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U.S. DEPARTMENT OF 
HOMELAND SECURITY 
U.S. COAST GUARD 
CG- 6078 (3-06) 

APPLICATION TO VOLUNTEER AS A COAST 
GUARD OMBUDSMAN 

For use of this form, see Ombudsman Program, COMDTINST 
1750.4 (series); the proponent agency is CG-1112 

DATE: 

 PRIVACY ACT STATEMENT 
AUTHORITY:  Section 1588 of Title 10, U.S. Code, and E.O. 9397. 
 
PRINCIPLE PURPOSE(S):  to document voluntary services provided by an individual, including the hours of service performed, and to obtain agreement from the volunteer on the conditions 
for accepting the performance of voluntary service. 
 
ROUTINE USERS(S):  None. 
 
DISCLOSURE:  Voluntary; however failure to complete the form may result in an inability to accept voluntary services or an inability to document the type of voluntary services and hours 
performed. 

 
GENERAL INFORMATION 

1.  NAME OF VOLUNTEER (Last, First, Middle Initial ): 
           

2.  SOCIAL SECURITY NUMBER: 
           

3.  PHONE NUMBER: 
           

4.  DATE OF BIRTH: 
           

5.  NAME OF SPOUSE: (Last, First, Middle Initial) 
           

6.  SOCIAL SECURITY NUMBER: 
           

7.  MAILING ADDRESS:        
 

8.  EMERGENCY CONTACT NAME:(Last, First, Middle Initial) 
      

9. EMERGENCY CONTACT PHONE NUMBER: 
         

10.  IF EMPLOYED, EMPLOYER NAME AND ADDRESS: 
              
 

11.  YOUR POSITION: 
             

BACKGROUND INFORMATION

1.  DO YOU HAVE A VALID DRIVER’S LICENSE?      
      YES      NO 

2.  ISSUING STATE: 
           

3.  LICENSE NUMBER:   
           

4.  EXP. DATE (DD/MM/YYYY):   
            

5.  WITH THE EXCEPTION OF MINOR TRAFFIC VIOLATIONS, HAVE YOU EVER BEEN CONVICTED OF, OR ARE  YOU 
CURRENTLY CHARGED WITH ANY MISDEMEANORS OR FELONIES? (IF YES, PLEASE EXPLAIN ON  
 THE BACK OF THIS PAGE.)               YES      NO 

6.  ANY PRIOR SUBSTANTIATED FAMILY ADVOCACY INVOLVEMENT?     YES      NO 

7.  DO YOU GIVE PERMISSION FOR THE COAST GUARD TO DO A FAMILY ADVOCACY REFERENCE CHECK?   
      YES      NO                 SIGNATURE OF VOLUNTEER:                                                                                                               DATE: 
DO NOT WRITE IN THIS SPACE FOR FAMILY ADVOCACY SPECIALIST COMMENT ONLY: 

 YES      NO       CONTACT FOR ADDITIONAL GUIDANCE     FAS SIGNATURE:  
   
DATE: 
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PREVIOUS OMBUDSMAN/RELATED EXPERIENCE

8.  HAVE YOU EVER BEEN A COMMAND FAMILY OMBUDSMAN BEFORE?      YES      NO       
     IF YES, LIST BELOW:  
 

COMMAND: DATES: REASON FOR LEAVING: 
 
      

            

 
      

            

 
      

            
 
9.  HAVE YOU PREVIOUSLY COMPLETED OMBUDSMAN BASIC TRAINING?      YES      NO 

DATE COMPLETED: LOCATION OF TRAINING: 

      
 

      

      
 

      

 
10.  OTHER TRAINING/EXPERIENCE THAT WILL HELP YOU PERFORM THE DUTIES OF AN OMBUDSMAN:       

MEDICAL HISTORY
 

11.  DO YOU HAVE ANY MEDICAL PROBLEMS THAT MIGHT RESTRICT YOU FROM PERFORMING NECESSARY 
     DUTIES (DEPENDING ON THE COMMAND, CAN REQUIRE GOING ABOARD A SHIP OR BOAT TO GIVE A  
     BRIEFING):        YES      NO      IF YES, PLEASE EXPLAIN:             

