
    

 

Volunteers in Pastoral Services (VIPS) 
Application Form 

Print or type responses and mail completed application to the 
address indicated below. 

Pastoral Services Office Use Only:  
Schedule:   __ On Call   __Scheduled   __PRN   ___Other   Days: _______________________ 

 
__ Interview Complete   __Background Check Complete   ___Original Competency Review Complete   

Directory Information 

Name:  __________________________________________________________________________________________ 

Mailing address:  ____________________________________  City:_______________________________   ST:  ________ 

Country & ZIP:___________ _________________________Email: ___________________________________________ 

HmPh:____________________  WkPh:___________________  Fax: ____________________Cell Phone______________ 

Permanent address:___________________________________  City:______________________________  ST: _________ 

ZIP:____________   Country: _______________________________  Alt Email: _________________________________ 

Denomination/Faith Group Affiliation:  ___________________________________________________________________ 

Jurisdiction/District/Diocese/Conference/Assoc: _____________________________________________________________ 

Jurisdictional Authority (name/title): _____________________________________________________________________ 

Local Church & Ministry Position:  _______________________________________________________________________ 

Ordained/Licensed/Appointed:  _____________________________________  Date: _______________________________ 

College: Degree/Date:  _______________________________________________________________________________ 

Seminary: Degree/Date: ______________________________________________________________________________ 

Grad Schl: Degree/Date: ______________________________________________________________________________ 

CPE Dates:   Center              Supervisor 

______________________     _____________________________________________     ________________________ 

References 
 
Faith Community/Church Reference (Name/Title, e.g. Pastor): ___________________________________________________ 

Ph:____________________________  Address:  _________________________________________________________ 

City:______________________________   ST: ________  ZIP:  ______________  Email:__________________________ 

Denominational Reference (if clergy, applicant, name/title): _____________________________________________________ 

Ph:____________________________  Address:  _________________________________________________________ 

City:______________________________   ST: ________  ZIP:  ______________  Email:__________________________ 

Personal Reference (name/relationship): __________________________________________________________________ 

Ph:____________________________  Address:  _________________________________________________________ 

City:______________________________   ST: ________  ZIP:  ______________  Email:__________________________ 

 
Signature of applicant:  _______________________________________________  Date: _________________ 

 
Please send your completed application materials to: 

McLeod Regional Medical Center | Department of Pastoral Services 
PO Box 100551      Florence, SC 29502-0551 
Phone:   843-777-2119 Fax: 843-777-2125 


