (Please specify)
 FORMCHECKBOX 
  ..................................................................................................

What age group would you prefer working with:  ......................................................................

How did you hear about Deaf Action :
Advertisement

 FORMCHECKBOX 

Relative/Friend

 FORMCHECKBOX 

Professional Contact
 FORMCHECKBOX 

Personal Contact

 FORMCHECKBOX 

Poster



 FORMCHECKBOX 

Other
(Please specify)
 FORMCHECKBOX 
  ..................................................................................................

Why are you interested in volunteering with Deaf Action:
Training



 FORMCHECKBOX 


Keep busy


 FORMCHECKBOX 

New responsibilities


 FORMCHECKBOX 


Help others


 FORMCHECKBOX 

Develop new skills


 FORMCHECKBOX 


Explore a career

 FORMCHECKBOX 

A challenge



 FORMCHECKBOX 


Donate professional skills
 FORMCHECKBOX 

Opportunity to practice skills
 FORMCHECKBOX 




Other
(Please specify)

 FORMCHECKBOX 
  .......................................................................................

Time Commitment:
Do you wish to volunteer on a casual or regular basis:  ...........................................................

How much time do you think you can spare (hours per week/month)  .....................................

Please indicate the time(s) you might be available:



Mon
Tue
Wed
Thu
Fri
Sat
Sun

Morning
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Afternoon
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Evening
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Training sessions are normally held in the evening, would you be able to attend:  ..................

Criminal Record:
Would you allow a criminal record check to be carried out:  ....................................................

Have you ever been convicted of a criminal offence (Declaration subject to the rehabilitation of Offenders Act):  

..................................................................................................................................................

References:
Please give the names and addresses of two people who know you and have known you for at least two years.  Please ask referees if they are willing to supply us with one.  An application cannot be considered until references are with us (form enclosed).

Confidentiality:
I confirm that the information on this form is, to the best of knowledge correct and true.  I understand that if I wish to withdraw my application I am free to without giving a reason.  If my services are not required by Deaf Action no reason will have to be given.  I am also aware that all information relating to Deaf Action must not be disclosed or discussed outside the organisation.

Signature:  ...............................................................................................................................

Date:  ........................................................

Please return this form to:-

Deaf Action

49 Albany Street

Edinburgh  EH1 3QY

REFERENCE FORM

REFERENCES: Please write below the names and addresses of two people who can provide references, the individuals should not be relatives.

NAME...................................................

NAME...................................................

ADDRESS.............................................

ADDRESS.............................................

..............................................................

..............................................................

..............................................................

..............................................................

..............................................................

..............................................................

