    AVEC Les Enfants
Acadiana Visitation & Exchange Center

Thank you for your interest in becoming a volunteer with The Extra Mile.  This information is strictly confidential and is solely for the purpose of verifying your credentials as an AVEC volunteer.  All volunteer hours will be certified by The Extra Mile, Region IV, Inc.

Last Name: ______________________________First Name: _________________________M.I._______
Street Address: ________________________________________________________________________
City, State & Zip: _______________________________________________________________________
Home Phone: (____) _________________________Business :(____) _____________________________
Cell or other: (____) __________________________
I prefer to receive calls at: _________________home_________________work__________________cell
Email:________________________________________________________________________________

Education: (check all that apply)
________High School  ________Undergraduate Degree
School: ___________________________________________Major: _____________________________
________Graduate Degree
School ____________________________________________Degree: ____________________________
________Other training or education_______________________________________________________

Employment Information:
I am: _______Employed_______Self-Employed________Unemployed________Retired________Student
Employer_____________________________________________________________________________
Address______________________________________________________________________________

What is your availability to volunteer, days and times:  __________________________________________________________________________________________________________________________________________________________________________
How many hours are you interested in volunteering per month:  _______________________________
Are you looking for volunteer hours as part of court ordered community service?      Yes   or    No
Do you have health related problems, or physical limitations that should be considered when placing you?________No ________Yes, please explain_______________________________________________ 

Please circle: Yes or NO
Have you ever been convicted of a felony?						     Yes  or  No
Have you ever been convicted as an adult of any misdemeanor or municipal violation which is a sex offense, assault, battery, or an attempt or conspiracy to commit any such misdemeanor?   Yes   or   No
Have you ever been adjudicated as a juvenile offender because of having committed an act, which if done by an adult, would constitute the commission of a felony? 				   Yes   or   No
Have you ever been adjudicated as a juvenile offender because of having committed an act, which if done by an adult, would constitute a misdemeanor which is a sex offense, a crime against public morals, a crime affecting family relationships and children, assault, battery, or an attempt or conspiracy to commit any such misdemeanor?							    Yes  or  No
Have you ever entered into a diversion agreement involving a charge of child abuse or sexual offense?       											   Yes   or   No
Have you ever had a civil or criminal restraining order issued against you?  		    Yes  or  No
Have you ever been convicted of a violent crime, child abuse, child molestation, or other crimes related to children? 										   Yes  or  No
Have you or your partner ever had a court order to have supervised contact with your child/children?    												 Yes   or   No

I verify that the above information is true and correct and has been given voluntarily.  I understand that I will not be paid for my services as a volunteer.
Applicant’s Signature_________________________________________Date_______________________

References:
_____Mr._____Mrs._____Ms._____Miss_____Dr.	Relationship: ____________________________
Last Name: ______________________________________First Name: ____________________________
Address: _____________________________________________________________________________
                                                                                                                           City                        State                   Zip
Phone Number: ________________________________________________________________________

_____Mr._____Mrs._____Ms._____Miss_____Dr.	Relationship:____________________________
Last Name: ______________________________________First Name: ____________________________
Address: _____________________________________________________________________________
                                                                                                                          City                                 State           Zip
Phone Number: ________________________________________________________________________

_____Mr._____Mrs._____Ms._____Miss_____Dr.	Relationship:____________________________
Last Name: ______________________________________First Name: ____________________________
Address: _____________________________________________________________________________
                                                                                                                          City                                 State           Zip
Phone Number: ________________________________________________________________________



The Extra Mile, Region IV, Inc.
Emergency Data Sheet
In case of emergency, please notify:
Name: _____________________________________Relationship________________________________
Address: _____________________________________________________________________________
Telephone: ___________________________________________________________________________
		              (Home)							(Work)
[bookmark: _GoBack]
Please indicate any health conditions that may affect emergency medical treatment:
_____________________________________________________________________________________
_____________________________________________________________________________________
Please indicate any medications that you are taking that may affect emergency medical treatment:
_____________________________________________________________________________________
Are you allergic to any medications? If so, please list:
_____________________________________________________________________________________

Signature: __________________________________________Date:______________________________

The information contained on this sheet will remain confidential and will be used only in case of an emergency.











THE EXTRA MILE
CONFIDENTIALITY AGREEMENT FOR VOLUNTEERS
AVEC Les Enfants

Except for certain specified circumstances, Louisiana law and Federal regulations require that all facility records which directly or indirectly identify a client, former client or potential client of any Louisiana Department of Health and Hospitals state facility shall be kept confidential.
I understand that violation of this confidentiality requirement can result in the immediate dismissal from my duties as a volunteer at this facility subject to the discretion of the Executive Director.
I agree to conform to all rules and regulations of The Extra Mile, the Louisiana Department of Health and Hospitals and HIPAA, to the best of my ability, and respect the confidential nature of all case records and my personal contacts with clients.


_____________________________________________			_____________________
Volunteer Signature							Date
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