Student Name:

Campus:

College & Community
Volunteer Activities Form

Student ID:

Program:

Please list volunteer activities within the last five years.

College /
Community
Name of Organization/ Activity (describe your role) or High Time StartDate End Date
Group & contact person School Commitment (dd/mmlyy) | (dd/mmlyy)
One- time [ ]
Weekly [ ]
College [ ] Monthly []
Community[ ]| Yearly ]
High School [ ] Approx hours:
One- time []
Weekly O
College  [] Monthly []
Community [ ]| Yearly ]
High School [ ] Approx hours:
One- time [
Weekly [
College ] Monthly []
Community[]| Yearly ]
High School|:| Approx hours:
One- time [ ]
Weekly []]
College | Monthly []
Community ]| Yearly OJ
High School [ ] Approx hours:
One- time [ ]
Weekly []
College | Monthly []
Community[ ]| Yearly [l
High School[] Approx hours:
One- time [
Weekly []
College | Monthly []
Community[ ]| Yearly ]
High School [ ] Approx hours:
One- time []
Weekly []]
College ] Monthly []
Community[T]| Yearly .
High School [ ] Approx hours:

Please make additional copies of this page, if necessary
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