MEDICAL MISSION TEAMS INFORMATION FORM

PLEASE TYPE OR PRINT LEGIBLY


_______________________________________		_______________________________________
Name							Country(ies) to Visit & Dates of Travel

_______________________________________ 
Birthday
[bookmark: _GoBack]
_______________________________________		_______________________________________
Street Address						E-mail Address

_______________________________________		_______________________________________
City/State/Zip Code					Phone Number

_______________________________________		_______________________________________
Passport Number					Passport Expiration Date

*If passport not issued in the US, country passport issued from:_________________________________


Professional title, if applicapable (MD, RN, PharmD, etc.):______________________________________



CONGREGATION INFORMATION


_____________________________________________________________________________________
Church Congregation

_____________________________________________________________________________________
Congregation Street Address/City/State/Zip Code















MEDICAL MISSION TEAMS EMERGENCY CONTACT INFORMATION

PLEASE TYPE OR PRINT LEGIBLY


_______________________________________		_______________________________________
Primary Contact Name					Relationship

_______________________________________		_______________________________________
Address							Home Phone

_______________________________________		_______________________________________
City/State/Zip Code					Work Phone

_______________________________________		_______________________________________
E-mail Address						Cell Phone




_______________________________________		_______________________________________
Secondary Contact Name					Relationship

_______________________________________		_______________________________________
Address							Home Phone

_______________________________________		_______________________________________
City/State/Zip Code					Work Phone

_______________________________________		_______________________________________
E-mail Address						Cell Phone






I accept that Medical Mission Teams will not assume any responsibility for loss of property, damage to the same, personal harm, illness, or loss of life that may be incurred; and I, for myself, my heirs, executors, administrators, distributees and assignees, do hereby absolve said Medical Mission Teams and hold them harmless from any claim or demand which I or they might conceivably assert in relationship to my visit.  The information provided here is true and complete to the best of my knowledge.

Signature__________________________________________________	Date____________________

If traveler is under 21 years of age, the signature must be that of the parent or legal guardian.