REFERENCES  (PLEASE READ CAREFULLY) 

12.  LIST THREE REFERENCES. INCLUDE NAME, COMPLETE ADDRESS AND PHONE NUMBER OF EACH. MEMBERS 
OF YOUR FAMILY AND INDIVIDUALS WHO RESIDE IN THE SAME HOUSEHOLD MAY NOT BE USED AS 
REFERENCES. PLEASE ADVISE YOUR REFERENCES THAT THEY MAY BE CONTACTED BY THIS COMMAND. 
REFERENCES MAY INCLUDE MEMBERS OF THIS OR FORMER COMMANDS AS WELL AS EMPLOYER, FORMER 
EMPLOYER, ETC. 

 
 
 

A.  Name:       Phone #:      

Address:      

B.  Name:       Phone #:      

Address:      

C.  Name:       Phone #:      

Address:      
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13.  I HEREBY CERTIFY THAT ALL ENTRIES ON THIS APPLICATION ARE TRUE AND COMPLETE. I 
UNDERSTAND THAT ANY FALSIFIED INFORMATION OR MISREPRESENTATION OF THE FACTS MAY RESULT 
IN THE DENIAL OF SELECTION OR REVOCATION OF APPOINTMENT REGARDLESS OF LENGTH OF SERVICE. I 
AUTHORIZE THE COMMANDING OFFICER, OR THEIR DESIGNEE(S), TO INVESTIGATE THE INFORMATION 
GIVEN IN THIS APPLICATION WITH THE PROPER AGENCIES/PERSONS. FURTHERMORE, I AGREE TO ABIDE 
BY THE APPLICABLE REGULATIONS AND POLICIES OF THE COAST GUARD COMMAND FAMILY 
OMBUDSMAN PROGRAM AS PRESCRIBED BY COMMANDANT INSTRUCTION 1750 UNDER THE SUPERVISION 
AND GUIDANCE OF THE COMMANDING OFFICER OF THIS COMMAND OR THEIR DULY APPOINTED 
REPRESENTATIVE. 

 

 

NOTICE TO VOLUNTEER

 
 
14.  I UNDERSTAND VOLUNTEERS ARE NOT CONSIDERED TO BE FEDERAL EMPLOYEES FOR ANY PURPOSES 
OTHER THAN TORT CLAIMS AND INJURY COMPENSATION. VOLUNTEER SERVICE IS NOT CREDITABLE FOR LEAVE 
ACCRUAL OR ANY OTHER BENEFIT. HOWEVER, VOLUNTEER SERVICE IS CREDITABLE FOR WORK EXPERIENCE. 
 
       OMBUDSMAN INITIALS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PRINT NAME:        
 

DATE:        

SIGNATURE:        
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Ombudsman Reference Verification Sheet 

Use this form to verify reference checks for the ombudsman.  It shall be maintained in the 
Administrative file. 

Reference Check # 1 
 
Reference Name:  _______________________________Date: ____________ 

Comments: _____________________________________________________ 

_______________________________________________________________ 
 

Verified by: _______________________ 
 

Reference Check # 2 
 
Reference Name: _______________________________Date: ____________ 

Comments: _____________________________________________________ 
 
_______________________________________________________________ 

 

Verified by: _______________________ 
 

Reference Check # 3 
 
Name: _________________________________________Date: ___________ 
 
Comments: _____________________________________________________ 
 
_______________________________________________________________ 
 
Verified by: _______________________ 
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 V OLU N TEER A GREEM EN T FOR

PRIV A CY A CT  STA T EM EN T
AUTHORITY:  Sec t ion 1 5 8 8 of T it le 1 0,  U. S. Code, and E.O. 9 39 7 .

PRINCIPAL PURPOSE(S):  To document  volunt ary  serv ices prov ided by  an indiv idual,  inc luding t he hours of  serv ice perf ormed,  and t o
obt ain agreement  f rom t he volunteer on t he conditions f or accept ing t he perf ormance of  volunt ary  serv ice.

