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ATID

YOUNG ADULT VOLUNTEER EXPERIENCE
______________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________
Participant’s Information:
Last Name: ___________________________      First Name: _______________________       Middle Name: ______________________

Gender:  (   Male     (  Female                               Date of Birth : _____/_____/________

                                                                                                                                                               DD          MM             YYYY

Address:  ______________________________________________________________________________________________________

                             No.                       Street                                                                         City                                                           Province                                                      Postal Code 

Telephone Number (Home): __________________________                     Telephone Number (cell): ______________________________

Email: __________________________________________                 2nd Email: ______________________________________________

____________________________________________________________________________________________________

Emergency Contact Information:
Full Name: ____________________________________________                        Relationship: __________________________________

Emergency phone number (home): _________________________     Emergency phone number (cell): ____________________________

Email: ________________________________________________

Address:  ______________________________________________________________________________________________________

                             No.                       Street                                                                         City                                                           Province                                                      Postal Code 

Please indicate marital status of parents:    ( Married      ( Divorced      ( Separated      (Widowed      ( Single 

Father’s Name: ________________________________________      Father’s Occupation: _____________________________________

Address:  ______________________________________________________________________________________________________

                             No.                       Street                                                                         City                                                           Province                                                      Postal Code 

Telephone Number (Home): __________________________                     Telephone Number (cell): ______________________________
-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
Mother’s Name: ______________________________________        Mother’s Occupation: _____________________________________
Address:  ______________________________________________________________________________________________________

                             No.                       Street                                                                         City                                                           Province                                                      Postal Code 

Telephone Number (Home): __________________________                     Telephone Number (cell): ______________________________

Passport Information:
Passport Number: ________________________      Citizenship: _______________________    Expiry Date:   _____/_____/__________

                                                                                                                                                                                    DD         MM             YYYY
Israeli Citizenship?  ( Yes  ( No  Israeli Passport Number: ________________________    Expiry Date:   _____/______/_________
                                                                                                                                                                                    DD         MM              YYYY

________________________________________________________________________________________________________________________________________________________
Insurance Information:
Insurance Company: __________________________________             Insurance Name: ______________________________________

Insurance Policy Number: _________________________________________________

______________________________________________________________________________________________________________

Medical / Dietary Information:
Are you a vegetarian?                  ( Yes    ( No 

Do you eat red meat?                   ( Yes    ( No

Are you lactose intolerant?           (Yes     ( No

Other dietary concerns? __________________________________________________________________________________________
Any medical conditions? __________________________________________________________________________________________

Chronic Illness? _________________________________________________________________________________________________

Recent operation/trauma/injury? ____________________________________________________________________________________

Allergies? _____________________________________________________________________________________________________

Allergic reaction(s)?  _____________________________________________________________________________________________

Medication(s)? _________________________________________________________________________________________________

______________________________________________________________________________________________________________

Community Involvement: 

Have you been affiliated with any Organizations? If so, which one(s) and under what role/responsibilities?

_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
Do you have any previous leadership experience? Please describe:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please describe your motives for applying for the Atid Mission. Please describe what you hope to gain from the program and what you believe you will add to the volunteer team.

_______________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________
Acknowledgment: 
I, _________________________________________________ hereby acknowledge that everything provided in this application form is true and complete. 

       _________________________________________                               _____________________________________________

                            Participant’s Name                                                                                          Participant’s Signature

                                                                                                                                                  Date:  ______/_______/___________

                                                                                                                                                                                                                             DD              MM                 YYYY
Instructions: Applicants must submit the following documents to the BIEC office
I. A completed application form

II. Emailed a clear photograph of yourself to Ortal.Reuveni@bjec.org
III. A cheque for 599.00 $ CND made out to the Bronfman Jewish Education Centre. 

IV. Signed Code of Conduct form

V. Signed Trip Waiver form

Submit Application package to: 

The Bronfman Israel Experience Centre

5151 Cote-Ste-Catherine, Suite 500

Montreal, Qc.  H3W 1M6
Attn: Ortal Reuveni

(514) 345-6449
