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Outstanding Volunteers of Kankakee County
Nomination Form

Instructions: Your nomination must include this form and be received no later than March 15. 2019. It can be
submitted electronically to k3covoIunteergmaiI.com or mailed to Debra Baron, 1000 South Wildwood,
Kankakee, IL 60901.

Nominee Contact Information:

Name:

_________

Mailing Address:

Telephone (Home): (Work):

E-Mail Address:

Nominee Qualifications (please attach additional pages):

1. Please describe how the volunteer nominee has demonstrated outstanding volunteerism on behalf of the
nominating organization.

2. Please describe what other efforts this nominee has made for the communities within Kankakee County.

3. How has this nominee influenced others to volunteer?

4. Please provide additional information about the nominee that you believe is important for the selection
committee to know.

Note: The more complete answers you provide to the above questions the better out panel of judges will
understand the impact of your nominee’s contribution to your organization.

Nominating Organization Contact Information:

Organization Name:

Contact Name: Title:

Mailing Address:

Telephone (Home):

_____________________

(Work):

E-Mail Address:

Supporting References (two names required):

Phone:

Phone:

Volunteer Nomination Categories (please select only one):

n Arts and Culture
Environment
Religious/Spiritual

i Civic
n Health

Social Services

Education
Recreation/Sports

D Youth Volunteer (Under 21)

Pledge for Life
Partnership

United Way of Kankakee
& Iroquois Counties

Name:

Name:

E-Mail:

E-Mail:
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