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CALIFORNIABLACKWOMENS HEALTHPROJECT
VOLUNTEER APPLICATION FORM

All information will be treated confidentially. Please answer all questions as completely as possible.
Submit to: 101 N. La Brea Ave., Suite 610, Inglewood, CA, 90301 or viafax (310) 412-0923.

Today' s Date

Last Name First Name Middle Initial

Street P.O. Box Apartment

City State Zip

Home Telephone Business Telephone

Occupation: Date Available Time Available
Or circle one, currently | am:

a student unemployed retired
Why do you wish to volunteer with the California Black Women’ s Health Project?

What days are you available? Check all that apply

Monday ?
Tuesday ?

Wednesday ?

Thursday ?
Friday ?
Saturday ?
Sunday ?

When are you available? Check all that apply
Mornings ?
Afternoons ?

Evenings ?




How many hours would you be able to volunteer?

Do you have specific skills that could help the organization? Please list them:

When would you like to do? Circle all that apply

Mailings ?
Phone Calls ?
Data Entry ?
Staff aTable ?
Events ?
Office Work ?
Marketing ?
Other ?

| understand that the California Black Women'’ s Health Project may use this information as part of its
verification of my volunteer application.

| certify that the information given herein is true and correct to the best of my knowledge and belief.

Signature of Applicant Date



