
 
 

 
 

 
 

Medical First Responder 
Volunteer Application Booklet 

 
Applicant’s Name:_________________________ 

 

City/ Town:_______________________________ 
 

Date Applied:_________________________ 
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Welcome to St. John Ambulance! 

 
 
Thank you for your interest in becoming a Medical First Responder (MFR) 
volunteer.  Our MFR volunteers regularly provide first aid coverage at events 
around New Brunswick.  We currently have MFR Units (groups of volunteers) in 
the following areas: Fredericton, Moncton, Saint John, Miramichi, Petitcodiac, 
Sussex and Salisbury. 
 
Inside this booklet you will find an application package containing: 
 

�  An application form  
�  Privacy policy sign off form 
�  An attestation form (a promise to report any occurrences with Police) 
�  A photo/ video release form 
�  A police check form (to take with you when requesting your Criminal 

Record Check with your local RCMP/Police Branch) 
 
Please send your completed booklet, along with a copy of your Criminal Record 
Check to the attention of the Manager of Community Services on the contact 
details below. 
 

St. John Ambulance 
New Brunswick Council 

PO Box 3599, Stn B 
Fredericton, NB  E3A 5J8 

Fax : (506) 452-8699 
  
Thank you for your interest in St. John Ambulance.  If you have any questions or 
concerns, please feel free to contact us at the numbers below. 
 
 
Sincerely, 
 
 
 
Manager of Community Services 
  
Toll Free: 1-800-563-9998  
Email: commserv@nb.sja.ca  
Website: www.sja.ca/nbLUNTEER APPLICATION FORM  
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APPLICATION FORM  
CONFIDENTIAL  
 
Please Print 
 
 
Full Name:_________________________________________ _____________ 
 
Social Insurance Number:  (required by our Insurance provider to offer polic y coverage for MFR volunteers 
while on duty)  
 
____________________________________________________ 
 
Date of Birth (D/M/Y):_____________________________ ________ 
 
Mailing Address (please include postal code): 
 
 
________________________________________________________________________ 
 
 
_________________________________________________________________________ 
 
Home Telephone:____________________________________ _ 
 
Work or Cellular Telephone (please circle):________ ___________________________ 
 
Email Address: ____________________________________ ____________ 
 
Present Employer / School:_________________________ ________________________ 
 
Present Occupation: (Please note: if you are currently employed in the field of emergency medicine you may 
be exempt from Medical First Responder Training, if  you can provide a proof of employment from your cu rrent 
employer, or challenge the MFR Course)  
 
_______________________________________________________ 
 
Other Spoken /Written Language(s): ________________ _____________ 
 
Category of Membership Sought: 
 
__ Administration 
 
__ Medical First Responder (16+ years old) 
 
__ Auxiliary (16+ years old) 
 
__ Other _________________________ 
 
Have you ever been denied membership in, or had membership involuntarily terminated with  
St. John Ambulance or any voluntary community service organization? 
 
__ Yes __ No 
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Current First Aid Certification: ( Class No., Organization and Date):____________________ 
 
__ Emergency 
 
__ Standard 
 
__ Advanced Level I 
 
__ Advanced Level II 
 
__ Instructor 
 
C.P.R. Certification: ( Class No., Organization, and Date): ______________________________ 
 
__ Heart Saver 
 
__ Basic Rescuer 
 
__ Instructor 
 
Professional Qualification:  ( Lic./Cert. No. and Province):______________________________  
 
Please circle M.D. R.N. R.N.A. E.M.C.A. E.M.A. E.M.T. 
 