ROUTINE USE(S):  None.

DISCLOSURE:  V oluntary ;  how ever f ailure t o complete t he f orm may  result  in an inabil it y  t o accept  volunt ary  serv ices or an inabi l it y  t o
document  t he t ype of volunt ary  serv ices and hours perf ormed.

PA RT  I - GEN ERA L INFORM A T ION

5 .   ORGANIZATION/UNIT  W HERE SERV ICE OCCURS4 .   INSTALLATION

7 .   ANTICIPATED DAYS OF W EEK6 .   PROGRAM  W HERE SERVICE OCCURS

9 .   DESCRIPTION OF V OLUNTEER SERV ICES

     I expressly  agree that  my  serv ices are being provided as a volunt eer and that  I w il l not  be an employee of  t he Unit ed St at es
Government or any inst rumental it y  t hereof ,  except  f or cert ain purposes relat ing t o compensat ion f or injur ies occurring during t he
perf ormance of  approved volunt eer serv ices,  t ort  c laims,  the Privacy  Ac t ,  c riminal conf lic t s of  int erest ,  and def ense of  cert ain sui t s arising
out  of  legal malprac t ice.  I expressly  agree t hat  I am neit her ent it led t o nor expec t any  present  or f ut ure salary , w ages,  or ot her benef i t s
f or t hese volunt ary serv ices.   I agree t o be bound by  the laws and regulat ions appl icable to volunt ary  serv ice providers and agree t o
part ic ipate in any  t raining required by  t he instal lation or unit  in order f or me t o perform the volunt ary  serv ices t hat  I am of fering.   I agree
to f ollow  all  rules and procedures of  t he installat ion or unit  t hat  apply  t o the voluntary serv ices I w il l  be providing.

1 .   TYPED NAM E OF V OLUNTEER (Las t ,  Firs t ,  M iddle  Init ial)

 a.   SIGN A T U RE OF V OLU N T EER b.  D A T E SIGN ED  (YYYY M M D D )

2 .   SSN 3 .   DATE OF BIRTH (YYYY M M D D )

1 1 .a.   T YPED  N A M E OF A C C EPT IN G OFFIC IA L
         (Las t ,  Firs t ,  M iddle  Init ial)

b.  SIGN A T U RE c.  D A T E SIGN ED  (YYYY M M D D )

PA RT  IV  - T O BE COM PLETED  A T  EN D  OF VOLU N T EER' S SERV ICE BY V OLU N TEER SU PERV ISOR
1 4 .  AMOUNT OF V OLUNTEER T IM E DONATED
  a.   YEA RS (2 ,0 8 7
       hours= 1  year)

b.   W EEKS c.  D A YS d.  H OU RS

1 5 .  SIGNATURE 1 6 .  TERM INATION DATE
       (Y YYYM M D D )

1 7 .a.   T YPED  N A M E OF SU PERV ISOR
         (Las t ,  Firs t ,  M iddle  Init ial)

b.  SIGN A T U RE c.  D A T E SIGN ED  (YYYY M M D D )

D D  FORM  2 7 9 3 , FEB 2 0 0 2 Excep t io n  t o  St an d ard  Fo rm  5 0  g ran t ed  b y
Of f ice o f  Perso n n el M an ag em en t  (OPM ) w aiver.

A PPROPRIA TED  FU N D  A CTIV ITIES N ON A PPROPRIA TED  FUN D  INSTRU M EN TA LITIES

8 .   ANTICIPATED HOURS

1 0 .  CERTIFICATION

PA RT  III - V OLU N T EER IN  N ONA PPROPRIA T ED  FU N D  IN ST RU M EN TA LIT IES

     I expressly  agree that  my  serv ices are being provided as a volunt eer and that  I w il l not  be an employee of  t he Unit ed St at es
Government or any inst rumental it y  t hereof ,  except  f or cert ain purposes relat ing t o compensat ion f or injur ies occurring during t he
perf ormance of  approved volunteer serv ices and l iabi li t y  f or t ort c laims as spec if ied in 1 0  U.S.C.  Sec t ion 1 58 8 (d)(2 ).   I expressly  agree
that  I am neither ent it led t o nor expec t  any present  or f ut ure salary ,  w ages,  or ot her benefi t s f or t hese volunt ary  serv ices.   I agree t o be
bound by  t he law s and regulat ions appl icable t o volunt ary  serv ice prov iders,  and agree t o part ic ipate in any  t raining required by  t he
inst al lat ion or uni t  in order for me t o perf orm t he voluntary services t hat  I am of f ering.   I agree to f ollow  al l  rules and procedures of  t he
inst allat ion or uni t  t hat  apply  t o the voluntary serv ices  that  I am of fering.

