
VOLUNTEER APPLICATION    Date: _____________ 

Personal Information

Name: 
Last   First   MI 

Mailing Address: 

 Street Apt/Ste, PO Box City, State, Zip Code

Telephone: Home: Work: Cell: Pager/Other 

E-mail:

Date of Birth: 
 mm/dd/yyyy 

Emergency 

Contact:     Name  Relationship Phone Alt. Phone 

Do you hold a current NH driver’s license?  □ Y □ N  NH DL# 

Professional Information ALL INTERESTED VOLUNTEERS ARE WELCOME! 
Subject to background check 

Check your profession/occupation: 

*If retired, check profession prior to retiring

□ Physician’s Assistant

□ Nurse

□ Dentist

□ Mental Health Professional

□ Respiratory Therapist

□ Physician   __ MD DO

□ Nurse Practitioner

□ Pharmacist

□ Veterinarian

□ EMS Professional

□ Other Public Health/Medical □ Non-Public Health/Non-Medical

Greater Monadnock  

Medical Reserve Corps 
Mailing Address: Kingsbury House c/o Kerry Kelley 

580 Court Street Keene, NH 03431 

Telephone:  (603) 354-5454 x3034     

Facsimile:  (603) 354-6674

Website: http://gmmrc.org 

E-mail: gmmrc1@gmail.com

This application process is for ALL 
community volunteers, both medical and non-

medical, looking to support both regional 
hospitals and the potential need for an 

Alternate Care Site. After sending in your 
application we will send you a virtual 
orientation and you will be added to a 

volunteer labor pool to be called upon if and 
when needed. Thank you in advance! 

http://monadnockvolunteers.ning.com/
mailto:gmmrc1@gmail.com
twadleigh
Rectangle
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Helpful Information 

Are you part of any other emergency/disaster response/alert system?  □  Y     □  N 

□ American Red Cross □ Citizen Corps CERT

Do you speak a foreign language?  □  Y     □  N   Sign Language?  □  Y  □  N
Please list: 

Language Fluent Well Fair Slight 

Teaching Experience? □ Y     □  N Leadership Experience? □ Y   □  N

I would be willing to: (check all that apply)
Volunteer internally with Monadnock Community Hospital □ 

Volunteer internally with Cheshire Medical Center  □ 

Volunteer at the Alternate Care Site            □ 

Do you have any special skills or knowledge that would help our unit? 

Please check the appropriate boxes below if they apply to you:
At the time of application submission, I am 65 years of age or older.
I  have one or more of the following underlying medical conditions: chronic lung disease, moderate to 
severe asthma, a serious heart condition, immune deficiencies, diabetes, chronic kidney disease, liver 
disease, or are currently on dialysis.

If you checked either of the boxes above based on currently available information and clinical expertise you 
could be at a higher risk for severe illness due to COVID-19. By submitting this application you are 

acknowledging the potential higher risk for severe illness.  
Source: https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/groups-at-higher-risk.html 

Once completed save the form and email to 
gmmrc1@gmail.com

THANK YOU!

mailto:gmmrc1@gmail.com
https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/groups-at-higher-risk.html


Jenn Harper

33 Hazen Drive Concord NH 03305
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