




0MB Number 29DO-CJCJ9CJ 

Estimated Average: 15 min. 

VA 
U.S. Department 
ofVeterans Affairs 

APPLICATION FOR VOLUNTARY SERVICE
The Pilperwork Reduction Act of 1995 requires us to notify you that this information collection Is In accordance with the clearance requirements of section 35CJ7 of the 
Paperwork Reduction Act of 1995. We may not conduct or sponsor, and you are not required to respond to a collection of information unless It displays a valid 0MB 
number. We anticipate that the time expended by all Individuals who must complete this form will average 15 minutes. This Includes the time It will take to read 
instructions, gather the necessary facts and fill out the form. The form is used to assist personnel of both voluntary organizations, which recruit volunteers from their 
membership, and the VA In the selection, screening and placement of volunteers in the nationwide VA Voluntary Service program. The volunteer program supplement> 
the medical care and treatment of Veteran patients in all VA facilities. 
PRIVACY ACT INFORMATION: The information requested on this form is solicited under the authority of 38 U.S.C. 740S(a)(l)(D) and will be used In the selection and 
placement of potential volunteers In the VA Voluntary Service Program. The information you supply may be disclosed outside VA as permitted by law; possible 
disclosures Include those described In the 'routine uses' identified In the VA system of records 57VA135 Voluntary Service Records-VA, published in the Federal Register In 
accordance with the Privacy Act of 1974. The routine uses Include disclosures: in response to court subpoenas, to report apparent law violations to other Federal, State 
or local agencies charged with law enforcement responsibilities, to service organizations, employers and Unemployment Compensation Offices to confirm volunteer 
service, and to congressional offices at the request of the volunteer. Disclosure of the Information Is voluntary, however.failure to furnish the information will hamper 
our ability to arrange the most satisfactory assignment for you and the Department of Veterans Affairs. 

NAME (Last, First, Middle Initial) ADDRESS (Street, City, State and Zip Code) DATE 

DATE OF BIRTH 
TELEPHONE NUMBER E-MAIL ADDRESS 

I L.._I _____ __. �---- ----� .... _=�;;,:;;:,;;.-;:,;;,;;;;,;;.;:,;;--------' .... m-□-r.1--□-F�
ORGANIZATION MEMBERSHIP(S (Unit, Post, Cha ter, if Affiliated) ASil,illVIENI PREFERENCES 

,_ �-�I 2· l� __ ___.l_3-�I __ _____.] 
EXPERIENCE AND TRAIN ING (Special Skills/Abilities) 

I 

RESTRICTIONS, LIMITATIONS OF SERVICE (Hoal<h Coacom,, Modlratioo,, All.,g)o,, .. ,.) 

IN CASE OF EMERGENCY, P[EASE CONTACT (Name, Relationship, Phone Number) 

I 

I

VAILABIIJ1Y {Days ,.., TI mo,) 

Monetary Waiver; I hereby waive all dalms to monetary benefits for services rendered as a volunteer worker on a "without compensation basis" for 
an indefinite period. I understand that this waiver applies only to remuneration (compensation) for specific services rendered In the VA Voluntary 
Service (VAVS) Program and is not related to any other VA services or benefits to which I may be entitled. (NOTE: VA has entered Into this agreement 
by the authority of 38 U.S.C. 7405(a)(l)ID). This agreement may be canceled by either party upon written notice.) I hereby accept the volunteer 
appointment(s) as outlined above. 

Volunteer Signature Date 

I hereby appoint this applicant as a VA without-compensation employee subject to the provisions on this application. The above 
individual has b een provided b asic and assignment specific orientations which have been documented in the official volunteer folder 
located in the VA Voluntary Service Office. 

VAVS Program Manager - Appointing Official Signature Date 

OFFICE USE ONLY �------------------� 
1. SUPERVISOR 2. SUPERVISOO PHONE NUMBER 

3. ORIENTATIONS 4. UNIFORM

COMMENTS NAME AND TITLE OF REVIEWER DATE 

-�ll.___ ___ _,11� �
VA FORM 
FEB 2016 10-7055 EXISTING STOCK OF VA FORM 10-7055, MAY 2007, WILL BE USED. 
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• I 

TB SCREENING QUESTIONl'il�IRE • Upon Completion Submit to Employee Health 

You are here today for the purpose of screening for active tube&culosls, Tuberc�losls screening Is 
needed at lnltlal employment, with exposure to an active TB Case, and annually for sor_ne high-risk 
gfflU�. 

. 
I 

: 

: I 

You wlll need a screening chest x-ray, If you ever experience onr or more of the below symptoms. 
Please advise us If you shoul.d develop any of these In the futurq.

1 

. . 

• I 
. . 

Please provide the"followlng.lnformatlon for-your record IPleasp Print): 

I, 
Name: 

SSN: I
ntact Num

�er:_---
--

-
-

-
-

--
--

Service: Voluntary Sen1ice Date: 

Answer Yes or No to the followlng questions, or as asked: 
• Have you ever had a positive Ta test? YesO 

1. If positive, state when and where:
Have y9u ever had active TD.�Jseas-e? ______ :----------Ye_ s,,LJ-

2. Have you ever been vaccinated with DCG Vaccine? i Yes LJ 
I, 

No□ 
No□ 

3. If yes, when and at what age: ----------i j...----------T"""""'T"--,--, 
Have you had a chest X·ray? YesLJ No LJ 

I\. If so, what date: 
5. Have you ever be _e_n_g _lv_e _n _lN_H_o _r o- t-h -er _ m_ e_d-lc_a _tl_on..,1-af-ti:_r _fl _n _dl-ng-a -po_s_lt_lv _e _T_D __ Y_ e_s"TLJ-..---N -o..,.LJ--,

test? 1 
6; Have you temporarily or permanently resldep for er.eater than or Yes□ No □ 

equal to one month In a country with a high TD ra

�

? 
7. Are you currently on or plan to be on-lmmunosull) esslve therapy?
8. Have you been In close contact with an lndlvldual ho has been diagnosed with

Tn since your last m test! 
· I

.

9, Are you experlenclnff any of the following syfllptoms: 

a. Fever or feeling feverish?
. 

I 
• I 

b. Weight loss greater than 10 lbs. In the las� 6 months w/o trying?
I c. Loss of appetite? : , 

d. Productive and/or chronic cough?
I e. Night sweats? 

f. Fatigue?

g. Chest pain?
h. Shortness of breath?

i 
I 

I 
I 
I 

10, Have you had a COVID vaccine In the last 30 days? YesD_ Noll 

If so, when? Date ----

YesO 
Yes □ 

Yes 

Yes 
Yes 

Yes 

Yes 

Y�s 

Yes 
Yes 

NoLJ 
Nao 

No
§ No 

No 

No□ 
No□ 
No□ 
No□ 

NoLJ 
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