Application for Usher Ministry – Page 2


MEDICAL MISSION OF HOPE TO ZAMBIA (MMHZ) APPLICATION FORM 
Personal Information

Full Name:                                                                                     
 _ Date:



______ 
Address:











 

City:





 State: 

  Zip Code: 





Phone (Home): 




              Phone (Work): 


    


Phone (Cell):




              Fax: 



    



E-mail:














Date of Birth: 

/
/

               Marital Status: ( Married    ( Single

Name and Address of Employer: ___________________________________________________________

Position and Title: ______________________________________________________________________
emergency contact information
Name:                                                                                        
Relationship: 



 

Address:











 

City: 





 State: 

  Zip Code: 





Phone: (Home) 



         (Cell): 


      (Work): 



passport information (attach copy of picture page)
Passport #: 




                 Nationality: 


    



Place and Date of Issue:
            
     
     


    Date of Expiration: 
    /        
 /       
 

medical/ insurance 
I currently have major health insurance?  ( Yes    ( No    Company: 


    



Policy Number: 


    


    Valid through: 


    

My insurance provides medical insurance cover while out of the country? ( Yes                 ( No 
Blood Type: 


    
   Known medicine allergies: 


    


Describe all known physical, medical, emotional, etc. conditions that could affect your participation:
Area of medical expertise
(  Dentist

(  Doctor 

(  Nurse

(  Ophthalmology/Optometry 
(  Pharmacy

(  Wound Care

(  Other: 


    



service AREAS (Rank top three areas you would like to serve in)
(  Dental

(  Eye


(  Medical

(  Pharmacy
(  Triage

(  Wound Care

(  Spiritual

(  Setup/Take Down
(  Children Ministry
(  Directing Patients
(  Kitchen

(  Teaching
additional INFORMATION (not guaranteed)
U.S. Airport: 




          Room/Tent mate Preference: 



Special travel or Dietary requests: ________________________________________________________
T-Shirt Size: S_______ M______ L______ XL______ 2XL______ 3XL______ Other__________________

christian experience and service
Which church do you attend? 




          Member?       ( Yes           ( No  
Pastor: 




  Address:







City:





 State: 

  Zip Code: 





Prior Mission Experience (Date/Location):









State reason(s) for applying for this trip: 























Name/Address/Phone of Reference: _____________________________________________________________________________________
participant’s terms of agreement/liability release
I release and waive, and further agree to indemnify, hold harmless of reimbursement MEDICAL MISSION OF HOPE TO ZAMBIA (MMHZ), the individual members, agents, directors, officers, volunteers and representatives thereof, as well as mission supervisor(s), from and against any claim (including attorneys’ fees incurred by MMHZ in enforcing this indemnity provision) which I, any other parent or  guardian, any sibling, myself, or any other person, firm or corporation may have or claim to have, known or unknown, directly or indirectly, for any losses, dangers, damages, injuries (physical or otherwise) or even death arising out of, during, or in connection with my voluntary participation in the medical mission activities involving the rendering of emergency procedures or treatment, if any. In the event of an emergency, I authorize the MMHZ directors to attempt to contact the Emergency Contact person listed on this form. If I require any medical procedures or treatments during volunteer activities, I consent and authorize the mission director(s) taking, arranging for or consenting to such procedures or treatments according to their discretion.
I agree to be bound by the bylaws and policies of MMHZ and to refrain from any conduct in violation of MMHZ teachings, doctrines, and policies. I further agree the MMHZ Screening Committee shall have the sole authority to determine whether specific conduct violates MMHZ teachings, doctrines and policies.

I HAVE READ AND UNDERSTAND THE ABOVE PROVISIONS AND AGREE TO THEM.

(  Applicant’s Signature: 





 Date: 




Thank you for completing this application form 
and for your interest in the Medical Mission of Hope to Zambia.
Upon acceptance, applicants will be required to submit a non-refundable fee of $250 along with a copy of the picture page of their current passport.

REFERENCE FORM
Please Print

Applicant’s Name:                                                                                     



 

Address:











City: 





 State: 

  Zip Code: 



This reference is to help evaluate a person’s ability to effectively serve as a Short Term Missionary Associate with the Medical Mission of Hope to Zambia.  MMHZ assignments require a person to be mature, flexible, and able to handle challenges in ministry. Applicants should be of good physical, mental, emotional, and spiritual health.
Please describe to the best of your knowledge the Social, Physical, and Spiritual standing of the applicant. Thank you.
Reference Name:                                                                                   

   Date:


 
Address:












City: 






  State: 

  Zip Code: 



Phone: 



                    
  Email:








Medical Mission of Hope to Zambia
P.O. Box 1102
Woodbridge, VA 22195
Phone: (703)680-3398 
www.medicalmission2zambia.com 






DO NOT WRITE IN THIS BOX





Date Application Received: 						      Application Complete?  ( Yes       ( No  


Accepted: ( Yes       ( No  











Knowing God ♦ Showing People

Knowing God by having a passion for God by having prayer as our priority and through teaching Biblical principles that we can live by.   Showing People by caring for their needs, by partnering with other believers and by expanding the kingdom locally, regionally, and around the world.  To live in such a way that Jesus is seen in us.


