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	Date


	

	First Name


	

	Surname

(Last Name)
	

	Address


	

	Telephone:


	                         
	Mobile
	

	E-mail:
	


	Please tell us (tick) the area(s) in which you wish to volunteer, require a placement, partnership working or training enquiry   

	Please tick:   Volunteer    FORMCHECKBOX 
     Placement    FORMCHECKBOX 


	Advocacy                FORMCHECKBOX 
    Hospital Visiting     FORMCHECKBOX 
         Befriending             FORMCHECKBOX 
    Drop-ins     FORMCHECKBOX 

Fundraising            FORMCHECKBOX 
     Training      FORMCHECKBOX 
        Person centred Counselling          FORMCHECKBOX 
     
Social Care placement       FORMCHECKBOX 
     Social work placement     FORMCHECKBOX 
       Partnership working   FORMCHECKBOX 
    
Other (please state)   




	Please tell us why you wish to volunteer/placement/partnership with ACMHS – or if you are interested in us providing training in race and mental health, cultural awareness and mental well-being – let us know below.

	


	Have you had a Police check? (DBS/CRB)  Yes      FORMCHECKBOX 
       No    FORMCHECKBOX 
       




INITIAL CONTACT FORM RE: VOLUNTEERING, PLACEMENT, PARTNERSHIP OR TRAINING ENQUIRY





Submit









