
June 2011 

 

VOLUNTEER RECOMMENDATION FORM 
 

The person named below is applying to the St. Cloud Hospital Volunteer Program. 

 

Instructions to the Recommender 

Return the completed recommendation form directly to the St. Cloud Hospital Volunteer 

office by mail or fax.  

The Volunteer Office places a great deal of importance on comments from recommenders. 

We realize this requires time and effort on your part and we appreciate your assistance.  

If you prefer to complete this form online, please email volunteer@centracare.com 

If you have any questions or prefer to speak directly to a member of the Volunteer Office 

about the Applicant, please call (320) 255-5638.   

This recommendation will be used only for admission to the volunteer program.  

Additional letters may be attached.  
 

Recommender 
                         

Name (please print)   Position/Title    Organization 

 

             

Street     City    State    ZIP 

 

             

Daytime Telephone      Daytime Email 

 

How long have you know the applicant?      

      YEARS  MONTHS 

Under what circumstances have you know the applicant? 

            

            

             

Continues on back 

Instructions to the Applicant 
You must provide the information in the top boxed section.  Print your name clearly to 

insure this recommendation form is matched to your application. 
Recommendations from relatives will NOT be accepted. 
Adult volunteer applicants must provide one recommendation. 
College volunteer applicants must provide three professional recommendations. 
Junior volunteer applicants must provide three recommendations. 

Provide your Recommender(s) with a recommendation form and a stamped envelope addressed 

to the St. Cloud Hospital Volunteer Office. The person completing your recommendation form 

is to directly mail or fax the recommendation form to the St. Cloud Hospital Volunteer Office. 
  

  Adult Applicant    College Applicant    Junior Applicant 
 

 
Applicant:                
      LAST NAME (please print)  FIRST NAME   MI  



June 2011 

 

 Truly 
Exceptional 

Above 
Average 

Average Below 
Average 

Needs 
Improvement 

Unknown 

Ability to work with others        

Verbal Communication skills       

Punctuality       

Dependability / Reliability       

Reaction to Stress       

Initiative / Motivation       

Maturity       

Please rate the Applicant on the qualities you feel you can judge in the grid below.   

 

 

 

 

 

 

 

 

 

 

 
 

Would you be comfortable having this Applicant involved in your care experience if you were a 

patient or visitor at our facility? Please explain:       

            

            

             
 

Volunteers may work directly with patients, may be in proximity of highly stressful or 

traumatic situations, and/or may have access to limited amounts of confidential information.  

Are you confident this Applicant can appropriately handle him/herself in these types of 

situations? Please explain:         

            

            

             
 

Is there anything else you can tell us about this Applicant?      

            

            

             
 

What is your overall recommendation for this Applicant?   
  Highly Recommend     Recommend     Recommend with reservation    Not Recommended  

      

             

Recommender’s Name (please print)     Date 

             

Recommender’s Signature 

 

Recommendations may be mailed to: or Recommendations may be faxed to: 

St. Cloud Hospital      320.255.5817 

Volunteer Office 

1406 6th Ave N 

St. Cloud, MN 56303 
 

If the applicant submits this form it must be in a sealed envelope with the recommender’s signature across the seal. 

 

Thank you for providing this information. 
 

The St. Cloud Hospital Volunteer Program admits qualified applicants without regard to  

race, color, national or ethnic origin, religion, sex, disability, veteran’s status, sexual orientation, or age. 


