
  
 

 

 

 

 

 

 

 

 

 

 

 

 

VOLUNTEER PACKET 
 

 

CHECKLIST 

 Complete Volunteer Application 

 Complete FCSR Background Screening Form 

 Pay for background screening cost 

 Obtain orientation with supervisor                                         

(review of policy and procedure manual) 

 Sign Statement of Acknowledgement 

 Sign Statement of Confidentiality 

 



  
 

Volunteer Application 
 

Application Date: ___/___/____ 

 
 
Applicant Name: ______________________________________ Primary Telephone: ___________________ 
                                          Fi rs t                                 Middle                     Last 
 

Stress Address: _____________________________________________________________________________ 
 

Mailing Address: ____________________________________________________________________________ 
 

Have you ever volunteered for us in the past?  Yes No If yes, when? ___/___/___ to ___/___/____ 
 

Position Desired: ______________________________ When will you be available to begin? ____/____/_____ 
 

How many hours a week would you like to volunteer? _______ 
 

What days/hours are you available? ____________________________________________________________ 
 

List any special training or skills: _______________________________________________________________  

                                                          _______________________________________________________________ 

 

Do you have any criminal convictions, findings of guilt, pleas of guilty, 

and/or pleas of nolo contendere except minor traffic violations?  Yes No 
 

If yes, please explain: ________________________________________________________________________ 

                                       ________________________________________________________________________ 

Do you consent to a Family Care Safety Registry background screening? Yes No 
 

List any memberships you are currently serving with or have served in the past:  

Organization Name: __________________________________ Date(s) of membership: ________________ 

Organization Name: __________________________________ Date(s) of membership: ________________ 

Organization Name: __________________________________ Date(s) of membership: ________________ 

List your three most current places of employment:  

Business Name: ______________________________________ Date(s) of employment: ________________ 

Business Name: ______________________________________ Date(s) of employment: ________________ 

Business Name: ______________________________________ Date(s) of employment: ________________ 

The information I have provided in this application is true and correct to the best of my knowledge.  If approved to volunteer, any 

misstatement or omission of fact on this application may result in my dismissal.  I understand that acceptance of an agreement to 
volunteer does not create a contractual obligation upon the employer to continue to allow me to volunteer in the future.  

 

Applicant Signature: __________________________________ Date: ____/_____/_____ 



  
 

Family Care Safety Registry Instructions 

If you can check to see if you are already registered by going to: 

https://webapp02.dhss.mo.gov/bsees/IsAPersonRegistered.aspx?ID=2&sk=SK191070248 

and entering your personal information.  If it says you are already registered, you will not need 

to pay the $12.00 registration fee but you are required to still complete the Worker 

Registration Form in this packet. 

 

On the Worker Registration Form, volunteers should complete the following blanks: 

 Social Security Number 

 Personal Information 

 Contact Information 

 Signature of Applicant 

 Date of Signature 

 

Volunteers should enclose a check or money order in the amount of $12.00 made payable to 

Missouri Department of Health and Senior Services, if they are not already registered. 

 

  

https://webapp02.dhss.mo.gov/bsees/IsAPersonRegistered.aspx?ID=2&sk=SK191070248


  
  



  
 

 



  
 

Statement of Acknowledgement 
 

 

 

 

I acknowledge that the Policy and Procedure Manual describes important information about NorthEast 

Independent Living Services (NEILS).  I understand that I should consult the Executive Director regarding any 
question not answered in the manual.   

CHECK ONE: 

 I have entered into my employment relationship with NEILS voluntarily and acknowledge that there is 

 not a specified length of employment.  Accordingly, I or NEILS may terminate the relationship at will, 

 with or without cause, at any time so long as there is no violation of applicable federal or state law.  

 I have entered into a volunteer role with NEILS voluntarily and acknowledge that there is not a 

 specified length of volunteer activity.  Accordingly, I or NEILS may terminate the relationship at will, 

 with or without cause. 

Since the information, benefits, policies, and procedures described herein are subject to change, I 

acknowledge that revisions to the Policy and Procedure Manual may occur.  All such changes will be 

communicated through official notices and I understand that revised information may supersede, modify, or 

eliminate existing policies and/or procedures.   

I have reviewed the Policies and Procedures Manual, and I hereby acknowledge and understand that it is my 

responsibility to read and comply with the policies contained in this manual. 

 

__________________________________________ ____/____/______ 

Printed Name       Date 

      

__________________________________________ 

Signature 

 

  



  
 

Statement of Confidentiality 
 

 

 

 

I hereby affirm I, _______________________________, will forever regard as, and maintain strictly 

confidential and secret information, and except to those authorized and bound by the confidentiality 
agreement, will not disclose to any person, firm, entity, or otherwise publish information managed by or 

under the control of NorthEast Independent Living Services. 

I will notify NorthEast Independent Living Services’ Executive Director immediately, not to exceed twenty-four 
(24) hours, of any disclosure or suspected disclosure, whether mine or that of another individual, whether 
intentional or unintentional. 

I understand and agree that maintaining the confidentiality of NorthEast Independent Living Services is an 

essential responsibility and a violation of this confidentiality statement will result in a material breach of 
agreement between myself and NorthEast Independent Living Services.  I further acknowledge and 

understand that the unauthorized access to, modification of, deletion of, or disclosure of information violates 
individual rights of privacy and/or constitutes a criminal act. 

Distribution and/or reproduction of any record or information outside the intended and approved use is 
strictly prohibited.  Illegal access or misuse of this information is punishable by fine and/or imprisonment. 

By signing below, I acknowledge that I have read, understand, and agree to the above Statement of 
Confidentiality. 

 
__________________________________________ ____/____/______ 

Printed Name       Date 
 

 


