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APPLICATION PACKET 
 

 
 

OFFICE HOURS  
Tuesday – Thursday 

9:30am – 3:00pm  

Tel: (718) 869-7870  
 
 
 

 
 

St. John’s Episcopal Hospital 
Volunteer Department Team 

327 Beach 19th Street, 9th Floor  
Far Rockaway, NY 11691 

Tel: (718) 869-7870  
The Rev. Dr. Cecily P. Broderick y Guerra, Vice President of Pastoral Mission 

cbroderi@ehs.org 
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Intern & Youth Volunteer 

 

Admission & On-boarding Process Check List 
 

Phase 1 
People under18 years of age or from an institution affiliated with the hospital complete & submit 

application to the Volunteer Department in person or via  

E-mail: ganthony@ehs.org or cashwood@ehs.org, fax - 718-869-7754 

or postal mail - Volunteer Department 

327 Beach 19th Street, 9th floor 

Far Rockaway, NY 11691 

718-869-7870 

1. A complete application includes a resume and two references (using the forms).  Youth 

Volunteers are encouraged to use the Career Building form if they do not have a resume. 

2. Call the Volunteer Department to schedule a meeting to learn about the on-boarding process and 

discuss placement options: Mr. Anthony 718-869-7870 or Mrs. Ashwood at 718-869-7411. 

3. Shortly after this meeting, you will receive a letter confirming your status. 

4. Accepted applicants must see a practitioner to complete the Medical Clearance Packet and 

submit it to the Volunteer Department in person, by email or fax.  Execute each step presented on 

the cover of the packet.  Things to remember: 

a. Make sure your practitioner draws blood to test for immunity & attach lab 

results; 

b. Make sure your practitioner completes, signs, and provides license number on 

pages 9 to 11;  

c. Include proof of flu shot, PPD test and immunization record; and 

d. have all other forms completed and signed by the volunteer or (for those under 

18) their guardian or parent. 
5. Once the Medical forms are received applicants will move to phase 2 in the on-boarding process 

 

Phase 2 

A Human Resources team member will call to set an appointment.  Be sure to schedule your 

appointment for a date and time that work for you.  Please take a state issued or valid  

student ID card to this appointment.  On your appointment day you will: 

1. Complete the Consumer Authorization Form to initiate a background check; 

2. Receive a lab slip and directory of laboratories for drug testing (Please note this test must be 

completed within 48 hours of receiving the slip!); and 

3. Receive the Worker’s Compensation Acknowledgement Form and Code of Conduct Form. 

 

 

mailto:ganthony@ehs.org
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Phase 3 

Orientation 

1. A member of the Human Resources Department registers cleared applicants for the mandatory 2 

day Hospital Orientation (this takes place once or twice a month on Monday & Tuesday from 

8:45am-4:15pm). 

2. On the first day of Orientation a Human Resources team member will issue your hospital ID and 

enroll you into KRONOS. 

3. On the second day of Orientation a Volunteer Department (located on the 9th floor) team 

member will

a. Confirm department placement; 

b. Issue meal cards; and 

c. Arrange computer access (for those whose placement it is required). 
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Service Covenant 

 

 

Welcome to the St. John’s family: 

 

We are delighted by your interest in serving at St. John’s Episcopal Hospital. Our patients and their loved 

ones, staff and board members are grateful for the gift of your time and talent.  

 

This application is for Volunteers, Youth Volunteers and Interns.  Interns are people enrolled in schools 

contracted to send students to serve at the hospital.  The school faculty and hospital staff jointly supervise the 

service of Interns and define the duties of Interns.  Youth Volunteers are students enrolled in academic or 

technical schools seeking to gain work experience by serving in the hospital.   The director of the department 

in which they serve defines the duties of the Volunteers.  An adult must accompany applicants under the age 

of 14 and complete an application and the on-boarding process. 

 

Individuals who are accepted will be trained, serve side by side with hospital staff, receive access to free 

hospital parking and free meals on their service days and a certificate of service upon completion.  In return, 

the hospital requires a minimum of 100 hours of service within 9 months of admission.  This is equal to 

approximately 3 hours of weekly service.  The hospital requires Volunteers, Interns, Students and their 

escorts to comply with all hospital policies and with policies of agencies that regulate our services.  

