
Hospice Volunteer Application

Date

Name

Home Phone

Social Security #

Work Phone

Address City State ZipCode

Education

Why do you want to be a hospice volunteer?

Times available for volunteer work: Days Evenings Weekends

Previous volunteer experience: 

LocationYear

What are some of your special talents / services: 

Calligrapher Musician Notary Computer Skills Knit / Crochet Crafts / Needlework

Other (please  explain:)

South CarolinaGeorgiaDo you have a valid driver's license?: Yes No

DOB

State:

Email Address

School(s) Attended Degree Major

3 West Perry Street, Savannah, GA 31401   | volunteer@thagroup.org   |  Call toll free 1-877-208-3662 
Proudly serving Chatham, Bryan, Bulloch, Effingham, Liberty, Camden, Glynn, McIntosh and Screven Counties in Georgia 

as well as Beaufort, Jasper, Hampton, Charleston and Colleton Counties in South Carolina 

Do you have any special skills / hobbies? 

Do you speak a foreign language? Yes No If yes, please list.



Office Use  Only:

Beaufort Bluffton Hilton Head

Savannah Skidaway Statesboro Richmond Hill

Date Received: 

Orientation Date: 

Nursing Home Volunteer

Bereavement
Volunteer service to patient and family (respite, 
errands, companion, support)

What  would you like to do for hospice? (check all that apply)

Office work (data entry, mailings, etc)

Transportation

Inpatient Unit  Volunteer

Support to children

Childcare

Fundraising Opportunities

Special Events

Community Awareness

If yes, please explain:

Yes No
Has someone close to you died recently? 

References  - should be 3 people you have known for at least 1 year and is not a family member

Relationship

Home Phone

ZipCodeStateCityAddress

Name

ZipCodeStateCity

Relationship

Home Phone

Address

Name

ZipCodeStateCity

Relationship

Home Phone

Address

Name

Thank you for your interest in being a hospice volunteer. We will process your application and be in 
touch with you soon.

 If you have questions about our company, please visit our website at www.THAgroup.org. 
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By checking this box, you  admit the info you provided is accurate.

Other:

Email Address

Email Address

Email Address

Special Events

Childcare

Support to children

Inpatient Unit  Volunteer



on-line applicants check this box
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PRE-EMPLOYMENT 

DRUG TESTING 
CONSENT AND 

RELEASE FORM 

Last Revision: August 25, 2004

Applies To: THA Services; Island Health Care, Inc.; 

Independent Life at Home; Island 
Hospice; and Ideal Health Link

I hereby consent to submit to urinalysis and/or other tests as shall be determined by Island 
Health Care in the selection process of applicants for employment, for the purpose of 
determining the drug content thereof.

I agree that Quest Diagnostics, Doctor’s Care, or LabCorp may collect these specimens for 
these tests and may test them or forward them to a testing laboratory designated by Island 
Health Care for analysis.

I further agree to and hereby authorize the release of the results of said tests to Island Health 
Care.

I understand that it is the current use of illegal drugs that would prohibit me from being 
employed at Island Health Care.

I further agree to hold harmless Island Health Care and its agents (including the above named 
laboratory) from any liability arising in whole or part, out of the collection of specimens, testing, 
and use of the information from said testing in connection with Island Health Care’s 
consideration of my application of employment.

I further agree that a reproduced copy of this pre-employment consent and release form shall 
have the same force and effect as the original.

I have carefully read the foregoing and fully understand its contents. I acknowledge that my 
signing of this consent and release form is a voluntary act on my part and that I have not been 
coerced into signing this document by anyone. 

APPLICANT:

Name (Please Print):       SS#:    

Signature:        Date:    

WITNESS:

Print Name:        

Signature:        Date:    

on-line applicants check this box
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EMPLOYEE CERTIFICATE OF AGREEMENT 

I do hereby certify that I have received and read Island Health Care’s Substance 

Abuse and Testing Policy and have had the Georgia Worker’s Compensation 

Drug-Free Workplace Certification Program (O.C.G.A. 34-9-410) explained to 

me. I understand that if my performance indicates it is necessary, or in the case 

of random testing, I will submit to a substance abuse test.  I also understand that 

failure to comply with a substance abuse test request, or a positive result may 

lead to termination of employment and denial of unemployment benefits. I 

understand that failure to submit to a substance abuse test, or a positive test 

result may affect my right to obtain workers’ compensation benefits. I further 

agree to and hereby authorize the release of the results of said tests to Island 

Health Care. This consent form is not a contract between the parties.

Name (Please Print):          

Signature        Date:    
on-line applicants check this box


