	AAA-1174A FORFF (2-09)
	ARIZONA DEPARTMENT OF ECONOMIC SECURITY
Division of Aging & Adult Services
	


	STATE HEALTH INSURANCE ASSISTANCE PROGRAM (SHIP) / SMP PROJECT

VOLUNTEER APPLICATION


	VOLUNTEER’S NAME (Last, First, M.I.)

	     

	HOME PHONE
	 WORK PHONE

	     
	     

	VOLUNTEER’S ADDRESS (No., Street, City, State, ZIP)

	     

	WHAT IS THE BEST TIME TO REACH YOU, AND AT WHAT NUMBER?

	Time:      
Where:      
	Time:      
Where:      
	Time:      
Where:      

	EXPERIENCE

	ARE YOU CURRENTLY EMPLOYED?
	 CURRENT OR PREVIOUS OCCUPATION AND TITLE

	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     

	EDUCATION/TRAINING

	     

	EMPLOYMENT EXPERIENCE

	     

	VOLUNTEER EXPERIENCE

	     

	INSURANCE EXPERIENCE

	     

	ARE YOU CURRENTLY EMPLOYED BY AN INSURANCE COMPANY OR PROVIDING INSURANCE SERVICES THROUGH YOUR EMPLOYMENT?

	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (If Yes, explain)
     

	WHAT ARE THE LANGUAGE(S) YOU SPEAK?
	 WHAT ARE THE LANGUAGE(S) YOU READ?

	     
	     

	DO YOU HAVE A CAR AVAILABLE?
	 DO YOU HAVE AUTO LIABILITY INSURANCE?

	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	DO YOU HAVE HEALTH PROBLEMS WHICH MIGHT AFFECT YOUR ABILITY TO WORK?

	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (If Yes, explain)

     

	Days available for assignment:
	 FORMCHECKBOX 
 Monday

 FORMCHECKBOX 
 Tuesday

 FORMCHECKBOX 
 Wednesday
	 FORMCHECKBOX 
 Thursday

 FORMCHECKBOX 
 Friday

 FORMCHECKBOX 
 Monday through Friday
	Hours preferred:
	 FORMCHECKBOX 
 8 am to 12 pm

 FORMCHECKBOX 
 12 pm to 4 pm
	Total number of hours available each week:
	   

	SOME BENEFITS ASSISTANCE CLIENTS ARE HOMEBOUND. WOULD YOU BE WILLING AND/OR AVAILABLE TO PROVIDE THIS SERVICE (Working with another counselor as a team) IN A CLIENT’S HOME BY APPOINTMENT?

	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Equal Opportunity Employer/Program ( Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975, the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, and disability. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact 1-800-432-4040, TTY/TDD Services: 7-1-1.
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	EMERGENCY CONTACT INFORMATION

	NAME (Last, First, M.I.)
	 PHONE NO.

	     
	     

	ADDRESS (No., Street, City, State, ZIP)
	 RELATIONSHIP

	     
	     

	REFERENCES (Persons NOT related to you)

	NAME (Last, First, M.I.)
	 PHONE NO.

	     
	     

	ADDRESS (No., Street, City, State, ZIP)

	     

	NAME (Last, First, M.I.)
	 PHONE NO.

	     
	     

	ADDRESS (No., Street, City, State, ZIP)

	     

	NAME (Last, First, M.I.)
	 PHONE NO.

	     
	     

	ADDRESS (No., Street, City, State, ZIP)

	     

	HOW DID YOU LEARN ABOUT THE ARIZONA STATE HEALTH INSURANCE ASSISTANCE PROGRAM (SHIP) / SMP PROJECT

	     

	TRAINING CONSISTS OF AN INITIAL FOUR DAY TRAINING AND PERIODIC IN-SERVICE MEETINGS. DOES YOUR SCHEDULE ALLOW FOR THIS TIME COMMITMENT?

	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 


I understand that the State Health Insurance Assistance Program (SHIP) / SMP Project cannot be used to promote or sell products or services, and that I will be dealing with confidential information.
	VOLUNTEER’S SIGNATURE
	 DATE

	
	     


Fax completed application to the attention of SHIP/SMP:
Fax No.: 602-542-6575

or mail to:

Arizona State Health Insurance Assistance Program/SMP
1789 W. Jefferson Street, Site Code 950A

Phoenix, AZ 85007
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For more information:
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Statewide: 1-800-432-4040
www.azdes.gov
