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PLEASE FILL OUT AND RETURN:

Name ____________________________________________________  M ___ F ___
Address______________________________________________________________
City _________________________________ State ____________  ZIP __________
Phone  Home __________________________  Work _________________________
Cell _________________________________  Date of Birth ____________________
E-mail address ________________________________________________________
How did you hear of our volunteer program? (highlight and mark with X)
___ Website


___ Blind friend/family



___ Brochure

___ Other Agency

___ Media (radio, TV, newspaper)

___ Department Staff
___ Other ___________________________________
What are you volunteer interests?  (mark all that apply)
___ Home Narrator 



___ Studio Monitor 

___ Studio Narrator



___ Audio Editor
___ Audio Reviewer/Proofreader





Hours available (mark appropriate choices):

___ Weekday     ___ Weekend     ___ Morning     ___ Afternoon     ___ Evening
Why are you interested in volunteering for the Library? _________________________

____________________________________________________________________

Are you:  
___ Retired



  
___ Employed




___ Student – Major? _______________________________________



___ Other ________________________________________________
Primary Occupation (current or past) _______________________________________
____________________________________________________________________
Do you speak a language other than English?

___ Yes (Please specify) ________________________________________________
___ No

Have you volunteered before? ___ Yes ___ No

If yes, where? _________________________________________________________
What were your duties? _________________________________________________
What are some of your interests/hobbies? __________________________________

____________________________________________________________________
What length of volunteer commitment do you anticipate making?

___ 3 months

___ 6 months

___ 1 year

  ___ On-going

In case of emergency, whom can we notify?  (Name, address, phone number)

____________________________________________________________________

____________________________________________________________________
____________________________________________________________________

Comments:

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________
____________________________________________________________________

Applicant’s signature ___________________________________________________
**************************************************************************************************
For Volunteer Coordinator’s Use:

Referred to _________________________________________ Date _____________
Volunteer Application - Audio Recording Program 


Library for the Blind and Physically Handicapped


524 Fourth Street, Des Moines, IA 50309


Phone: (515) 281-1241 or toll-free: (800) 362-2587


E-mail:  � HYPERLINK "mailto:karen.schweitzer@blind.state.ia.us" ��karen.schweitzer@blind.state.ia.us� 








