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Personal Reference Request (Family members or individuals who share the applicant’s household may not serve as references.)
Applicant’s Name: _________________________________________ Date: __________________

The person named above has applied to Saint Vincent Hospital for a volunteer position and has given your name as a reference. As a volunteer this individual may work directly with our patients, therefore we need assurance that they are qualified to do so. The individual must understand and honor the hospital’s policy on patient privacy and must respect and keep confidential all information concerning patients and the hospital.

Please evaluate the applicant’s ability to:

	Category
	Excellent
	Very Good
	Good / Average
	Fair
	Poor

	Fulfill commitments 
	
	
	
	
	

	Be on time
	
	
	
	
	

	Take initiative
	
	
	
	
	

	Respect others
	
	
	
	
	

	Work as a team player
	
	
	
	
	

	Problem-solve
	
	
	
	
	

	Maintain confidentiality
	
	
	
	
	

	Respond to stress
	
	
	
	
	

	Communicate effectively 
	
	
	
	
	

	Adapt to change
	
	
	
	
	

	Make sound choices
	
	
	
	
	


If needed, please use a separate sheet of paper to answer the below questions:
How long have you known the applicant? _______________ Years __________________Months

In what capacity? _________________________________________________________________

________________________________________________________________________________________________________________________________________________________________

To your knowledge has the applicant been convicted of a serious criminal offense? YES __ NO__

What type of volunteer position do you recommend this applicant for? 

(  Patient interaction                (  Office Assistance
        (  Directly working with patients

(  Clerical duties w/ minimal patient interaction                       (  Combination of all

( Other (explain) ________________________________________________________________
Print your name_____________________________      Phone (______) ______________ 
Signature___________________________________________ Date________________

Return Volunteer Reference in a sealed envelope to:
Saint Vincent Hospital
ATTN: Volunteer Services

123 Summer St
Worcester, MA 01608
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