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Island County Sheriff’s Office

Application For Volunteer Service
Date of Application ____________

The Island County Sheriff’s Office welcomes and encourages applications from all interested persons, regardless of race, creed, sex, national origin, marital status, age or physical or mental disability: any other decision must be based upon a bona fide occupational disqualification (State law, RCW 46.90 and WAC 162).

NAME:____________________________________________________________


     last    



first


middle

Please list any other names by which you’ve been known (included Nickname/Maiden name):
_____________________________________________________________________________________

Street

Address:______________________________________________________________________


      number    street                                           city                          state       zip

Mailing Address

(if different) __________________________________________________________________



number    street                                    city                           state      zip

Home Phone (______)_______ - _________ Cell Phone (______)________ - __________

Work phone (______)________ - _________  e-mail address __________________________  
WA Driver’s License # __________________Social Security Number _______-_____-______

Date of Birth ______________ Place of Birth _______________________________________

Height __________  Weight ____________ Hair Color ____________ Eye Color __________

Blood type _________  States resided in since age 18 _________________________________

Available to work; Days of week/Times of Day _____________________________________

Secondary Schooling __________________ grade completed ______________ year ________

school _____________________ city/state _________________________________________

I am interested in SCP Patrol (Y/N)__________ SCP Office (Y/N)____________________

References: Not including relatives:

Name 





Address



Phone
__________________________________________________________________

Additional Comments:

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

Island County Sheriff’s Office

CONSENT TO RELEASE INFORMATION AND RELEASE FROM LIABILITY
TO WHOM IT MAY CONCERN:  

I am an applicant for an unpaid position with the ICSO (Island County Sheriff’s Office).  The Department needs to thoroughly investigate my employment background and personal history to evaluate my qualifications to hold the position for which I have applied.  I have authorized ICSO to gather all available information regarding my employment background and personal history and other information which may be of a confidential or privileged nature.  

I, the undersigned, authorize you to furnish ICSO any and all information that you have concerning me, including without limitation my work record, my background and reputation, my criminal history; including any arrest records and any and all information contained in the investigative files, and any other personal records, including medical, psychological, military service or financial matters.  Information of a confidential or privileged nature may be included in the materials you provide to ICSO.  I further specifically consent to the Washington Department of Revenue’s release of any tax returns, as defined by RCW, filed by, on behalf of, or with the respect to me, and any tax information, as defined by RCW, that pertains to me.  I request your cooperation in supplying this information to the ICSO in response to a request from that Office.  

I hereby agree to release you and those who supplied you with the above information, your company or organization, the County of Island, its employees, and ICSO from any liability for any and all damage which may result from furnishing the requested information.

I understand my rights under Title 5, United States Code, Section 552a, the Privacy Act of 1974, with regard to disclosure of records, and I waive those rights with the understanding that information furnished will be used by the ICOS in conjunction with employee procedures.  I will make no attempt to gain access to the information provided by you to ICSO.  
______________________________________________________________________________________________________________________________

 Signature                                  





Date

______________________________________________________________________________________________________________________________

Printed Name                       



State Driver’s License Number

______________________________________________________________________________________________________________________________

Current Address

______________________________________________________________________________________________________________________________Date of Birth


Place of Birth


Social Security Number

______________________________________________________________________________________________________________________________

Height


Weight


Hair Color


_____________________________________________________________________________________________________________________________Eye Color



Aliases

Witness:

_____________________________________________________________________________Date__________________________________________
A Photocopy or other electronic reproduction of this form shall be as valid as the original.
Island County Sheriff’s Office

OATH OF CONFIDENTIALITY

1. The Undersigned will access ICSO (Island County Sheriff’s Office) records only as necessary to perform assigned duties, as per agreement and policy.

2. The undersigned agrees to not divulge, publish or otherwise make known to anyone except criminal justice employees (or by extension, employees of an agency with a signed cooperative agreement), orally or in writing, including facsimile or electronic transmission, information gained through access to ICSO records.

3. Further, the undersigned agrees to not divulge, publish, or otherwise make known information pertinent to ICSO that may be gained through observation, communication or other contact in the performance of assigned duties, except as provided by ICSO agreement and/or Departmental Rules and Regulations. 

4. It is understood and agreed that the foregoing conditions do not cease at such time as the undersigned is no longer serving in an assignment with ICSO.  The undersigned is permanently bound by this clause.   

5. Violations of any or all of these conditions by or through the undersigned will result in

A. Termination of assignment status (paid or unpaid, direct or through agreement with participating/cooperating agency/department/organization). 

B. Revocation of any special and/or limited commission and/or ID card.

C. Possible criminal prosecution or civil litigation.  

I, the undersigned, have read the foregoing and agree to comply with the terms as stated and/or implied:

Dated this ______________________day of ____________________________20_________at___________________________Washington.

