
UNIVERSITY COMMUNITY HOSPITAL 
STUDENT VOLUNTEER APPLICATION PACKAGE 

 
 
Thank you for your interest in University Community Hospital’s Student Volunteer Program.  Our 
volunteers play an important role in the delivery of quality health care within our community. 
 
Enclosed with this Application Package, you will find: 

1. Application  
2. Advisor Recommendation  
3. Medical Consent 
4. Interests and Availability Schedule 

 
All interested students must be at least 18 years of age and complete five steps to be a Volunteer. 

 
1. COMPLETE THE APPLICATION. 
Return or mail a completed Application Package to the Volunteer Office at University Community 
Hospital, 3100 East Fletcher Avenue, Tampa, Florida.  Your Application Package must include 
the following items: 

 
• Completed and signed Application 
• Completed and signed Advisor Application 
• Signed and completed interests and availability Schedule 

 
2. SCHEDULE AN INTERVIEW. 
Incomplete or missing Application Packages will not be scheduled for interviews. 
After we receive the Application Package you’ll be called to schedule an interview. During the 
interview, you and the interviewer will discuss your interests and availability to determine where 
you will volunteer, your shifts, the date you will start and the date you plan to attend orientation.  

 
3. ATTEND THE INTERVIEW. 
Attend the interview on the date you scheduled in step 2. You will be ask to commit to a minimum 
or four hours a week for a period of six months  

 
       4.     OBTAIN TWO TB TESTS. 

After the interview obtain two Tuberculosis Skin Tests at our Employee Health location.  They are 
done at no cost to you. You may also elect to have them done by your own physician.  At the 
interview you will receive any additional information you may need regarding the tests. After you 
complete the two and have them read, you must bring us the completed form from the Health Park 
or your own physician. 

 
5.     ATTEND AN ORIENTATION. 
Mandatory orientations are held in the Auditorium at the Fletcher Avenue location.  They are 
offered on the first and third (and fifth if applicable) Monday of each month from 7:45 a.m. to 
2:30 p.m.  Students may also elect to do a self-orientation.  The booklet will be given to you at 
your interview. 

 
Sincerely, 
 
 
Tammy Hunt 
Director of Volunteer Services 



UCH STUDENT VOLUNTEER  
APPLICATION 
 
NAME:  ______________________________________________________________________________ 
  LAST    FIRST    MIDDLE 
 
ADDRESS:    _______________________________________________________________________ 
 
CITY AND ZIP: _______________________________________________________________________        
 
SOC SEC NUMBER:   __________________  DATE OF BIRTH:   ___/___/___  AGE:  _____  M or F 
 
DAYTIME PHONE:   _____________________ EVENING PHONE:  _______________________ 
 
EMAIL ADDRESS:   ______________________ CELL PHONE NO.:  _______________________ 
 
LEGAL ADDRESS (if different from above): 
 ______________________________________________________________________________ 
 
 
SCHOOL:   _________________________    YEAR:   ___ 1ST  ___ 2ND ___ 3RD ___ 4TH ___5TH    
 
MAJOR:   ______________________       GRADE POINT AVERAGE (GPA):   _______  
   
WHY DO YOU WANT TO VOLUNTEER IN A HEALTH CARE SETTING?  ARE YOU 
INTERESTED IN A MEDICAL CAREER?   IN WHAT FIELD?    
 
    ____________________________________________________________________________ 
 
    ____________________________________________________________________________ 
 
HOBBIES/SPORTS:   __________________________________________________________________ 
 
IS THIS YOUR FIRST VOLUNTEER EXPERIENCE AT UCH?      ___   YES       ___   NO 
 
DESCRIBE ANY PREVIOUS VOLUNTEER EXPERIENCE:
 ______________________________________________________________________________ 
 

______________________________________________________________________________ 
 
I WOULD LIKE TO VOLUNTEER AT:  (check one or more) 
_____ UCH MEDICAL CENTER ON FLETCHER AVENUE 
_____ UCH CARROLLWOOD ON DALE MABRY HIGHWAY 
_____ BRANDON OCCUPATIONAL HEALTH 
 
Student Commitment: I will volunteer for a period of no less than six consecutive months for at least 
one four-hour shift per week. 
 
STUDENT SIGNATURE    ________________________________________ DATE   ____/____/____ 
 
 
FOR OFFICE USE ONLY:  
Date Application Received:   ____/____/____ Interview Date/Time:   ________________________ 
 



UCH STUDENT VOLUNTEER  
ADVISOR RECOMMENDATION  

 
 
STUDENT VOLUNTEERS ARE REQUIRED TO OBTAIN A PERSONAL RECOMMENDATION 
FROM A SCHOOL ADVISOR.  YOUR APPLICATION WILL NOT BE ACCEPTED UNTIL THIS 
RECOMMENDATION HAS BEEN RECEIVED.  PLEASE USE THE SPACE PROVIDED BELOW TO 
OBTAIN YOUR RECOMMENDATION AND RETURN IT WITH YOUR APPLICATION. 
 