1 3 .a.   T YPED  N A M E OF A C C EPT IN G OFFIC IA L
          (La s t ,  Firs t ,  M i ddle Init ial)

 a.   SIGN A T U RE OF V OLU N T EER b.  D A T E SIGN ED   (YYYY M M D D )

1 2 .  CERTIFICATION

b.  SIGN A T U RE c.   D A T E SIGN ED   (YYYY M M D D )

PA RT  II - VOLU N T EER IN  A PPROPRIA T ED  FU N D  A CT IV IT IES

PREV IOUS EDIT ION IS OBSOLETE.
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Ombudsman Initial Command Briefing Checklist 
 

 ____Ombudsman application 
 
 
 
_____Interview date: ______________; 
_____Complete part I & II of DD Form 2793, Volunteer agreement (replace SF-50 

 Personnel Action Request); 
_____Appointment letter from the command provide original to ombudsman, copy in 

administrative file, copy to ombudsman program supervisor; 
_____Brief on local command structure and overview of missions of local command; 
_____Provide command point of contact names and contact numbers; 
_____COMDTINST 1750.4D Ombudsman Program – provide a copy of this instruction; 
_____COMDTINST 1750.7 Family Advocacy Program – provide a copy of this 
 instruction 
_____Local reporting requirements for abuse issues, emergencies, etc. – name and contact 

information for family advocacy specialist; ombudsman are mandatory reporters; 
other emergency command numbers; when to notify the CO 

_____Confidentiality – the protection of the command roster; and guidance of this 
instruction discussed; 

_____Provide command roster - CO decides information on the roster, remove social 
security numbers, if necessary, replace with another confidential identifier such as 
employee ID numbers, if possible; 

_____Administrative support – POC for ombudsman admin support, supplies; procedures 
to obtain supplies, work space and other support; 

_____Expense reimbursements procedures – advance approval of reimbursable expenses 
_____Ombudsman Coordinator and program supervisor – name and contact information 
_____Annual ombudsman training is required; refer to ombudsman coordinator for date 
 and time; 
_____Order a name tag from the local uniform distribution center – blue military name 

 tag with Ombudsman name on first list, and command name followed by the word 
ombudsman on the second line. 

_____Ombudsman service hours and reporting data – ombudsman shall complete and 
forward to commanding officer monthly. 

 
Other topics:________________________________________________________ 
 
___________________________________________________________________ 
 

Ombudsman Printed Name  

Ombudsman Signature:    
Date: 

Command Representative Printed Name  
 

Command Representative Signature  
Date: 

Ombudsman shall complete an initial command brief before the performance of official ombudsman duties.  This briefing shall 
be completed by the time of or in conjunction with the appointment of the ombudsman.  The Ombudsman shall initial each topic 
area after discussion.  The Commanding officer and the ombudsman shall sign and date this checklist and forward a copy of this 
completed checklist, along with a copy of the appointment letter to the servicing ISC ombudsman coordinator. 
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Ombudsman Administrative File Checklist  
 

A separate file shall be maintained on each appointed command ombudsman. The file shall 
be maintained by the appointing commanding officers and shall include: 
 
 ⁯ Ombudsman application completed and signed by the ombudsman 
 
 ⁯ Department of Defense Form 2793, Volunteer agreement for appropriated fund 

activities 
 
 ⁯ Copy of appointment letter signed by the officer in charge,  forward copy of letter 

and volunteer agreement to servicing ISC ombudsman coordinator immediately, give 
original to ombudsman 

