
 

VOLUNTEER SERVICES 

CRIMINAL HISTORY CHECK 

 

APPLICANTS LEGAL NAME: ______________________________________________________________ 

 

ADDRESS:  ____________________________________________________________________________ 

     ____________________________________________________________________________ 

      ____________________________________________________________________________ 

 

DATE OF BIRTH:  _______________________________________________________________________ 

 

SOCIAL SECURITY NUMBER:  (required)____________________________________________________ 

 

GENDER:         M             F 

 

RACE:   _______________________________________________________________________________ 

 

 

I authorize Community Hospital Anderson to perform a criminal history check on my record. 

 

Applicants Printed Name     Applicants Signature 

 

Date  