Health Care: ( Class No. and Instructor):_______________________________________ 
 
Present or Previous Membership(s) in St. John or ot her Volunteer Experience 
 
(Organization, Location, When and Task(s)) 
 
 
1.____________________________________________________________________________ 
 
 
2.____________________________________________________________________________ 
 
 
3.____________________________________________________________________________ 
R APPLICANTS 18 YEARS OF AGE AND OLDER 
REFERENCES  
 
(Two must not be friends or relatives and one must know you for two or more years) 
(Name and Telephone Number) 
 
 
1.____________________________________________________________________________ 
 
 
2.____________________________________________________________________________ 
 
 
3.____________________________________________________________________________ 
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I understand that St. John Ambulance is required to  carry out references and other 
verification checks to determine my suitability as a member. Accordingly, I declare: 
 
(PLEASE INITIAL EACH STATEMENT) 
 
 
__ The information I have completed on the forms above is true and complete to the best of my                  
     knowledge. 
 
 
__ I understand that a false statement or failure to abide by the membership policies or other    
    misconduct may disqualify me from membership, or cause my dismissal. 
 
  
__ I acknowledge and agree that information received by St. John Ambulance from my reference    
    sponsors, will be held in strict confidence for the sole purpose of determining my membership    
    eligibility. 
 
  
__ I further waive any rights conferred under any Freedom/Access of Information statute with  
    respect to viewing or obtaining copies of any reference form in my file.  
 
 
__ I certify that I have not been convicted of a crime for which a pardon has not been granted.  
 
 
__ I consent to undergo a police records check as part of the selection process.  
 
 
__ I acknowledge that any uniform, official material, or identification issued to me by St. John  
    Ambulance remains the property of the organization, and must be returned upon my  
    resignation, termination, transfer, or on demand. 
 
 
FOR MEMBERSHIP AS A MEDICAL FIRST RESPONDER (16+ ye ars old): 
 
 
__ I understand that if a valid first aid certificate is required for the level of membership I am  
    seeking, proof will be required before my application is approved. 
 
 
__ I understand that as a medical first responder, I may be called upon from time to time to       
    provide assistance to persons who have suffered physical injury or illness that may be     
    contagious.  
 
 
__ I am not aware of any personal sensitivity or condition that would prevent me from carrying out  
    my functions, including offering patient care to persons who have suffered physical injury or    
    illness. 
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I understand and agree to abide by the membership r equirements of St. John Ambulance. I 
am unaware of any reason why I would not be a suita ble member. 
 
 
Date:________________________ 
 
 
Signature of Applicant:____________________________ _____________ 
 
I have provided all necessary information to the ap plicant and believe the applicant 
understands all membership requirements. 
 
 
Date:_______________________ 
 
 
Signature of Interviewer: _________________________ _____________OR APPLICANTS 
UNDER 18 YEARS OF AGE 
I understand that St. John Ambulance is required to  determine the suitability of all 
applicants. Accordingly, I declare that: 
 
 
(PLEASE INITIAL EACH STATEMENT) 
 
 
__ The above information provided on this application is true and complete to the best of my 
    knowledge. 
 
 
__ I understand that failure to abide by the membership policies or other misconduct may     
    disqualify the applicant from membership, or cause their dismissal. 
 
 
__ I acknowledge that any uniform, official material or identification issued by St. John Ambulance 
    remains the property of the organization, and must be returned upon resignation, termination, 
    transfer, or on demand. 
 
Please Note:  Applicants 16-17 years of age not residing with a parent or guardian may sign as 
adults age 18+. 
 
Signature of Applicant (under 18 years of age):____________________________________ 
 
I have provided all necessary information about my role with St. John Ambulance to my 
parent/guardian, and believe they understand all me mbership requirements. 
 
Date:___________________________ 
 
 
Signature of Interviewer:__________________________ _____________ 
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St. John Ambulance (SJA) is a charitable organization whose mission is to enable Canadians to 
improve their health, safety and quality of life by providing training and community service.  Our 
members include Members of the Most Venerable Order of the Hospital of St. John of Jerusalem 
(the “Order”), volunteers, Instructors, Fellowships, donors and employees.  Our services and 
programs are delivered through our provincial and territorial councils, which are provincially 
incorporated charities, across Canada.  Within this Privacy Policy, St. John Ambulance refers to 
the National Office and its provincial and territorial councils and their respective operating centres 
(branches).   

