
 

Thank you for your interest in volunteering at our ThedaCare Locations. 
Please print, complete and mail both pages of this application 

 along with the Background check information 

 
 
Today's Date: _____________________ 
 
Last Name: ________________________________________  
First Name:___________________________________  
 
Address:                                                                                       
City: ________________________ Zip: _____________ 
 
Home Phone:____________________________ Work/Cell:__________________________ 
Phone:_________________________________________ 
   
Email Address: 
 

 
     

Prior Volunteer Service 

Agency:_____________________________________________________ Dates: __________________________ 

Have your ever served as a volunteer with us before?  □ Yes  □ No   

How did you hear about our program?  
________________________________________________________________ 

  
Volunteer Categories   (Check all that Apply) 

□ Year-Round Volunteer              □ Summer Volunteer           □ Adult Volunteer (18+)            □ College 
Student  
 
Skills you wish to share: 
 

 

□ Computer Skills       □ Clerical      □ Bookkeeping     □ Greeting People     □ Tours      □ Art     □ 
Knitting/Crafts       
Others:_____________________________________________________________________ 
 
 
Availability:  Circle Preference  

Monday     Tuesday    Wednesday     Thursday     Friday    
Weekends 
 
Time of Day:        Morning    Afternoon    Evening 

 
 

  

 
Emergency Contact Information 
 
Name: _______________________________________________________    
Relationship:_______________________   
 
Address:______________________________________________________    
Phone: ___________________________ 
 
 
 
 
 



Closest Relative 

Name: ________________________________________________________   
Relationship: ______________________   
 
Address: _______________________________________________________  
Phone:: __________________________ 
  

References   (Must be over 21 years old and not a family member) 

1. Name_______________________________________________________________________________________  
 
Relationship: _______________________________________ 
Phone:______________________________________  
 
Address: _________________________________  City: ________________ State: ________   
Zip: ______________ 
 
2. Name_____________________________________________________________________________________ 

 
Relationship: _______________________________________ 
 
Phone:_____________________________________ 
 
Address: _________________________________  City: ________________ State: ________   
 
Zip: ______________ 
  

I understand that I will not be paid for my services as this is strictly volunteer work.  I certify that the statements made in 
this volunteer application are true and correct to the best of my knowledge.   

 
Applicant 
signature:_______________________________________________________________________________ 
 

 
Please mail this completed application along with the Background Information Disclosure form to 
your ThedaCare volunteer location of choice: 

 
 

Appleton Medical Center 

Attn: Volunteer Services 

1818 N. Meade St. 

Appleton, WI 54911  
 
New London Family Medical Center 

Attn: Volunteer Services 

1405 Mill St. 
New London, WI 54961 
 

Riverside Medical Center 

Attn: Volunteer Services 

800 Riverside Drive 
Waupaca, WI 54981 
 
Shawano Medical Center 

Attn: Volunteer Services 

309 N Barlette Street 
Shawano, WI 54166 

We will contact you upon receipt of your application. 

Theda Clark Medical Center 

Attn: Volunteer Services 

130 Second St. 

Neenah, WI 54956 

The Heritage  

Attn: Volunteer Services 

2600 S. Heritage Woods Dr. 

Appleton, WI 54915 

Peabody Manor 

Attn: Volunteer Services 

2500 S. Heritage Woods Dr. 

Appleton, WI 54915 



STATE OF WISCONSIN DEPARTMENT OF HEALTH AND FAMILY SERVICES 

HFS-'64 (02/05) 

 

BACKGROUND INFORMATION DISCLOSURE 

Completion of this form is required under the provis'lons of sections 48.685 and 50.065 of the Wisconsin Statutes.  Failure to comply 

may result in a denial or revocation of your license, certification or registration; or denial or termination of your employment or 

contract.  Refer to the attached instructions (HFS-64 A) for additional information.  Providing your social security number is 

voluntary, however, your social security number is one of the unique identifiers used to prevent incorrect matches. 

 Please print your anSWerS.______________________________________________________________________________________________________________________ 

Check the box that applies to you. 

    Employe / Contractor (Including new applicant)                                  Household member / lives on premises - but not a client 

    Applicant for a license or certification or registration  (including         Other - specify: 
continuation                           or renewal) 

NOTE: If you are an owner, operator, board member, or nonclient resident of a Bureau of Quality Assurance (BQA) regulated 

facility (I) print only your first, middle and last name; (2) complete Sections A and B; (3) sign the form; (4) complete the 

Appendix, HFS-69, in its entirety and (5) submit this form and the Appendix to the address noted in the Appendix Instructions. 

(Continued on next page) 
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A "NO" answer to all questions does not guarantee employment, residency, a contract or regulatory approval. 

 

 

I understand, under penalty of law, that the information provided above is truthful and accurate to the best of my knowledge and 

that knowingly providing false information or omitting information may result in a forfeiture of up to $1,000.00 and other sanctions 

as provided in HFS 12.05 (4), Wis. Adm. Code. 

 