 
 ⁯ Family advocacy check returned and signed by family advocacy specialist, this is 

the first page of the application 
 
 ⁯ Reference verification sheet 
 
 ⁯ Completed ombudsman command briefing checklist – complete with ombudsman 

before assignment of duties 
 
 ⁯ Documentation – place documentation in file for future reference and reporting, for 
example: 
 
    Documentation of basic ombudsman training 
    Documentation of ongoing or advance training 
    Advance program planning  
    Supervision notes 
    Comments 
    Other 
 
 ⁯ On-going documentation shall occur on a quarterly basis.  Maintain administrate 

files for  3 years after date of last entry.   
 
 ⁯ Termination of Services, DD Form 2793, complete part IV give ombudsman a copy 

place  in administrative file. 
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U.S. DEPARTMENT OF 
HOMELAND SECURITY 
U.S. COAST GUARD 
CG- 6076 (3-04) 

OMBUDSMAN SERVICE HOURS DATE: 

 
Name:  __________________________     Command: ____________________________ 

 
Month:___________    Year:___________ Total hours this month: __________________ 
 
Date Time In Time 

Out 
Total 
Hours 

 Date Time 
In 

Time 
Out 

Total 
Hours 

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

                                                                        
                Totals Hours:     ___________                                     Totals Hours:     ___________  
 
 
Ombudsman Printed Name: 

 
Date: 

 
Ombudsman Signature:   

 
 

 
Command Representative Printed Name: 

 

 
Command Representative Signature 

Date: 
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d. OFFICE TELEPHON E NUMBER

5. PAID BY

SUBTOTALS CARRIED FORWARD FROM THE
BACK

7. AMOUNT CLAIMED (Total of cols (f), (g) and (i).) $

9. 

(i)

This claim is certified correct and proper for payment.

                                         Sign Original Only 

This claim is approved.  Long distance telephone cal ls, if shown, are certified as
necessary in the interest of the Government.  (Note:  If long distance calls are
included, the approving official must have been authorized, in wr iting, by the head of
the department or agency to so certify (31 U.S.C. 680a).) 

                                         Sign Original Only 

6. EXPENDITURES (If fare claimed in col. (g) exceeds charge for one person, show in col. (h) the number of additional persons which accompanied                  
           the claimant.)

10. I certify that this claim is true and correct to the best of my knowledge and        
belief and that payment or credit has not been received by me.

                                           Sign Original Only

CLAIMANT
SIGN HERE

8. 

APPROVING 
OFFICIAL
SIGN HERE

CLAIM FOR REIMBURSEMENT
FOR EXPENDITURES

ON OFFICIAL BUSINESS

1. DEPARTMENT OR  ESTABLISHMENT, BUREAU, DIVISION OR  OFFICE 2. VOUCHER  NUMBER  

3. SCHEDU LE NUMBER

Read the Privacy Act Statement on the back of this form.
4.

a. N AME (Last, f irst, m iddle i nitial) b. SOCIAL SECUR ITY NO.

c. MAILING ADDRESS (Include ZIP Code)

AMOUNT CLAIMEDMILEAGE
RATE

             

NO. OF
MILES

MILEAGE FARE
OR TOLL

TIPS AND
MISCEL-

LANEOUS

ADD.
PER-
SONS(Explain expenditures in specific detail.)

(c)  FROM (d) TO

C
O
D
E

Show appropriate code in col. (b):
A - Local travel
B - Telephone or telegraph, or
C - Other Expenses (itemized)

        DATE

        19

(a) (b) (e) (f) (g) (h)

If additional space is required continue on the back.

TOTALS

DATE

AUTHORIZED
CERTIFYING OFFICER
SIGN HERE

DATE

DATE

11.                                 CASH PAYMENT RECEIPT
a. PAYEE (Signature) b. DATE RECEIVED

c. AMOUNT

$
12. PAYMENT MADE
      BY CHECK NO.

ACCOUNTING CLASSIFICATION

STANDARD FORM 1164 (Rev. 11-77)
Prescribed by GSA, FPMR (CFR 41) 101-7

 


