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Date of Application: ____________________________

Name _________________________________________  Nickname _________________                                                           

Address: ____________________________________________________________

                                (Street)                                                                            (Apt.#)



  _____________________________________________________________

                                (City)                                                                               (Zip)

Phone Numbers: _____________ ______________________ ________________________

                                          (Work)                               (Cell)                               (Home)

Date of Birth: ______________  E-mail _________________________________________

Check One:  Employed ______ Unemployed ______ Self-Employed ______ Retired _____

Place of Employment: _______________________________________________________

Position: __________________________________________________________________

Previous volunteer work (position and agency) ____________________________________

__________________________________________________________________________

       Please list three references (personal or professional):

       1.  Name & Address _________________________  Phone __________________

                                         _________________________

                                         _________________________

       2.  Name & Address _________________________   Phone __________________

                                         _________________________

                                         _________________________ 

      3.  Name & Address  _________________________  Phone __________________


                                         _________________________
                                         _________________________
    Have you ever been convicted of a felony?      Yes _______  No _________

   Who were you referred by:  ___________________________________________________________

   Referral Agency or Business Name: ____________________________________________________

   If referred by a certain agency for food stamps or other, what hours per week are you required to work?

   ______________________  What hours per month? ___________________________________

What days/dates  and hours will you be working? ______________________________

Signature _________________________________________________________

	Staff Use Only:

Start Date: ______________________________

Hours to work: __________________________

Days to work: ___________________________

Additional Comments:


  Abuse Counseling and Treatment, Inc.


Second ACT Community Service Application