St. John Ambulance’s Commitment to Your Privacy 

St. John Ambulance is committed to protecting all the personal information that you share with us 
when you become a member of St. John.  We value the trust of our members.  As part of our 
commitment to you we want to you to know why we ask you to share your information with us, 
how we use it and to provide you with the opportunity to change or update your information to 
ensure its accuracy. 

How does St. John Ambulance define Personal Informa tion? 

Personal information refers to information that can specifically identify you as an individual such 
as age, name, purchasing and spending habits, marital status, family status, education, home 
address and telephone number including credit card information or transaction records. 

How do we collect, use and disclose your informatio n? 

We collect your personal information at the time you submit your application to become a 
volunteer; when you apply to be an instructor; when you make a donation to St. John Ambulance; 
to determine your eligibility for an award, promotion or appointment, when you apply for any one 
of St. John Ambulance’s bursary programs or when you apply for an employee position.  
Personal information is collected to ensure we have the proper information to advise you of 
various events, community service programs, product and/or other services, to provide you with a 
charitable receipt and to ensure the maintenance of proper and accurate records. 
 
Your information is used for the purpose for which you have provided it.  We want you to know 
that we do not rent, sell or trade your information with any other organization.  As a member, you 
may receive SJA newsletters pertaining to your interests and/or function within SJA, SJA notices 
and other types of SJA information on an on-going basis.  As a member with SJA, your personal 
information including your years of service, volunteer hours, appointment and awards, and 
activities is retained as an historical record.  To meet business requirements, any invoice, receipt 
of payment confirmation information, charitable receipts information and employment record with 
SJA is retained.  
 
St. John Ambulance protects your personal information you share with us by ensuring its security.   
All personal information is located on a secure site and information stored on our servers and/or 
databases are user id and password protected.    
 
Sharing Personal Information 
St. John Ambulance will not use or disclose personal information except for the purpose for which 
it was collected unless you have consented or as required by law.   
 
At your request, you may access your personal information, at any time, by contacting your 
closest St. John Ambulance office.   
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Your Privacy Choices 
You have a choice when it concerns your personal information.  To confirm or change any of your 
preferences or withdraw your consent at anytime, you can contact any St. John Ambulance office 
in your area.  Please be aware that withdrawing your consent may prevent us from providing you 
with material or information on St. John Ambulance. 
 
Please forward any complaints concerning your personal information to the CEO or Executive 
Director of your Provincial / Territorial Council.  For complete details on our privacy code, please 
visit www.sja.ca or contact the St. John Ambulance Provincial / Territorial Office in your 
jurisdiction.   
�

 
 

PRIVACY POLICY SIGN-OFF SHEET 

St. John Ambulance is committed to protecting the accuracy, confidentiality and 
privacy of information and adhere to all legislative requirements respecting the 
privacy of personal information.  All personnel, instructors, volunteers and other 
members who work, volunteer and/or are contracted by St. John Ambulance and 
who have access to personal information as a means of carrying out their duties 
and/or delivery of training and community services have a moral and legal 
obligation to protect an individual’s personal information.   

 
I, _________     understand, accept, and will abide by the St. 
John Ambulance Privacy Policy.  I understand that any violation of this policy is 
unethical and may constitute a criminal offense.  Should I commit any violation to 
the St. John Ambulance Privacy Policy, I understand that my privileges may be 
revoked; disciplinary and/or appropriate legal action may be taken. 
 
________________________________________ 
Name (Please Print) 
 
_______________________________________________________________  
   
Signature         Date: MM/DD/YY 
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Attestation Form 

 
This form must be completed and signed annually by all St. John Ambulance volunteers, instructors, and 
employees age 16 years and over. 
 
I attest that: 
I will notify my immediate supervisor if I become the subject of a criminal investigation, if any charges are 
brought against me, or if my driver’s license is suspended or restricted for any reason (provided that driving 
is a requirement of my SJA role). 
 
