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19 Woodland Street, Suite 21
Hartford, Connecticut 06105
Phone: (860) 725-0171
Fax: (860) 725-0191
www.maltahouseofcare.org

Licensed Volunteer Application


Name: __________________________________________________________________

Mailing Address: _________________________________________________________

Town: ___________________________________	State/Zip: _____________________ 

Email: __________________________________________________________________

Work Phone: ________________________ 		Home Phone: __________________ 

Cell Phone: _________________________

DOB: ______________________________ 	Social Security Number: _______________

Emergency Contact Information: 

Name: __________________________________________________________________

Phone: _____________________________	Relationship: ________________________	 



Type of License: _____________________		License Number: _______________
Expiration Date: _____________________

Education and Degree: ___________________	Where obtained? _______________
Years of Experience: _____________________	Year of Graduation?
DEA License Number_____________________       Expiration  Date________________
CTCS License Number____________________        Expiration  Date  _______________

[bookmark: _GoBack]Other Language(s) Spoken: _________________________________________________
Have you ever been named as a defendant in a malpractice case? 	Yes □ No □
If yes, please explain: 
________________________________________________________________________
Have you ever had any disciplinary actions on your license? 	Yes □ No □
If yes, please explain: 
________________________________________________________________________

Area(s) of expertise or certification:  __________________________________________

Do you have any personal health problems that might affect your ability to perform any
aspect of your profession?	 					Yes □ No □
If yes, please explain: 
________________________________________________________________________




I hereby declare that the above questions have been answered to the best of my ability and that I have not omitted any material facts. I agree to abide by the regulations, rules, policies and procedures of the Administration, Medical Director and Medical Advisory Committee, as well as any amendments added thereto. I consent to the queries conducted on my behalf to the National Practitioner Data Bank (when applicable) for continued credentialing with the Malta House of Care, Inc. 



____________________	___________________________________ 	____________
Printed Name 			Signature 					Date
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