
Providence St. Joseph Medical Center 
Volunteer Services 

6 Thirteenth Avenue East, Polson, MT 59860 

revised JUN-2024

VOLUNTEER APPLICATION 

Name: ________________________________________________________________________________ 
 First Middle Last 

Previous last name(s): ______________________ Other first name(s): __________________________ 

Address: ______________________________________________________________________________ 
     Street or Mailing Address  City State Zip Code 

Phone:  _________________________    Email address: _______________________________________ 
    Circle one:     Cell   /   Home               

Date of birth:  ___________________     Social Security Number: _______________________________ 
 mm/dd/yyyy   

______    I authorize Providence St. Joseph Medical Center to initiate a required background check using 
initial   my social security number and date of birth supplied above. 

Emergency Contact: ____________________________________________________________________ 
 Name   Phone Number               Relationship 

Please describe special skills, education, experience, interests, and hobbies:  

______________________________________________________________________________________

______________________________________________________________________________________ 

Why are you interested in becoming a volunteer with Providence St. Joseph Medical Center? 

______________________________________________________________________________________ 

Are you interested in a specific service or hospital department? ______________________________ 

Are you a student?   Y / N     School & Year: _____________________________ Major: ______________ 

Please circle preferred hours:    Su   M   Tu   W   Th   F   Sa                 Morning        Afternoon        Evening 

Reference 1: ___________________________________________________________________________ 
Name   Phone Number              Title/Relationship 

Reference 2: __________________________________________________________________________ 
Name   Phone Number              Title/Relationship 

______________________________________________________________________________________ 
Applicant Signature  Date 

Please return completed form to Anna Steinhoff: anna.steinhoff@providence.org; 406.883.8933. 

mailto:anna.steinhoff@providence.org


Providence St. Joseph Medical Center 
Volunteer Services 

6 Thirteenth Avenue East, Polson, MT 59860 

revised JUN-2024

VOLUNTEER APPLICATION 

Name: ________________________________________________________________________________ 
 First Middle Last 

ADMINISTRATIVE USE ONLY 

Photo Identification Verification (to be completed by Volunteer Services Staff only): 

__________________________________________________________________________________________ 
Document Title  Document Number  Expiration Date

I attest that I have examined the document presented by the above named applicant. The above-listed 

document appears to be genuine and to relate to the applicant named. 

_________________________________________________________________________________________ 
Staff Signature Date 

 Additional Forms: 

___ Disclosure & Authorization   ___ Other Disclosures 

Additional Requirements: 

___ Background Check   ___Orientation  ___ Badge  ___ HIPAA  ___ Dress Code 

___ 2 TB Tests  ___ MMR  ___ Flu   ___ OIG 

Please return completed form to Anna Steinhoff: anna.steinhoff@providence.org; 406.883.8933. 

mailto:anna.steinhoff@providence.org


 
 Providence St. Joseph Medical Center 

Volunteer Services 
6 Thirteenth Avenue East, Polson, MT 59860 

 

 

Parental Consent 

 

Student’s Name:_________________________ Date___________ 

 

Parental Consent if volunteer is less than 18 years of age.   

I hereby grant permission for my child to participate in the Providence St. Joseph Medical Center 

Volunteer Program. I further release the Hospital from any legal or other responsibilities for any injuries, 

act, or incidents involving my child’s participation in the volunteer program.  

 

 

Parent name (printed)___________________________________________________________ 

 

Parent Signature: _______________________________________________________________  



After you have completed the paperwork, please contact Caregiver Health to set-up an appointment for 
your volunteer immunization & health check.  This is required before you can begin volunteering.   
 
A parent or legal guardian must accompany the new hire candidate to their health screen 
appointment if they are under 18 years of age. 
 
 

Immunization and Titer records  
Please bring as much documentation as possible regarding the tests and immunizations listed below. 
This will prevent the duplication of testing and/or vaccinations. If you do not have documentation, the 
tests or vaccines can be provided free of charge.  
 
Tuberculosis screening – 

• We will accept laboratory documentation of a current (within the last 90 days) 
Interferon Gamma Release Assay (IGRA), which is a blood test for TB, Quantiferon TB 
Gold or T Spot. 

• Positive TB history (TST or IGRA), please bring: Positive test result, chest X-Ray report, 
documentation of any treatment regimen, and/or any medical provider records. 

 
Measles, Mumps, and Rubella (MMR) – Documentation of two MMR vaccines at least 4 weeks apart 
and after one year of age and/or positive laboratory titers. (Rubella is required in Alaska) 
 
 
Chickenpox (Varicella) – Documentation of two Varicella vaccines 4 weeks apart and after one year of 
age and/or positive titer 
 
Hepatitis B (Hep B) – Documentation of completed vaccine series (either the 2-dose or 3-dose versions) 
and a positive laboratory titer or signed declination in applicable states. (Hepatitis B vaccination is 
required in Alaska). 
 
Tetanus, Diphtheria and Pertussis (Tdap) – Documentation of vaccination or signed declination of 
vaccine 
 
Annual Influenza vaccine – Documentation of acceptance or signed declination of the vaccine 
 
COVID-19 vaccine – Documentation of all Covid-19 vaccinations received. 
 
 
 
Caregiver Health: Call Cindy Hagen at 406-883-7488 to set-up an appointment. Testing is free of charge 
from Caregiver Health for Volunteers at St. Joseph Medical Center, 6 Thirteenth Ave East, Polson, MT 
59860. 
 