______________________________________________________________________________________________________________________

Applicant’s signature

______________________________________________________________________________________________________________________

Printed name of Applicant

______________________________________________________________________________________________________________________

Parent/Guardian signature if Applicant under age 18

______________________________________________________________________________________________________________________

Witness                                          





Date/Time
ISLAND COUNTY SHERIFF’S OFFICE

DECLARATION OF ASSUMPTION OF RISK AND RELEASE OF LIABILITY

(Please read this document in full before signing)

I,_____________________________________________the undersigned, declare the following:

I am _____ years of age, in good health and am not a member of the Island County Sheriff’s Office.  I have made a voluntary request to participate in the Sheriff’s Citizen Patrol Program of the Island County Sheriff’s Office.  I have read the job description for the Sheriff’s Office Citizen Patrol Program and agree to comply with all provisions included in the job description.

I understand the Island County Sheriff’s Office will allow me to participate in its Sheriff’s Citizen Patrol Program or condition that I release the County of Risk involved in said participation, and that I released Island County, it’s deputies, agents and employees from all liability and I agree to these conditions.  I further understand that I might be required to be a witness in court proceedings as a result of actions which I might observe.  

I understand the duties of the Island County Sheriff’s Office are inherently dangerous and I may be subjected to the risk of death or personal injury or damage to my property during my participation in the Sheriff’s Citizen Patrol Program.  I further understand said risks my arise from but are not limited to, civil disturbances, explosions or shootings, the effects of wind, rain, fire and gas, assaults/batteries and vehicular collision: and I freely and voluntarily assume all of said inherent risks, whether or not they are listed herein.

In consideration of my being permitted to participate in the Sheriff’s Citizen Patrol Program, I agree to be bound by all orders, rules and regulations concerning my participation; to promptly obey all instructions of any deputy, shift sergeant, etc.; and to release Island County it’s deputies, agents and employees from any liability arising from my said participation.  I have had the above mentioned risks fully explained to me and have read and understand the contents of this document and I fully assume such risks and sign this document of my own free will.  I declare under the penalty of perjury that the foregoing it true and correct.  

Executed this_______________ day of___________________________ 20____________

Signature of Volunteer

---------------------------------------------------------------------------------------------------------------------

I, Doctor___________________________ verify that __________________________________

is in satisfactory health and physically able to perform the duties and responsibilities that are described in the job description for the Sheriff’s Citizen Patrol Program.

_____________________________________________       _____________________________

Signature of Physician                                                             Date

NOTE- Doctors signature not required for Office Volunteer applicants

VOLUNTEER JOB DESCRIPTION – ISLAND COUNTY SHERIFF
SHERIFF’S CITIZEN PATROL

A Sheriff’s Citizen Patrol (SCP) volunteer works as a part of a two person team patrolling residential and business areas within the boundaries of Island County.  SCP volunteers also perform house checks on residences of vacationing property owners.  If problems are notice, dispatch (ICOM) is contacted and a deputy will respond.  Additional duties may include backup traffic control at various events as requested by the Sheriff or his staff.  Volunteers do not attempt to enforce laws, and carrying of weapons is prohibited.
The Island County Sheriff’s Office will provided uniforms, vehicle, communications and any other required equipment.  Training will be provided.  Volunteers are required to have a valid driver’s license and be able to operate a vehicle within the law (this includes a check ride with a Sheriff’s staff member), be observant, able to deal with the public in a professional and courteous manner and be available to work a minimum of two four hour shifts per month.  

Applicants must complete the required application, including an oath of confidentiality and agree to a background check, fingerprinting and other required paperwork before approval as a SCP member.  

OFFICE ASSISTANT 

An Office Assistant volunteer acts as a receptionist for the South Precinct Office, weekdays from 9:00 a.m. to 5:00 p.m.  Shifts are divided into two four hours shifts per day.  The volunteer will be assigned to work one four hour shift per week.

Duties include answering the phone (mainly interoffice calls), making copies, directing the public to the proper agency, writing receipts, issuing various forms to visitors, recording the number of phone call and walk-in visitors, and taking messages.  There is a computer that can be used, but computer knowledge is not a requirement.  

Citizens come into the office to pick up gun permits, voice complaints, talk to a deputy, ask all kinds of questions, bring in found items, have their fingerprints taken and a host of other things, too numerous to mention.  Every day is different.  A detailed Procedures Manual is available and assistance is always available by phone from the main office in Coupeville and the ICOM Dispatch Center (911).  This is a low-impact (physical strength) position for a self-motivated individual.  

Applicants must complete the required application, including an oath of confidentiality and agree to a background check, fingerprinting and other required paperwork before approval as a SCP member.  
 . . . . . . . . . . . . . . . . . . . . . . . .  





“Your Community Policing Partner”
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