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SIBLEY MEMORIAL HOSPITAL

Volunteer Reference Form
APPLICANT’S NAME:










TO THE VOLUNTEER APPLICANT:

This form should be given to two people who know you well and to whom you are not related. Each reference should complete the form and fax it to Sibley Memorial Hospital.
TO THE REFERENCE:
The person named above is applying to become a Volunteer at Sibley Memorial Hospital.  Please complete this reference form and return it to Sibley.
PLEASE FAX THIS FORM DIRECTLY TO
SIBLEY MEMORIAL HOSPITAL – 202.370.6585
Please TYPE or PRINT clearly.

Name:













Relationship to Applicant










Address












City, State, Zip






Phone





How long have you known applicant?









What are the first words that come to mind to describe the applicant?





Would you have any reservation in recommending the applicant to participate in the Sibley Memorial Volunteer Service Program?  Why or why not?








Please use this space to include anything else about the applicant that may help in determining his/her qualifications.









Date:





Reference Signature
