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Williamson County Medical Reserve Corps
(MRC)
Volunteer Application
CONTACT INFORMATION

Last Name 



      First Name 



 MI



Home Address


                      
__________________________________________

City 

             State             Zip

           Date of Birth 

/
/


Home E-mail



          
 Work E-mail 

            




Phones:
Home



   Work


_    Cell





Pager____________________  Other Phone_______________    Fax



    
Rank your contact information in order of priority (1 being most important)

          Home           Work          Cell           Pager  ____Other          Home E-mail           Work E-mail

PERSONAL INFORMATION

Occupation: ___________________________________________________________________


 FORMCHECKBOX 
 Full Time

 FORMCHECKBOX 
 Part Time

 FORMCHECKBOX 
 Retired

 FORMCHECKBOX 
 Student

Employer: _____________________________________________________________________

Special Skills: __________________________________________________________________
YES
NO

 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have a disability or health issue that would require special consideration?



Please explain briefly:  _______________________________________________  



__________________________________________________________________



__________________________________________________________________

 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have a current Texas Motor Vehicle License?   DL No. 
______

 FORMCHECKBOX 

 FORMCHECKBOX 

Do you have children who would need care in the event that you are activated?



How many children? 

  


Total number of immediate family living in household? 




LANGUAGE (S):

What languages do you speak and/or understand other than English?

Languages spoken: List and indicate level of fluency (circle one)

Language: ___________________________________

Excellent
Fair
Basic

Language: ___________________________________

Excellent
Fair
Basic 

MEDICAL PROFESSIONAL INFORMATION: Please select your Profession/Occupation

Professional Information (mark or circle all that apply)
 FORMCHECKBOX 
 Physician:  Area of Specialty:_______________________________________________ 

Board Certified?         FORMCHECKBOX 
Yes          FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Nurse:  RN         LVN         Nurse Practitioner    
Do you have prescriptive authority?    FORMCHECKBOX 
Yes          FORMCHECKBOX 
No    
Area of Specialty:_________________________________________
 FORMCHECKBOX 
 Emergency Medical Technician

 FORMCHECKBOX 
 Paramedic

 FORMCHECKBOX 
 Pharmacist
 FORMCHECKBOX 
 Pharmacist Tech
 FORMCHECKBOX 
 Mental Health Professionals       Credentials:____________________________________

 FORMCHECKBOX 
 Physician Assistant

 FORMCHECKBOX 
 Nurse Assistant

 FORMCHECKBOX 
 Medical Assistant

 FORMCHECKBOX 
 Dentist

 FORMCHECKBOX 
 Dental Hygienist
 FORMCHECKBOX 
 Veterinarian

 FORMCHECKBOX 
 Environmental Health Specialist

 FORMCHECKBOX 
 Health Educator

 FORMCHECKBOX 
 Health Technician Type____________________________________________________
 FORMCHECKBOX 
 Other___________________________________________________________________

License Number & Discipline:_____________________________________________________

License Number & Discipline:_____________________________________________________

YES
NO

 FORMCHECKBOX 

 FORMCHECKBOX 

Are you part of any other emergency/disaster alert system?

 FORMCHECKBOX 

 FORMCHECKBOX 

Have you ever had your professional license suspended or revoked?

 FORMCHECKBOX 

 FORMCHECKBOX 

Is your license currently active in TX without limitations?

If yes to any of the above please explain: ____________________________________________

______________________________________________________________________________

Specialty Information

Specialty/Subspecialty:___________________________________________________________

Board Certifications or other Certifications: __________________________________________

Specialty Skills related to emergency situations: _______________________________________

______________________________________________________________________________
Any other health related degrees, licenses or experience (please provide expiration dates of licenses): 
______________________________________________________________________________
______________________________________________________________________________

OTHER VOLUNTEER INFORMATION:

Would you like to volunteer outside of emergency preparedness?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No       FORMCHECKBOX 
Possibly

How often would you like to volunteer?   FORMCHECKBOX 
 Regularly      FORMCHECKBOX 
 Occasionally     FORMCHECKBOX 
 Emergency Only
BACKGROUND INFORMATION:

Have you ever been convicted of a felony or misdemeanor other than minor traffic violations?

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
If yes, please list 









What would inhibit or prohibit your from volunteering in a community wide public health emergency? (i.e. work, school, family):

______________________________________________________________________________

Is there any other information you would like to provide:
______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________

How did you hear about volunteering with WCCHD?:

EMERGENCY CONTACT INFORMATION:

Emergency Contact: ____________________________________________________________

Phone Number: ________________________
Alternate Phone: _____________________
Any other information we should be aware of: _______________________________________

_____________________________________________________________________________ 
Would you be interested in a leadership role within the Williamson County MRC?  

                        FORMCHECKBOX 
Yes           FORMCHECKBOX 
 Maybe           FORMCHECKBOX 
No

Documentation of vaccinations and/or communicable disease history may be required and requested for certain volunteer positions.

I certify that all the information on this application is current and accurate and I agree to help the Williamson County and Cities Health District to the best of my abilities.
______________________________________________


_________________

Signature








Date

When you are finished with this application please return by fax, mail, e-mail or drop-off to the 

Williamson County MRC Coordinator
WCCHD – Emergency Preparedness & Response
100 W. 3rd St.
Georgetown, TX 78626
Fax: 512-930-4017
Questions or comments can be directed to:  Mike Caudle, mcaudle@wcchd.org ,(512) 943-3665





  Or:  Ryan Moeller, rmoeller@wcchd.org , (512) 943-3661  
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