Please fill in personal information and check the appropriate box 
 

Date:   _________________________________________________ 
 
Name (please print): _________________________________________________ 
 
Address:  _________________________________________________ 
 
   __________________________________________________ 
 
Telephone Number: ______________________________________  
 
I am 16 years of age or older:  Yes  �   No  �  
 
�  There have been no occurrences as described above since my last attestation, if any, or in any event, 

in the previous year; OR 
 
�  I reported all occurrences as described above to my immediate supervisor at the time of the 

occurrence.  
 
I hereby attest that the information disclosed herein is true, complete, and accurate to the best of my 
knowledge and belief. I understand that false information stated in this attestation shall be sufficient cause 
for dismissal. 

Signature:   _____________________________________ Date:   ________________ 
 

Name of Immediate Supervisor:   _________________________________ 
 

Signature of Immediate Supervisor:  ______________________________ 

Original completed form is to be forwarded to: 
�
������� � ���������� � � ���� � !"� �#$%�&"'(� �)� ' ##���(*� � � + %� � ���,&'+�� � � %�� �(�) "&�� �"- �#&�� "� .���� $(�
#&�"�&�"(*�  "�  %�� *&�&$&)(� )+)�(#�� � �! %�*� + %� .�)! � � � &''())� &"*/ �� %�*&�(� �!�)� �"- �#&�� "0� ��(&)(� '  "�&'�� + %��
�%�(�,�) ����1 ��-%��!(���"- �#&�� "�&$ %������� !" ��#$%�&"'(2)����,&'+�� ��'+0���(&)(�' "�&'��+ %���� ��� !"��#$%�&"'(2)�
� %"'��2)����,&'+�3--�'(��&)���)�(*� "� ...�)4&�'& ��
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Photo/Video Permission and Release Form 
 

Name of Participant: 

Date of Birth of Participant: 

Parent/Guardian (if applicable): 

_______________________________________________________________________ 

________________________________   Age of Participant:   _____________________ 

_______________________________________________________________________ 

 
Please check both boxes below, where applicable: 
�   I acknowledge and consent to the following: 

·  On behalf of myself and/or my child, I give permission to St. John Ambulance to record, film and/or photograph 
myself and/or my child in connection with my/his/her participation in St. John Ambulance activities or events. 

·  I agree that all recordings, films and photographs of myself and/or my child that I submit to or that are taken or 
created by St. John Ambulance (the “Materials”) are the property of St. John Ambulance and may be reproduced, in 
whole or in part, by St. John Ambulance in any format (including, but not limited to: newsletters, booth displays, 
brochures, digital media, public service announcements, online newsletters and on the world wide web) and St. John 
Ambulance may transfer the rights in this (these) photograph (s), video (s), music or voices to others for use in the 
promotion of St. John Ambulance, and may rely on this consent. 

·  I agree that the Materials may be used or reproduced at any time at the discretion of St. John Ambulance.  I agree 
that St. John Ambulance may discontinue use of the Materials without notice. 

·  I agree that St. John Ambulance will exclusively own all rights, including copyright, in the Materials and all 
components thereof, and that St. John Ambulance may use the Materials throughout the world, in any manner and in 
all media as St. John Ambulance may deem appropriate. 

·  On behalf of myself and/or my child, I release St. John Ambulance from any claims or actions that I or my child 
may have arising out of the use by St. John Ambulance of any of the Materials by any person.  I agree that St. John 
Ambulance may freely assign the rights granted herein to any third party in the sole discretion of St. John 
Ambulance. 

·  On behalf of myself and/or my child, I waive any rights of compensation or ownership of the Materials, including 
photographs or pictures taken of me, regardless of modifications, alterations or juxtapositions including publication 
and any trade and advertising purposes. 

�  On behalf of myself and/or my child, I agree that St. John Ambulance may publish or reproduce my or my child’s 
name(s), and location details in connection with the Materials, as required. 

 

Authorization:  �  I am the age of majority* and I am signing on my own behalf. 

