WSSD Intern Volunteer Application Form

Please print clearly.
CONTACT INFORMATION

Name: ______________________________________________ Red ID #: _______________________ 

E-mail Address: _________________________________ Phone # ______________________________ 

INTERNSHIP PLANS & PREPARATION

1) Semester of service applied for: _________________ Date available to start? ________________
2) No. of hours available per week (the standard for a 3 unit course is 9 hours)_____________
3) Current Total GPA: ____ . ____ ____

Current GPA in your major ____ . ____ ____


4)  Long-term goals related to the internship:

5) Skills you can bring to the internship:

6) Favorite classes/topics: 

7) Hobbies:

8) Please check as appropriate:
Anth 301
( in process

( will be enrolled in when an intern


( will take later
( completed
(semester ________, 20__ __)

Anth 302
( in process

( will be enrolled in when an intern


( will take later
( completed
(semester ________, 20__ __)

Anth 303
( ( in process

( will be enrolled in when an intern


( will take later
( completed
(semester ________, 20__ __)

Anth 304
( in process

( will be enrolled in when an intern


( will take later
( completed
(semester ________, 20__ __)

( I am not an anthropology major. My major is ______________________________

HEALTH STATUS INFORMATION

9) Please check all that are appropriate:
· I am in good physical and mental health.
· I understand that I must be current in my immunizations or have opt-out paperwork on file at SDSU. I….
(  I was verified by SDSU Student Health upon enrollment

(  I have immunization opt-out paperwork on file at SDSU.
· I realize I must have a tuberculosis test performed not more than 60 days prior to or seven days after initial presence in the school. Regarding proof: 
(  Proof of clear TB status is attached.

(  Proof of clear TB status is forthcoming.

PREVIOUS JOB/WORK EXPERIENCE (MOST RECENT FIRST)
1) Employer __________________________________________ From_________ To _________

Address _______________________________________________________________________

City / State / Zip ___________________________________________ Phone (     ) ___________

Immediate Supervisor ________________________ Type of Work ________________________

Reason for Leaving ______________________________________________________________
2) Employer __________________________________________ From_________ To _________

Address _______________________________________________________________________

City / State / Zip ___________________________________________ Phone (     ) ___________

Immediate Supervisor ________________________ Type of Work ________________________

Reason for Leaving ______________________________________________________________
3) Employer __________________________________________ From_________ To _________

Address _______________________________________________________________________

City / State / Zip ___________________________________________ Phone (     ) ___________

Immediate Supervisor ________________________ Type of Work ________________________

Reason for Leaving ______________________________________________________________
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

The above information is accurate. I understand that false or misleading information given on this application may result in my not being considered for a volunteer internship position. I hereby grant Dr. Sobo permission to inspect my student records for verification purposes. 
Signature _____________________________________________ Date ____________________
FORM CONTINUES OVERLEAF 
INTERN EMERGENCY INFORMATION

 Name: _______________________________________________ Red ID #: _____________________________ 

Address: ____________________________________________________________________________________ 

City: ____________________________________________ State: _____________ Zip: _____________________ 

Phone Number: _____________________________ E-mail Address: ____________________________________ 

Date of Birth: ______________________________Date of first service: _____________________________________ 

IN CASE OF EMERGENCY NOTIFY: 
Name: _________________________________________________ Relationship: __________________________ 

Phone Number: _______________________________________________________________________________ 

Address: ____________________________________________________________________________________ 

City: ____________________________________________ State: _____________ Zip: _____________________ 

IN CASE OF EMERGENCY NOTIFY: 
Name: _________________________________________________ Relationship: __________________________ 

Phone Number: _______________________________________________________________________________ 

Address: ____________________________________________________________________________________ 

City: ____________________________________________ State: _____________ Zip: _____________________ 

Unusual Medical Conditions: 

Please List Medicine/Substance Allergies: 

NOTICE: In the event of an emergency or disaster, transportation and availability to medical service may be delayed. It is recommended that any required health sustaining medication be in your possession. A minimum three (3) day supply is recommended. 
Intern’s Signature _______________________________________________ Date: _____________________ 
1

