
 

RotaCare Pittsburg Free Medical Clinic 
At the Society of St. Vincent de Paul 
 
Name: ____________________________________________________________________ 
 
Address: __________________________________________________________________ 
 
Phone:  ___________________________________________________________________ 
 
Email:  ____________________________________________________________________ 
 
 
(Any special skills/training that may be helpful to The RotaCare Pittsburg Free Medical Clinic.) 
 
__________________________________________________________________________ 
(Example: Computer, Medical, Administrative, Bi-lingual, etc…) 
 
Amount of hours you are able to volunteer: 

Per week: __________________ 
Per month: _________________ 
Occasionally or Special projects only: ____ ________ _ 
 
Days and times that you are available to volunteer: (Please check) 

Monday _____ Tuesday _____ Wednesday _____ Thursday _____ Friday _____ 
Saturday _____ Sunday _____ 
Weekday mornings, (8:00AM to 11:00AM ) _____ 
Weekday afternoons, (12:00PM to 3:00PM) _____ 
Weekday evenings, (5:00PM to 7:00PM) _____ 
Saturday mornings _____ Saturday Afternoons _____ 
Sunday mornings_____ Sunday Afternoon _____ 
 
Volunteer opportunities that you may be interested in: (Circle) 

Administrative Direct Client Service   Fundraising 
Database Home Visits     Corporate Sponsorship 
Client records Advocacy    Annual Fundraising Events 
Correspondence Health Training   Rotary Events 
Grant Writing Public Relations   Medical Equipment/Supplies 



 
RotaCare Pittsburg Free Medical Clinic 
At the Society of St. Vincent de Paul   CONTACT SHEET 
2210 Gladstone Drive 
Pittsburg CA 94565 
P (925) 439-5060 F (925) 439-7863 

 Interested in volunteering _____ hours per  week  month  AM  PM 

 
_______________________________  _______________________________ 
Source of Referral      Specialty 
 

Preferred time per patient visit  15 minutes  20 minutes 

 
Preferred days of week to volunteer:  M  T  W  TH  F  S 
 
FULL NAME __________________________________________________________ 
 
OFFICE ADDRESS _____________________________________________________ 
 
HOME ADDRESS ______________________________________________________ 
 
PHONE ____________________________________ 
 
FAX______________________EMAIL ______________________________________ 

 Retired   currently practicing   Prior volunteer 

Ever worked in a free clinic before?  yes  no 

If you answered yes: 
 
Where ___________________________    When  ___________ 
How many hours did you volunteer?  Week _____   Month ___________ 
How many hours are you available?  Week _____   Month ___________ 
Preferences? 
_________________________________________________________________ 
_________________________________________________________________ 

License #  _________________________________   Current? __ yes __ no 

DEA # ___________________  Current malpractice insurance?    __ yes __ no 

Photo copy of license _________  License checked __________________ 




