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Georgia ChapterGeorgia ChapterGeorgia ChapterGeorgia Chapter    
                            VVVVOLUNTEER QUESTIONAIRE OLUNTEER QUESTIONAIRE OLUNTEER QUESTIONAIRE OLUNTEER QUESTIONAIRE     

 

Name: _____________________________________________       Date of Birth: ____________ 
 

Home Address:______________________________________________________________ 
 

City:__________________________________  State:_____________  Zip:_______________ 
 

Home Phone: ______________  Work Phone: ________________  E-mail: ____________________ 
 

Employer: _________________________________________________________________ 
If you are employed: Is your employer a potential donor for goods, services, or funding? _________       
Does your employer match contributions to CCFA?  _____ Yes   ____ No (Check with your personnel or community relations office). 
 

I.  Please check the statement which best describes you:I.  Please check the statement which best describes you:I.  Please check the statement which best describes you:I.  Please check the statement which best describes you:    
 

____ I have inflammatory bowel disease (IBD)     ____Crohn's disease        ____ulcerative colitis 
 

____ I have a family member who is an IBD patient.    Relationship to you:  ________________________ 
 

____ I am not an IBD patient nor do I have relatives who are, but I care about those who suffer from                  
              Crohn's disease and ulcerative colitis. 

 

II.   Please check the areas of interest in which you might like to volunteer:  II.   Please check the areas of interest in which you might like to volunteer:  II.   Please check the areas of interest in which you might like to volunteer:  II.   Please check the areas of interest in which you might like to volunteer:      
    

_____ Administrative Volunteer (Working in the Chapter Office) 
 

        _____Special Events (General)   
  ____ Walk-a-thon  ____Torch Gala    ____Golf Tournament    ____Kids Programs 

   

____  Education Programs    ____ Newsletter  ____Support Groups/One-on-One                         
 

____ Speakers' Bureau  ____Outreach (Health Fairs, membership recruiting, etc.)  
 

Other________________________________________________________________ 
      
III.  Please check your skills/interests:III.  Please check your skills/interests:III.  Please check your skills/interests:III.  Please check your skills/interests:    
 

_____ Office Work _____ Access Database  _____ Data processing ____ Mailings    
_____ Phone Calls _____ Counselor/Chaperone  _____ Registration  ____ Graphic Design    
_____ Fundraising _____ Public Relations _____ Committee Interest 
Other: ________________ 

 

Availability:  _____Morning ____ Afternoon ____ Evening 
                      ____ Mon. ____Tues. ____Wed. ____Thurs. ____ Fri.  ____Sat. ____ Sun. 
          ____ Day of Event Help ____ At Home Work     
 

Signature: ___________________________________   Date: ______________________ 
 

Thank you for completing this questionnaire.   Please mail Thank you for completing this questionnaire.   Please mail Thank you for completing this questionnaire.   Please mail Thank you for completing this questionnaire.   Please mail to:to:to:to:  
CCFA-  2250 North Druid Hills Road Suite 250 Atlanta, GA 30329 or Fax 404-982-0656 

 

If you have any questions about this questionnaire or about volunteering for CCFA, please call Angel Whitworth at 404-982-0616  


