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Ulster Project-St. Louis Counselor Application 
 
 

NAME: ________________________________________________ 
(Last)  (First)    (Middle Initial) 
      

ADDRESS: ______________________________________________ 
  (Street) (City, State) (Zip Code) 
TELEPHONE: (H)_____________(W) __________________________ 
(Cell Phone)  ___________________________ 
 
E MAIL ADDRESS: _________________________________________ 
 
EDUCATION: (High School )_____________________________________ 
     

(College if applicable)________________________________ 
 
NAME OF EMPLOYER: ______________________________________ 
 
POSITION: __________________________________________________ 
 
RELIGION: CATHOLIC/PROTESTANT __________________________ 
 
YOUR CHURCH: _____________________________________________ 
 
T-SHIRT SIZE:  _______________________________________________ 
 
 
Please answer the following questions and Tell Us About You!  You may attach additional sheets if necessary. 
 
1) How did you hear about the Ulster Project-St. Louis 
 
 
 
 
 
 
2) Why would you like to be a counselor in the Ulster Project? 
 
 
 
 
 
 
 
3) What are your plans for the future? 
 
 
 
 
 
 
 
4) What church and or school activities do/did you participate in? 
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5) In a few short sentences – describe you. 
 
 
 
 
 
 
 
 
6) Have you any experience working with teens? If so what and when? 
 
 
 
 
 
 
 
 
7) One of the critical aspects to our program is involvement of the teen’s participation in the Catholic and Protestant worship 

services.  During the month of Ulster we ask that the entire group visit a Protestant worship service and a Catholic mass.  
Would you be willing to attend these services with teens? 

 
 
 
 
 
 
 
 
8) Have you or anyone in your family, ever been charged with or convicted of a crime other than a minor traffic violation?  If so 

explain fully the circumstances. 
 
 
 
 
 
 
 
9) Have you or anyone in your family ever received medical treatment, physical or psychological reasons involving physical, 

emotional, or sexual abuse by you? 
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VOLUNTEER HISTORY: 
Please list your last three volunteer activities, beginning with the most recent. 
 
 
 
 
 
 
 
 
 
PERSONAL REFERENCES: 
 
Please list the name, address and telephone number of three individuals who are sufficiently familiar with you to describe your 
character. 
 
_______________________________________________________________________ 
(Name)                                           (Address)                                             (Phone Number) 
 
 
_______________________________________________________________________ 
Name)                                           (Address)                                             (Phone Number) 
 
 
_______________________________________________________________________ 
Name)                                           (Address)                                             (Phone Number) 
 
 
  
 
 
 
 
 
 
 
Signature of Applicant                                                                            Data 
 
 
 
 
 
Return the completed form to: 
Ray Bosenbecker 
1920 Lanchester Ct. 
Chesterfield, MO  63017 
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ULSTER PROJECT – ST. LOUIS 
COUNSLEOR HEALTH FORM 

 
Understanding the specific needs of the Ulster Project teens helps us ensure they have a more successful and safe summer.  We 
ensure that all the following information will be kept strictly confidential and is not for dissemination.  At no time during 
the application process will anyone be discriminated due the to information given below. 
 
NAME: ____________________________________________________ 
 
HEIGHT: __________________ WEIGHT: ______________________ 
 

HEALTH HISTORY -  PLEASE Mark Yes or No 
   YES                              NO 

Asthma                                        __________             ___________ 
 
Hearing Loss   __________  ___________ 
 
Attention Deficit Disorder  __________  ___________ 
 
Diabetes    ___________  ___________  
 
Hepatitis A, B or C  ___________  ___________ 
 
Scoliosis   ___________  ___________ 
 
Tuberculosis   ___________  ___________ 
 
Special Diet/Vegetarian  ___________  ___________   
 
Anxiety Disorder   ___________  ___________ 
 
Seizures    ___________  ___________ 
 
Attention Deficit Hyperactivity ___________  ___________ 
 
Heart Problems   ___________  ___________ 
 
Human Immunodeficiency  ___________  ___________ 
 
Allergies   ___________  ___________ 
 
Eye Vision Problems  ___________  ___________ 
 
Blood Disorders   ___________  ___________ 
 
Daily Medication   ___________  ___________ 
 
If you have answered yes to any of the above, please explain below: 


