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Supporting Positive Mental Health

VOLUNTEER APPLICATION FORM

Name_______________________________________________________________________
Address______________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Telephone No: _________________________________________________________________
E-mail address: ________________________________________________________________
1. Do you have any experience doing any kind of volunteer work? If yes, please give details: _____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
2. What are your reasons for becoming involved with Mental Health Services?

_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
3. What skills, experience, hobbies or interests do you have which you feel might be useful to you as a voluntary worker?

_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
4. How would you like to contribute? 

Please indicate the area that you are interested in?


Le Cheile Limerick               Board  Involvement      
        Fundraising   
Please indicate the time/s you would be available?
All Day A.M or P.M.

Monday _ _____________________________________________________________________
Tuesday _ ____________________________________________________________________
Wednesday _ __________________________________________________________________
Thursday _ ____________________________________________________________________
Sunday _ _____________________________________________________________________
5. Any other relevant information ___________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Please state the names and addresses of two people who we can approach for a reference:

Name ________________________________________________________________________
Address ______________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Occupation ____________________________________________________________________
Name ________________________________________________________________________
Address ______________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Occupation ____________________________________________________________________
Signature of Applicant ________________________________________

Date_______________________________________________________

Thank You. This information will be kept confidential to us and will not be

disclosed to any person without your permission.

Please return this form to:

Claire Flynn, Project Manager, 

Limerick Mental Health Association, 
No 3 Sexton Street 

Limerick 

Phone: 061 446786 

Mobile: 087 2485742

E-mail: claire@limerickmentalhealth.ie
Web: www.limerickmentalhealth.ie





















