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For office use only:
_____________________________ Dep.
_______ PTT/Back       _________ FTA

Legal name (first, middle, last) _________________________________________________________

Passport #__________________________ Passport expiration date ____________

Nickname ____________________________________________  Male  Female

Address _______________________________________________________________

City ________________________________ State ____________ Zip _____________

Home phone ___________________ Work phone ___________________________

Cell phone ____________________ E-mail address __________________________

Occupation (If retired, from which profession?) __________________________________________

Height ______ Weight ______ T-shirt size _____ Date of birth _____________ Place of birth ______________

Citizenship _____________________ If naturalized, when and where? _________________________________

Students only:  Name and address of school _________________________________________    H.S.    College

	 Year in school:    Freshman    Sophomore    Junior    Senior    Graduate    Seminary

Airport you wish to travel from:__________________________________________________________________

Have you been on a WGM team?    Yes    No

If yes, when and to what country or ministry? ______________________________________________________

What sparked your interest in a WGM team? ______________________________________________________

Skills or expertise ______________________________________________________________________________

Language(s) ___________________________________________________________________________________

Country/ministry you have chosen ___________________________ Date of trip _ ________________________

Team Leader___________________________________________________________________________________
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Mail completed application to: Ministry Teams, World Gospel Mission, P.O. Box 948, Marion, Indiana 
46952-0948  Phone: 765.664.7331  Please enclose a $100 nonrefundable deposit with application. 
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Marital Status:    Single    Engaged    Married    Divorced    Widowed     

If married, give full name of spouse _________________________________ Occupation __________________

Will spouse accompany you?    Yes    No   (If yes, spouse should complete separate application.)

Names and ages of children at home ________________________________________________________________

Minors only:  Names of parents or guardian _ _________________________________________________________

    Address and phone _ ___________________________________________________________________________

Local church and address _______________________________________________________________________

  Pastor ________________________________________ Denomination _________________________________

Person to notify in case of emergency (name, address, phone number, and relationship) ________________

______________________________________________________________________________________________

WORK/MINISTRY/PRAYER TEAM APPLICATION
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allergies
General
Penicillin .............................................   no   yes
Sulfa ..................................................   no   yes
Aspirin ...............................................   no   yes
Codeine ..............................................   no   yes
Other drug or medicine .......................   no   yes
Bee stings ..........................................   no   yes
Inhalants (mold, dust, etc.) ..................   no   yes
Other allergies?________________________________

medicaTions

What medications are you currently taking? ________________________________________________________
___________________________________________________________________________________________

diagnosed medical condiTions   When Current treatment and current medicine

Anemia ...............................................  no   yes       ____________________________________________
Asthma ..............................................  no   yes       ____________________________________________
Cancer ...............................................  no   yes       ____________________________________________ 
Chronic bronchitis ..............................  no   yes       ____________________________________________
Diabetes .............................................  no   yes       ____________________________________________
Epilepsy or convulsions .......................  no   yes       ____________________________________________
Hay fever ............................................  no   yes       ____________________________________________
Heart murmur as an adult ...................  no   yes       ____________________________________________
High blood pressure ............................  no   yes       ____________________________________________
Hypoglycemia .....................................  no   yes       ____________________________________________
Infectious mononucleosis ....................  no   yes       ____________________________________________
Intestinal problem ...............................  no   yes       ____________________________________________
Kidney disease ....................................  no   yes       ____________________________________________
Migraine headaches.............................  no   yes       ____________________________________________
Nervous breakdown ............................  no   yes       ____________________________________________
Severe depression ..............................  no   yes       ____________________________________________
Severe emotional problem ..................  no   yes       ____________________________________________
Skin disease .......................................  no   yes       ____________________________________________
Other .................................................  no   yes       ____________________________________________

Note: If you have medical problems noted above, we need a letter from your doctor clearing you to go on this trip.

any physical disabiliTies?    no   yes Explain ________________________________________
____________________________________________________________________________________________

Food Allergies (please list)
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________

daTe of lasT TeTanus shoT ___________________________(If you haven't had one in the last 10 years, you 
need to get one before leaving on this trip.)

signaTure _____________________________________________________________________________________

are you on a special dieT?  no  yes Explain _______________________________________________
_______________________________________________________________________________________________
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