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Notre Dame of Mt. Carmel Operation Appalachia Volunteer Information 
 
 

Name_________________________________ Date of Birth_____________________ Age (if under 25)______ 
 
Address___________________________________ City______________________________ Zip____________  
 
Home Phone_________________________ Work________________________ Cell______________________ 
 
Parish Name_______________________________________ E-mail____________________________________  
 
Experience: 
I attended VIRTUS training: No___  Yes___ (If yes) Date____________; Location______________________________________ 
I have been fingerprinted: No___  Yes___ (If yes) Date____________; Location________________________________________ 
I have helped with Alternative Christmas: No___  Yes___ (If yes) Dates_______________________________________________ 
I have helped with the Tricky Tray: No___  Yes___ (If yes) Dates____________;Tasks___________________________________ 
I have helped with the Craft Fair:  No___  Yes___ (If yes) Dates_____________; Tasks___________________________________ 
I have worked with Christ Helpers: No___  Yes___ (If yes) # Projects_________________________________________________  
I have worked in Appalachia: No___  Yes___ (If yes) # Years________; Team Leader Names______________________________ 
 
Emergency Information: 
 
Name______________________ Relationship_______________ Home#______________Work#______________Cell_____________  
 
Name______________________ Relationship_______________ Home#______________Work#______________Cell_____________ 
 
Insurance Company Name___________________________________ Policy#_________________ Phone#__________________ 
 
Do you have allergies:  No_____ Yes_____ (If Yes) Known Allergies (include foods)___________________________________  
 
Health concerns we should be aware of: ____________________________________________________________________ 
 
____________________________________________________________________________________________________ 
 
Medical Release: 
I give permission for________________________________to be treated by medical personnel in case of an accident or 
medical emergency. 
(Print) 
Name___________________________Relationship_________________Signature__________________________Date_______ 
 
Liability Release: 
In case of accident or injury to________________________________, I release the following groups and individuals from 
all liability: the Raymond Wolfe Center of Helping Ministries, the Catholic Church of Preston County, the Catholic 
Community Services of the Diocese of Wheeling/Charleston, all paid and volunteer staff of these organizations, the people 
served by the project, those in Preston County assisting in its implementation, Notre Dame of Mt. Carmel Church (Cedar 
Knolls, NJ) and St, Mary’s Church (Denville, NJ). 
 
(Print) 
Name___________________________Relationship_________________Signature__________________________Date_______ 