 

Failure to complete 100 hours means the hospital will not supply you with a certificate of service, references 

or hours count to potential employers or education institutions.  Failure to comply with hospital policies may 

result in dismissal from the program. 

 

For more information, please call Camille Ashwood-Swaby at (718) 869-7411 or George Anthony at (718) 

869-7870.   

 

We ask that you please sign this covenant to acknowledge receipt. 

 

_________________________________________________  _________________________________ 

Volunteer/Intern Signature     Print name 

_________________________________________________  _________________________________ 

Parent/Guardian Signature    Print name 

__________________ 

Date 

 

SJEH Signature: __________________________________ 
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APPLICATION 

Check one:      ___ Volunteer      ___ Youth Volunteer      or    ___ Intern. 
 

NAME:      AGE:_______ DOB: ________________ 
                        First Last 

ADDRESS:   _________________________________________________________________________________ 
                                                                                                                                    City                          State                       Zip  

HOME PHONE:   CELL PHONE:  _________________________________  

E-MAIL ADDRESS: ____________________________________________________________________________ 

HOBBIES, EDUCATIONAL & TRAINING INTERESTS:    

    

WHAT DAYS WOULD YOU LIKE TO VOLUNTEER? (Please note a minimum of 100 hrs is required on an annual basis) 

MON________ TUES _________ WED_________ THURS________ FRI ________ SAT ________ SUN _________ 

HOURS AVAILABLE: ____________________________________  DATE AVAILABLE TO BEGIN:  _________________ 

FOREIGN LANGUAGE PROFICIENY:   YES    NO   READ   SPEAK  WRITE 

LANGUAGE(S): _______________________________________________________________________________  

EMERGENCY CONTACT:  ____________________________________ TEL #:   ______________________________ 
    Name/Relationship 

PLEASE DESCRIBE YOUR PERSONAL INTEREST IN VOLUNTEERING BELOW, AND DEPARTMENT(S) OF INTEREST,  
AND SUBMIT TWO LETTERS OF REFERENCES AND A RESUME 

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

Volunteer/Intern/Student Signature __________________________________________________Date ________________________ 

INTERNS & YOUTH VOLUNTEERS 

ADVISOR   SCHOOL:  _________________________________ 
      First Name Last Name 

ADDRESS:   _________________________________________________________________________________ 
                                                                                                                                    City                          State                       Zip  

PHONE:                                                                                         EMAIL ADDRESS: _________________________________  
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PARENTAL PERMISSION FORM AND AUTHORIZATION FOR EMERGENCY MEDICAL  
OR SURGICAL TREATMENT OF JUNIOR VOLUNTEERS 

(Ages 13-17 Only) 
 
 
 
 
 
I _______________________________ am the parent and/or legal guardian for _________________________ 

���v�����/���Z���Œ���Ç���P�Œ���v�š���‰���Œ�u�]�•�•�]�}�v���(�}�Œ���u�Ç���•�}�v�l�����µ�P�Z�š���Œ���š�}���À�}�o�µ�v�š�����Œ�����š���^�š�X���:�}�Z�v�[�•�����‰�]�•���}�‰���o���,�}�•�‰�]�š���o�X 

 

Further, in the event of my absence or unavailability, I authorize by signature any emergency medical or 

surgical treatment for illness or injury incurred by him/her, which may be deemed necessary by the 

responsible examining physician of the Hospital. 

 

 

_____________________________________________       __________________________________________ 

�W�Œ�]�v�š���W���Œ���v�š�l�'�µ���Œ���]���v�[�•���&�µ�o�o���E���u�� Parent/Guardian Signature 

 

 

____________________________________________ 

Date 

 

 

____________________________________________ 

Notary Stamp and Signature (REQUIRED) 
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Career Builder Worksheet 

Name:______________________________                           Phone:_____________________________ 

Address:___________________________________________________________________________                           

 

What Do You Want To Be When You Get Older and Why? 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

What Are Your Interests? 

I like to use computers for school and   
home work. 

I like to play team sports. 

I like playing individual sports. 

