
Date of Application:_________________ 

Prospective Volunteer Profile 
Unite: Po Box 7, Castle Rock, WA, 98611 

www.cr-cc.org Tel: 360.274.6771 ext. 24  
 
 
NAME:____________________________________        DOB:_________________ 
 
ADDRESS:_______________________________ CITY:_____________________ 
 
  _______________________________ ZIP:_________________ 
 
Email:__________________________________________________________ 
 
Home:______________________ Cell:______________________________ 
 
Best time to call (circle):   Morning Afternoon Evening 
 
Youth Ministry Experience:______________________________________ 
 
_____________________________________________________________________  
 
_____________________________________________________________________   
 
_____________________________________________________________________ 
 
For Which Position Are You Volunteering?  Why?:_____________ 
 
_____________________________________________________________________                                                   
 
_____________________________________________________________________ 
 
_____________________________________________________________________ 
 
Are You A Baptized Believer?__________ 
 
How Can We Be Praying For You?________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 



Date of Application:_________________ 

 
Emergency Contact: 
 
Name:_____________________ Relationship:__________ Phone:__________ 
 
Name:_____________________ Relationship:__________ Phone:__________ 
 
Physician’s Name:_________________________ Phone:_________________ 
 
Preferred Medical Facility:______________________________________ 
 
Insurance Co.:__________________________ Phone:___________________ 
  
 Subscriber #:_____________________ Policy #:_________________ 
 
Allergies, Current Meds:_________________________________________ 
 

�  Consent: In the event emergency medical aid/treatment is 
required due to illness or injury while participating in the 
ministry of Unite, I authorize for Unite paid or volunteer staff 
to:  

1. Secure and retain medical treatment and 
transportation if needed 

2. Release client records upon request to the 
authorized individual or agency involved in the 
medical emergency treatment 

 
This authorization includes x-ray, surgery, hospitalization, 
medication, and any treatment procedure deemed “life saving” 
by the physician.  This provision will only be invoked if the 
person(s) listed above are unable to be reached. 
Date:________________ Consent Signature:___________________________ 
      (Parent/Guardian if under 18) 

�  Non-Consent: I do not give my consent for emergency medical I do not give my consent for emergency medical I do not give my consent for emergency medical I do not give my consent for emergency medical 
treatment/aidtreatment/aidtreatment/aidtreatment/aid in the case of illness/injury while 
participating in the ministry of Unite.  In the event emergency 
treatment/aid is required, please follow these procedures: 
 

 

 

 
DATE:_______________ Non-Consent Signature:______________________ 
      (Parent/Guardian if under 18) 
        
 


