Volunteer Application
Koinonia Camp & Conference Center
(Please, Print Clearly)
Applicant’s Name__________________________________________________________________________
Address _________________________________________________________________________________
City _______________________________________State ________________________ Zip _____________
Email Address ____________________________________________________________________________
Are you 18 years of age or older?  YES ______     No ______
Background Information
1) Have you ever been arrested, plead no contest, and/or been convicted of any crime? Yes _____     No ______
2) Has anyone ever threatened to file a civil or criminal action against you for physical or sexual abuse or sexual harassment?  Yes ______     No ______
3) Has an employer ever taken or threatened to take adverse employment action against you for reasons relating to allegations of physical or sexual abuse or sexual harassment? Yes ______     No______
4) Have you ever been accused of, participated in, or been convicted of child sexual abuse? Yes ______      No ______
5) Have you ever been charged, accused or convicted of any crime related to the abuse, mistreatment, or molestation of children or youth?  Yes ______      No _______

If selected to be a camp volunteer, I agree to abide by the Bylaws and policies of the American Baptist Churches of Akron, Ashtabula, and Cleveland and the camping ministry at Koinoia.  I also give Koinonia Camp permission to take and use pictures and videos for promotional purposes.


Release
The information contained in this application is correct to the best of my knowledge.  I authorize any references listed in this application to give you any information (including opinions) that they may have regarding my character and fitness for service as a volunteer at Koinonia Camp.

I voluntarily release the organization and any such person or entity listed herein from liability involving the communication of information relating to my background, qualifications and references.  I further authorize the organization to conduct a criminal background investigation if such a check is deemed necessary.

______________________________________________________________________     __________________
Applicant’s Signature                                                                                                                          Date

______________________________________________________________________     __________________
Witness’ Signature                                                                                                                               Date
References
List three persons besides your family members who could speak to your qualifications and abilities to be a camp counselor:

1. ____________________________________             ___________________________________________
Name							Address
(_______)____________________________            _____________________     _________     _________
Phone #						City			          State               Zip

2. ____________________________________             ___________________________________________
Name							Address
(_______)____________________________            _____________________     _________     _________
Phone #						City			          State               Zip

3. ____________________________________             ___________________________________________
Name							Address
(_______)____________________________            _____________________     _________     _________
Phone #						City			          State               Zip
Do you have any additional information you would like to share with us?  Please feel free to use this space or attach a sheet to this document:


Emergency Medical Form for Volunteer
Name ___________________________________________________________________ (Please print clearly)
Address ___________________________________________________________________________________
City _________________________________________State ____________________ Zip _________________

Medical Insurance Providers Name _____________________________________________________________
Policy # ___________________________________________________________________________________
In Case of Emergency Contact   
Name _____________________________________________________________________________________
Phone # _______________________   Alternate Phone # _________________________
[bookmark: _GoBack]Please list any current medical condition including severe allergies: (I.e. heart problems, high blood pressure, asthma, etc.)

If under 18 years of age a parent or guardian must sign this form ____________________________________                                                              Parent or Guardian Signature