I enjoy reading and writing 

I like drawing, art or music. 

Other:______________________________ 

 

What Responsibilities Have You Had?  

I help watch younger siblings or baby-sit for others. 

I do volunteer work through church, scouts, helping elderly neighbors, or other ways. 

I do well in school while having many outside activities and interests. 

I behave in a way which sets a good example for friends, siblings and children younger than me. 

Other: ________________________________________________________________ 

 

What Is Your Best School Skill? (Choose 1) 

I do well in math and science. 

I do well in reading and writing 

I do well in social studies. 

I do well in many different subjects. 

 

Special Achievements 

__________________________________________________________________________________ 

__________________________________________________________________________________ 
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Please return this form to the 

 St. John’s Episcopal Hospital Volunteer Department 

Tel: 718-869-7870   Fax: 718-869-7754 

CONFIDENTIAL PROFESSIONAL/PERSONAL REFERENCE 
 

Applicants Name: ___________________________ 

 

Dear _____________________________________ ; 

The person named above is completing an application for volunteer service at St. John’s Episcopal Hospital and 

has listed you as a personal/professional reference. Please complete and return this form at your earliest 

convenience. Your cooperation is greatly appreciated. 

Thank you in advance. 

The Rev. Dr. Cecily Broderick y Guerra, VP for Mission  

 

Please evaluate the applicant on the following points: 

SJEH Core Values 

Innovation:  Generating new ideas and methods to further the mission of excellence in the provision of high quality care.   
 Above Expectation   At Expectation  Below Expectation   
 

Compassion: Demonstrating kindness and concern in the care of patients, care of families, care of colleagues, care of self 

and care of community. 
 Above Expectation  At Expectation  Below Expectation  
 

Accountability: Accepting responsibility for the work we do, the actions we take and the words we use. 
 Above Expectation  At Expectation  Below Expectation  
 

Respect: Projecting genuine concern for diversity and the attributes, qualities and achievements of others.   
 Above Expectation  At Expectation  Below Expectation   
  

Empathy: Seeking to understand the feelings of others. 
 Above Expectation  At Expectation  Below Expectation  
 

Do you recommend this applicant as a qualified individual to accept volunteer responsibility in a hospital? 

Why/Why not? 

_________________________________________________________________________________________  

_________________________________________________________________________________________   

How long have you known the applicant? _______________________________________________________  

What is your relationship to the applicant?_______________________________________________________  

Signature _______________________________________________ Date  _____________________________  

NOTICE OF CONFIDENTIALITY: The information contained in this transmission is confidential and is intended only for the use of the individual or facility 
named above. If the receiver of this message is not the intended recipient, you are hereby notified that any dissemination, distribution or copying of this 
message and its accompanying documents is strictly prohibited. If you received this communication in error, please telephone or fax us immediately so 
that we may arrange for return of the document. 
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Please return this form to the 

 St. John’s Episcopal Hospital Volunteer Department 

Tel: 718-869-7870   Fax: 718-869-7754 

CONFIDENTIAL PROFESSIONAL/PERSONAL REFERENCE 
 

Applicants Name: ___________________________ 

 

Dear _____________________________________ ; 

The person named above is completing an application for volunteer service at St. John’s Episcopal Hospital and 

has listed you as a personal/professional reference. Please complete and return this form at your earliest 
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Thank you in advance. 

The Rev. Dr. Cecily Broderick y Guerra, VP for Mission  

 

Please evaluate the applicant on the following points: 
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Innovation:  Generating new ideas and methods to further the mission of excellence in the provision of high quality care.   
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Do you recommend this applicant as a qualified individual to accept volunteer responsibility in a hospital? 

Why/Why not? 
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How long have you known the applicant? _______________________________________________________  
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Signature _______________________________________________ Date  _____________________________  

NOTICE OF CONFIDENTIALITY: The information contained in this transmission is confidential and is intended only for the use of the individual or facility 
named above. If the receiver of this message is not the intended recipient, you are hereby notified that any dissemination, distribution or copying of this 
message and its accompanying documents is strictly prohibited. If you received this communication in error, please telephone or fax us immediately so 
that we may arrange for return of the document. 