 
 
 
 
 
RECOMMENDATION 
 
 
 
DATE:   ____/____/____  VOLUNTEER NAME:   ____________________________________ 
 
 
RECOMMENDATION: 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
  
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
 
______________________________________________________ __________________________ 
SIGNATURE OF PERSON MAKING RECOMMENDATION  TITLE 
 
______________________________________________________ 
PRINTED NAME OF PERSON MAKING RECOMMENDATION 
 
PHONE NUMBER OF PERSON MAKING RECOMMENDATION:   _______________________ 
 
 



UCH STUDENT VOLUNTEER  
MEDICAL CONSENT 

 
 
NAME:  ______________________________________________________________________________ 
  LAST    FIRST    MIDDLE 
 
IN CASE OF EMERGENCY, UNIVERSITY COMMUNITY HOSPITAL MAY CONTACT: 
 

NAME:   _________________________________ PHONE:   _________________________ 
 

NAME:    _________________________________ PHONE:   _________________________ 
 
CHECK ONE OF THE FOLLOWING STATEMENTS: 
 
___ I GIVE PERMISSION FOR IMMEDIATE EMERGENCY MEDICAL TREATMENT.   
            
___ I DO NOT GIVE PERMISSION FOR EMERGENCY MEDICAL TREATMENT UNTIL 
            AUTHORIZED BY AT LEAST ONE CONTACT PERSON. 
 
DO YOU HAVE ANY PHYSICAL RESTRICTIONS THAT WOULD LIMIT YOUR ABILITY TO 
PERFORM VOLUNTEER DUTIES? ___   YES ___   NO 
 
IF YES, EXPLAIN:   ___________________________________________________________________ 
 
PHYSICIAN’S NAME:   __________________________________ PHONE:   ___________________ 
 
PHYSICIAN’S ADDRESS:   _____________________________________________________________ 
 
 
ALL VOLUNTEERS ARE REQUIRED TO HAVE TWO (2) SEPARATE 
TUBERCULOSIS SKIN TEST (PPD) BEFORE THEY CAN WORK IN THE 
HOSPITAL.  THESE MAY BE ADMINISTERED BY YOUR PHYSICIAN OR BY 
UCH EMPLOYEE HEALTH.  EMPLOYEE HEALTH IS LOCATED ON 138TH 
AVE., NORTH OF THE HOSPITAL PARKING LOT.  CALL (813) 971 - 6000 Ext. 
57948 TO MAKE AN APPOINTMENT BETWEEN 7AM - 4PM ON WEEKDAYS.  
BRING A PICTURE ID. 
 
PLEASE CHECK ONE OF THE FOLLOWING STATEMENTS: 
 
___ I HAD A TB TEST WITHIN THE LAST YEAR.  ENCLOSED IS A REPORT OF  

FINDINGS SIGNED BY A PHYSICIAN OR OTHER HEALTH PROFESSIONAL. 
 
___ I WAS TREATED FOR EXPOSURE TO TUBERCULOSIS OR HAD A POSITIVE 

TB TEST ON  _____/______/______ (ENTER DATE).  ATTACHED IS A RECENT CHEST 
XRAY REPORT.   (A PERSON SHOULD NOT REPEAT A TB TEST IF TESTED 
POSITIVELY FOR TB PREVIOUSLY.) 
 

____________________________________________________        ____________________ 
STUDENT SIGNATURE         DATE 
 
 



UCH STUDENT VOLUNTEER 
INTERESTS AND AVAILABILITY SCHEDULE 

 
NAME:  ______________________________________________________________________________ 
  LAST    FIRST    MIDDLE 
 
WHEN YOU THINK OF VOLUNTEERING, WHAT ACTIVITIES INTEREST YOU?  
 

_____ TRANSPORTING PATIENTS WITHIN THE HOSPITAL VIA WHEELCHAIR. 
_____ TRANSPORTING PATIENTS TO BUILDINGS IN THE HOSPITAL COMPLEX 

VIA A CART. 
               _____    COURIER SERVICES OUTSIDE HOSPITAL COMPLEX. 

_____ DELIVERING MAIL, FLOWERS, NEWSPAPERS, AND SMALL PACKAGES. 
_____ DELIVER MAGAZINES AND BOOKS TO WAITING ROOMS AND PATIENTS. 
_____ SILVERSPOONS FEEDING PROGRAM. 

 _____ PATIENT ADVOCATE PROGRAM. 
_____ WAITING ROOM LIAISONS. 
_____ WORKING WITH A COMPUTER/OFFICE ASSISTANTS. 
_____ ASSISTING WITH ADMINISTRATIVE TASKS SUCH AS ANSWERING PHONES, 
 RUNNING ERRANDS, AND DOCUMENT MANAGEMENT. 

 _____ WORKING IN THE HOSPITAL GIFT SHOPS. 
_____ ASSISTING THE NURSING STAFF, EMERGENCY ROOM STAFF, RECOVERY. 

ROOM STAFF BY PERFORMING NON-MEDICAL TASKS. 
_____ ASSISTING LABORATORY TECHNICIANS. 

 
_____ OTHER (DESCRIBE) ___________________________________________________ 
    
 
 
 
CHECK THE TIMES THAT YOU ARE AVAILABLE TO WORK: 
 

DAY 8 – 12 A.M. 12 – 4 P.M. OTHER SHIFT (ENTER TIME) 
Monday    
Tuesday    
Wednesday    
Thursday    
Friday    
Saturday    
Sunday    

 
 
HOW MANY DAYS PER WEEK DO YOU WANT TO VOLUNTEER?  __________   
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