
BEEBE HEALTHCARE 

MARGARET H. ROLLINS SCHOOL OF NURSING 

Nursing 102 - Nt1rsing Care of Adults 
Volunteer Form 

2025 

Indicate(✓): Listed on pre-approved activities_ or pre-approved by Mrs. Zahner J 
Volunteer activity: ~\ .1o\-(\t'K~ \)(A:-\ l\t\\~ ~\ - u\t<O.t;,\ 'y~Oi'(f\ 

Date of activity: 31 \] \ 25 
Timeframeofactivity: lo:~l)- o:?)Q Qtn Total Hours: 2-~ f\{5 

Student signature: ~1~ 
Community Representative Name: Cl::w.wtu® v&'ua~ 
Community Representative Phone Number: 302 5 4 2.})q oS 
Description of Acti~ity: 1 bt\ftil \tJ\:\h mt St . Tuhidis fa~ 
:\hi\ \NOS~ mci :fu\r \'<)t ~ \~Th \t ¥a~ \2DXt\\-\:s 

~ ~ Th~ ~\).(c(\\ ~"°'a· ~ o.\sc> tt\QOO 

~t \<\ds \Ahfu ~ Y)()f"ltW0~ 1\ru\ -\'Ot~ X\Q.~ ~ ~ fu'f 
:mm\ (M'\t< :IDt ~\c\ ro-.."'~. 

·--~------~~-----. 
~ AIJ:, SUBMISSIONS MUST BE MADE WITHIN ONE WEEK OF COMPLETING THE 

~CflVITY, OR WITHIN ONE WEEK OF RETURN TO SCHOOL, IF COMPLETED 
BETWEEN SEMESTERS. VOLUNTEER HOURS SUBMITfED OUTSIDE OF TWS 

rrIME FRAME WILL NOT BE ACCEPTED! • 

STUDENT ELECTRONIC SIGNATURE ON THIS FORM VERIFIES ATTENDANCE. 
COMMUNITY REPRESENTATIVE NAME AND PHONE NUMBER MUST BE 

PROVIDED FOR PERIODIC AUDIT VERIFICATION PURPOSES. 

Snhmit this form via F.dvenee36fl Oron Rox or herd conv to Mrs. Zahner 
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