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Please submit the completed form by: 
Mail:  705 Serangoon Road, Singapore 328127  

or Fax: 6295 8131 or  Email: volunteer@kwsh.org.sg  

 

VOLUNTEER APPLICATION FORM 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Name (Dr/Mr/Mrs/Ms)        Gender         Date of Birth           Age 

       M / F         _ _ / _ _ / _ _ _ _ 

 

 
Home Address 
                         
                                                                                                                                  S (                        ) 

Email Address                Home No.       Office No.          Handphone No. 

NRIC / Passport No.:      Race/Dialect Religion    Marital Status 

�  Singaporean    �  PR     �  Others:  

  

Occupation / Name of Employer     Highest Qualifications 

             

   

Current / Past voluntary work experience and special skills      

                      

Knowledge of languages/dialects 

Spoken: �  English �  Mandarin �  Malay �  Tamil �  Cantonese �  Hokkien 

   �  Teochew �  Hainan �  Others ______________________________________  

 

Written: �  English �  Mandarin �  Malay �  Tamil �  Others______________ 

   

How often do you wish to volunteer your service? 

�  Once a week  �  Once in 2 weeks  �  Once a month 

�  Ad-hoc basis  �  Others __________________________________ 

 

Availability Mon Tue Wed Thu Fri Sat 

Morning (9am-12pm)       

Afternoon (12pm-5pm)       

Evening (5pm-9pm)       
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I certify that the above information is true and correct.  

I understand that I shall be interviewed by the volunteer department staff and  

shall accept the hospital’s decision on my suitability to serve as a volunteer. 

 

 

 

Signature/Name: ________________________  Date: ___________________ 

 
 

 

Witness’s Signature/Name: ________________________    Date: ___________________  

Are you an undischarged/discharged bankrupt or have any bankruptcy proceedings started on you?   

            �  Yes �  No 

If yes, please specify: 

 

 

Have you ever suffered, or are suffering from any medical/mental condition, illness, disease or 

physical impairment?                              �  Yes �  No 

If yes, please specify, including treatment: 

 

Have you ever been convicted, or are under investigation in a court of law in any country? 

   �  Yes �  No 

If yes, please specify:  

Do you know or are related to any Board member, staff or patient in Kwong Wai Shiu Hospital?   

                 �  Yes �  No 

If yes, please specify name, designation and department/ward: 

 

 

 

Please give us 2 character referees who should know you well and are not your relatives. 

             

Name Occupation Years 

Known 

Email 

Address 

Contact Number 

 

 

    

 

 

    

 


