
 
VOLUNTEER APPLICATION FORM 

 
 
NAME: ________________________________________________________________ 
   (Last)     (First)    (Middle) 
 
HOME ADRESS: ________________________________________________________ 
 
CITY: _________________________________  STATE: _______   ZIP: ___________ 
 
PHONE NUMBER(S): ___________________________________________________ 
 
PREVIOUS VOLUNTEER SERVICE (include dates): ________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
TYPE(S) OF ACTIVITIES PREFERRED: __________________________________ 
 
________________________________________________________________________ 
 
SPECIAL EDUCATION OR TRAINING WHICH YOU FEEL IS RELEVANT TO 
 
WORKING WITHIN THIS NURSING FACILITY: __________________________ 
 
________________________________________________________________________ 
 
HOBBIES, SKILLS, SPECIAL INTERESTS: ________________________________ 
 
________________________________________________________________________ 
 
DAYS / HOURS PREFERRED FOR ROUTINE WORK: ______________________ 
 
________________________________________________________________________ 
 
REASON(S) FOR SELECTING THIS FACILITY FOR VOLUNTEER WORK: 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
 
SIGNATURE: _____________________________________  DATE: ______________ 
 



 
CRIMINAL OFFENDER RECORD INFORMATION (CORI) 

ACKNOWLEDGEMENT FORM 
 
 

TO BE USED BY ORGANIZATIONS CONDUCTING CORI CHECKS FOR EMPLOYMENT, 
VOLUNTEER, SUBCONTRACTOR, LICENSING, AND HOUSING PURPOSES. 

 
Countryside Health Care of Milford is registered under the provisions of M.G.L. c.6, § 172 to 
receive CORI for the purpose of screening current and otherwise qualified prospective employees, 
subcontractors, volunteers, license applicants, current licensees, and applicants for the rental or 
lease of housing. 
 
As a prospective or current employee, subcontractor, volunteer, license applicant, current licensee, 
or applicant for the rental or lease of housing, I understand that a CORI check will be submitted for 
my personal information to the DCJIS.  I hereby acknowledge and provide permission to 
Countryside Health Care of Milford to submit a CORI check for my information to the DCJIS.  This 
authorization is valid for one year from the date of my signature.  I may withdraw this authorization 
at any time by providing Countryside Health Care of Milford with written notice of my intent to 
withdraw consent to a CORI check. 
 
FOR EMPLOYMENT, VOLUNTEER, AND LICENSING PURPOSES ONLY:  Countryside 
Health Care of Milford may conduct subsequent CORI checks within one year of the date this Form 
was signed by me provided, however, that Countryside Health Care of Milford must first provide 
me with written notice of this check. 
 
“An applicant for employment with a record expunged pursuant to section 100F, section 100G, 
section 100H or section 100K of chapter 276 of the General Laws may answer ‘no record’ with 
respect to an inquiry herein relative to prior arrests, criminal court appearances or convictions. An 
applicant for employment with a record expunged pursuant to section 100F, section 100G, section 
100H or section 100K of chapter 276 of the General Laws may answer ‘ no record’ to an inquiry 
herein relative to prior arrests, criminal court appearances, juvenile court appearances, adjudications 
or convictions.” 
 
By signing below, I provide my consent to a CORI check and acknowledge that the information 
provided on Page 2 of this Acknowledgement Form is true and accurate. 
 
 
 
_______________________________________________ ________________________________ 
SIGNATURE       DATE 
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SUBJECT INFORMATION: 
 
 
________________________________________________________________________________ 
Last Name   First Name    Middle Name          Suffix 
 
 
_______________________________________________________ 
Maiden Name (or other name(s) by which you have been known)  
 
 
________________        ___________________________________   
Date of Birth         Place of Birth 
 
Last Six Digits of Your Social Security Number:  ______ - _______ 
 
Sex: ____ Height: _______ ft. _____in.     Eye Color: ________  Race: _____________ 
 
Driver’s License or ID Number: ___________________________ State of Issue: _________ 
 
________________________________________    ______________________________________ 
Mother’s Last Name, First Name, Maiden Name Father’s Last Name, First Name 
 
Your Current Address: 
 
____________________________________________________________________________ 
Street Number & Name                                    City/Town                      State                  Zip 
 
Your Former Address: 
 
____________________________________________________________________________ 
Street Number & Name                                    City/Town                      State                  Zip 
 

******************************************************************************** 
For CHC use only: 
 
The above information was verified by reviewing the following form(s) of government issued 
identification (include expiration date(s) if applicable): 
 
 _____________________________________________________________ 
 
 _____________________________________________________________ 
 
VERIFIED BY: ______________________________________________________ 
           Name of Verifying Employee (Please Print) 
 
     ______________________________________________________ 
              Signature of Verifying Employee 
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