
 

 

                Volunteer Information Form 

 
 

Please return this Form to League Against Cancer 

2180 SW 12 Ave. Miami, Florida, 33129   Fax: (3058568172 

Name: ________________________________________________________________________ 

Home Address: _________________________________________________________________ 

City: _______________________________________   Zip:  ____________________________ 

Home Telephone:   (______)____________________    DOB:____________________________ 

 

Occupation: ____________________________________________________________________ 

Name of Company: ______________________________________________________________ 

Work Address: __________________________________________________________________ 

City: _______________________________________   Zip:  _____________________________ 

Work Telephone: (______)____________________          Fax: (______)___________________ 

Email:_________________________________________________________________________ 

        

Languages Spoken: _____________________________________________________________________      

Are you a cancer survivor?   YES ______ NO _______ 

Day and times available to Volunteer? 
 

 Mon  from _____________am  pm    to __________________ am  pm  

 Tue  from _____________am  pm    to __________________ am  pm  

 Wed  from _____________am  pm    to __________________ am  pm  

 Thu  from _____________am  pm    to __________________ am  pm  

 Fri   from _____________am  pm    to __________________ am  pm  

 

 

 Clerical support. 

 Fund Raising support. 

 Patient Assistance. 

 Volunteer for League’s Events. 

Briefly tell us how you became interested in volunteering with League Against Cancer: ____________  

______________________________________________________________________________________ 

 


