'\l ASSOCIATION FOR
.\ THE ADVANCEMENT

Volunteer Preliminary

W OF THE BLIND Information

Name: Date:

Address:

Date of Birth: Phone: - -

Email;

(cell or home)

What area of volunteering are you interested in?

(O Program for Independent Living (Assisting teachers during the program)
(O Recording Program (Voice recording for magazines and children’s books
as well as reviewing recordings before they are sent to the Library of

Congress)

(O Events (Sprint for Sight 5K, Dining in the Dark, Beach Walk, Social Events)

(O Office Help (secretarial work)
What days are you available to volunteer?

(O Monday

(O Tuesday

O Wednesday
(O Thursday
(O Friday

(O Saturday
(O Sunday

Emergency Contact Information

Contact Name: Phone:

Relationship: Email:

If under the age of 18, parental signature is needed:

X




