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Lake Charles 
Memorial Health System 

VOLUNTEERS 

SUMMER VOLUNTEER PROGRAM-AGES 15-25 

JUNE 2, 2026 - JULY 31, 2026 

STUDENT APPLICATION FORM 

Complete and submit to VolunteerServices@LCMH.com) 

FORM 1 OF 5 

FIRST NAME ________ .LAST NAME _________ BDATE. ____ _ 

ADDRESS ____________________________ _ 

CITY __________ STATE ___ _____cZIP _____ GENDER: □Male □Female 

CELL __________ EMAIL ____________________ _ 

HIGH SCHOOUUNIVERSITY NAME: _______________ □ High School □ College 

□ FRESHMAN □SOPHOMORE □ JUNIOR □ SENIOR

FOR UNIVERSITY: MAJOR: ______________ GRADUATION YEAR. ____ _ 

FOR HIGH SCHOOL: SCHOOL ADVISOR NAME TEL # 
_______ _

SCHOOL PRINCIPAL NAME TEL # 
_______ _

VOLUNTEER EXPERIENCE. ________________________ _ 

REASON(S) FOR JOINING THIS PROGRAM ___________________ _ 

CURRENT PART-TIME JOB □ YES (please answer questions below) □NO 

COMPANY NAME. _________________ DAYS ___ _ HRS ____ _ 

SCHEDULED VACATION DATES/CAMP DATES PERIOD OF JUNE 2- JULY 31 □YES □NO

VACATION DATES ________ _ CAMP DATES ____________ _ 

DO YOU KNOW OR ARE YOU RELATED TO ANYONE AT LAKE CHARLES MEMORIAL HOSPITAL? □YES □NO

IF YES, PROVIDE NAME, DEPARTMENT AND RELATIONSHIP _______________ _ 

EMERGENCY CONTACT 

NAME ____________________ □FATHER □ MOTHER □GUARDIAN 

CELL ________ WORK. _______ EMAIL. ____________ _ 
COMPANY __________ CITY ________ ZIP ___ ____ _

TIME COMMITMENT- MUST WORK 6 HRS/WEEK --MINIMUM OF 2 DAYS. Select the shifts you would like to volunteer for 
each week from June 2nd - July 31st. LCMHS does not guarantee that you will be placed on these shifts but will strive to assist 
you Orientation will be provided on your start date START DATE

WEEKDAY MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY 

Morning Shift 

9:00 am - 12:00 pm 
Afternoon Shift 

12:30 pm - 3:30 pm 
I certify that the information on this application is true and correct, and any omissions, misrepresentations or false information will be grounds 
for dismissal as a volunteer. I authorize all employees, schools, or references contacted shall be released from all liability in answering 
inquiries related to my application. 
APPLICANT 

Name/Date (Print) -----------�!__ Signature _________ _ 
Must be handwritten 

PARENT/GUARDIAN 

Name/Date (Print) -----------�! __ _ Signature __________ _ 
Must be handwritten 
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