 * Age of majority: 18 years in AB, MB, ON, PEI, QC, and SK; 19 years in BC, NT, NU, NB, NS, 
NL, YU 

 Signature:  

 
 

�  I am the parent or legal guardian of the Participant and I am signing on behalf of the 
Participant. 

 Relationship to Participant:  

Signature:  
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Participant Information: 
Date Signed:   Address:  

Telephone 
(H): 

  City:  

Telephone 
(W): 

  Province/State:  

Email:   Postal/Zip 
Code:  

Organization:   Country:  

 
Privacy Statement: St. John Ambulance values your privacy.  The information contained herein will be used for the 
purposes as identified above and St. John Ambulance will only release information to which you have consented.  Please 
contact privacy@sja.ca for further information on our privacy policy as required. 
 

For Internal Use Only 
Contact Name  SJA Photo 

Code: 
 

Position:  Date Received:  
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Thank you for completing your St. John Ambulance volunteer application booklet.  
The last page contains a sheet that you can detach and bring with you to your 
local RCMP Branch or Police Department to have your Criminal Record Check 
processed. 
 
Please be aware that we are only able to process me mbership applications 
when all paperwork has been received by our Provinc ial Office (including a 
copy of your Criminal Record Check). 
 
Next Steps:  
 
Once your completed application booklet and Criminal Record Check have been 
received and processed by our provincial office, you will be put in contact with the 
Unit Leader in your area who will arrange an informal meeting and orientation.  
They will then work with you to arrange a time for you to take your Medical First 
Responder Training, have a digital picture taken of you (or submitted by you) to 
send away for your St. John Ambulance ID Badge, as well as arrangements for 
you to take part in our Human Rights Course.  This process will take place over 
your first few probationary months and once complete, you will become a full 
volunteer member of St. John Ambulance. 
�

�
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FOR OFFICE USE ONLY 
 
 
 
APPLICANT ACCEPTED /DECLINED BY: __________________ _______________ 
 
APPLICANT NOTIFIED BY (name):______________________ ________________ 
 
REASONS:___________________________________________________________________  
 
DATE:________________________________ 
 
UNIT NAME:______________________________________ 
 
ORIENTATION/TRAINING DATE:_________________________ ______ 
 
PLACEMENT/TRIAL/PROBATION DATE:____________________ _______ 
 
THIS SECTION TO BE COMPLETED ONLY IF APPLICANT HAS BEEN ACCEPTED 
 
IN CASE OF EMERGENCY, NOTIFY: (include phone number ): 
 
_________________________________________________________________________ 
 
FOR DRIVERS POSITIONS ONLY 
 
Driver License # Defensive Driving Certificate?________________________________________ 
 
__ Yes __ No 
 
Date: __________________________ 
 
Have you ever been denied a license, permit or privilege to operate a 
motor vehicle? 
 
__Yes __ No 
 
Has any license, permit or privilege ever been suspended or revoked? __ Yes __No 
 
Please attach a record of any accidents or traffic convictions (moving violations only) for the past 
five (5) years. 

 
�
�
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Notes:  
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Attn: Police Dept. /RCMP Detachment 
 
 
This individual has applied to St. John Ambulance, in order to 
volunteer within their community as a Medical First Responder.  One 
aspect of the St. John Ambulance screening process involves 
receiving a Criminal Record Check from all potential volunteers due 
to the vulnerable populations that we often are in contact with through 
our services.  
 
We appreciate your assistance in completing this step of our 
screening process as we provide this service to the people of our 
community.  If there are any considerations you can offer this 
individual with respect to the fee for providing a copy of the Criminal 
Records Check, it would be greatly appreciated by St. John 
Ambulance, New Brunswick Council.   
 
If you have any questions please feel free to call me on 1-800-563-
9998 or my email address commserv@nb.sja.ca .   
 
Thank you for your assistance in this matter. 
 
 
Yours sincerely, 
 
 
 
Manager of Community Services 
St. John Ambulance, New Brunswick Council 
 


