Queen of Hearts Foundation( 

Volunteer Application 
Full Name: _____________________________________________________________ 
Home Address: _______________________________________________ Apt.: ______ 
City: _________________________________ State: ___________ Zip: _____________ 
Primary Phone No: _______________ Secondary or Cell Phone No:_________________ 
Best Email Address: _______________________________________________________ 
DOB: _____________________ AGE: ______ Sex: M / F 
T-Shirt : must be purchased online www.qohf.org/store
What is your availability? __________________________________________________

Have you worked or volunteered with any other non-profit organizations? Yes / No 

If yes, please list them: _____________________________________________________ 
________________________________________________________________________ 
Strengths: _______________________________________________________________ 
________________________________________________________________________ 
Interests: ________________________________________________________________ 
________________________________________________________________________ 

Queen of Hearts Foundation( 

Emergency Contact Information 
Primary Contact: 
Name: ___________________________________ Relationship: ___________________ 
Primary Phone Number: ____________________ Secondary Number:_______________ 
Address: ________________________________________________________________ 
City: __________________________________ State: ________ Zip: _______________ 
Email/Blackberry Address: _________________________________________________ 
Secondary Contact: 
Name: ___________________________________ Relationship: ___________________ 

Primary Phone Number: ____________________ Secondary Number:_______________ 

Address: ________________________________________________________________ 

City: __________________________________ State: ________ Zip: _______________ 

Email/Blackberry Address: _________________________________________________ 

Are you taking any physician prescribed drugs on an ongoing basis? Yes / No

If so, please list them: _____________________________________________________ 

List all ongoing illnesses for which you are taking the above listed medicines: 
________________________________________________________________________ 

List all allergies: __________________________________________________________ 

