WORK/MINISTRY/PRAYER TEAM APPLICATION

For office use only:

Dep.
______ PTT/Back FTA
Legal name (first, middle, last)
Passport # Passport expiration date
Nickname U Male Q Female
b Address Place Recent
Z| city State Zip Photo Here.
g 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 U H.S. QCollege
Year in school: U Freshman U Sophomore U Junior U Senior U Graduate U Seminary
Airport you wish to travel from:
Marital Status: U Single 4 Engaged U Married U Divorced U Widowed
If married, give full name of spouse Occupation
Will spouse accompany you? U Yes W 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)
Have you been on a WGM team? W Yes W No
If yes, when and to what country or ministry?
- What sparked your interest in a WGM team?
O | Skills or expertise
g Language(s)
= Country/ministry you have chosen Date of trip
Team Leader

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.



HEALTH INFORMATION

ANY PHYSICAL DISABILITIES? [ no [ yes Explain

DIAGNOSED MEDICAL CONDITIONS When Current treatment and current medicine
ANEMIA.. ... U no Q4 yes

Asthma ..., U no O yes

CaNCEr oot U no Q4 yes

Chronic bronchitis .............cc..coeeinnnn. U no U yes
Diabetes.........ccooeeiiiiiiiiiiiee U no Q4 yes

Epilepsy or convulsions....................... U no O yes

Hay fever........ccoooeiieiiiiiiiiiieeeee, U no Q4 yes

Heart murmur as an adult ................... U no U yes

High blood pressure..............c............. U no Q4 yes
Hypoglycemia........cccoeevvvveviiineiiinnnnn. U no U yes

Infectious mononucleosis.................... U no Q4 yes

Intestinal problem............................... U no U yes

Kidney disease.............ccooeeevveeiinnnn. U no QO yes

Migraine headaches...................c.c....... U no U4 yes

Nervous breakdown ....................o....... U no Q4 yes

Severe depression .............cceeeevneiinnnnnn. U no O yes

Severe emotional problem .................. U no Q4 yes

SKin disease .........ccccoeeviieiiieiieeii, U no U yes

OtNer ...ovveiiiee e, U no Q4 yes

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

General Food Allergies (please list)
Penicillin.........ccooooiiiiiiii d no QA yes

SUIA e 4 no 4 yes

ASPIFIN oo d no QA yes

(0000 (<31 L 4 no 4 yes

Other drug or medicine....................... d no QA yes

Bee stings.......oovvviiiieiiiiiee 4 no 4 yes

Inhalants (mold, dust, etc.).................. 0 no QO vyes

Other allergies?

ARE YOU ON A SPECIAL DIET? QO no Qyes Explain

MEDICATIONS

What medications are you currently taking?

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



joeallen
Cross-Out

joeallen
Cross-Out


	Dep: 
	undefined: 
	PTTBack: 
	Legal name first middle last: 
	Passport: 
	Passport expiration date: 
	Nickname: 
	Address: 
	City: 
	State: 
	Zip: 
	Home phone: 
	Work phone: 
	Cell phone: 
	Email address: 
	Occupation If retired from which profession: 
	Height: 
	Weight: 
	Tshirt size: 
	Date of birth: 
	Place of birth: 
	Citizenship: 
	If naturalized when and where: 
	Students only  Name and address of school: 
	Airport you wish to travel from: 
	If married give full name of spouse: 
	Occupation: 
	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 1: 
	Person to notify in case of emergency name address phone number and relationship 2: 
	If yes when and to what country or ministry: 
	What sparked your interest in a WGM team: 
	Skills or expertise: 
	Languages: 
	Countryministry you have chosen: 
	Date of trip: 
	Team Leader: 
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Explain: 
	any physical disabiliTies: 
	Check Box34: Off
	Check Box35: Off
	Text4: 
	Text5: 
	Check Box36: Off
	Check Box37: Off
	When, Row 1: 
	Current treatment and current medicine, Row 1: 
	Check Box38: Off
	Check Box39: Off
	When, Row 2: 
	Current treatment and current medicine, Row 2: 
	Check Box40: Off
	Check Box41: Off
	When, Row 3: 
	Current treatment and current medicine, Row 3: 
	Check Box42: Off
	Check Box43: Off
	When, Row 4: 
	Current treatment and current medicine, Row 4: 
	Check Box44: Off
	Check Box45: Off
	When, Row 5: 
	Current treatment and current medicine, Row 5: 
	Check Box46: Off
	Check Box47: Off
	When, Row 6: 
	Current treatment and current medicine, Row 6: 
	Check Box48: Off
	Check Box49: Off
	When, Row 7: 
	Current treatment and current medicine, Row 7: 
	Check Box50: Off
	Check Box51: Off
	When, Row 8: 
	Current treatment and current medicine, Row 8: 
	Check Box52: Off
	Check Box53: Off
	When, Row 9: 
	Current treatment and current medicine, Row 9: 
	Check Box54: Off
	Check Box55: Off
	When, Row 10: 
	Current treatment and current medicine, Row 10: 
	Check Box56: Off
	Check Box57: Off
	When, Row 11: 
	Current treatment and current medicine, Row 11: 
	Check Box58: Off
	Check Box59: Off
	When, Row 12: 
	Current treatment and current medicine, Row 12: 
	Check Box60: Off
	Check Box61: Off
	When, Row 13: 
	Current treatment and current medicine, Row 13: 
	Check Box62: Off
	Check Box63: Off
	When, Row 14: 
	Current treatment and current medicine, Row 14: 
	Check Box64: Off
	Check Box65: Off
	When, Row 15: 
	Current treatment and current medicine, Row 15: 
	Check Box66: Off
	Check Box67: Off
	When, Row 16: 
	Current treatment and current medicine, Row 16: 
	Check Box68: Off
	Check Box69: Off
	When, Row 17: 
	Current treatment and current medicine, Row 17: 
	Check Box70: Off
	Check Box71: Off
	When, Row 18: 
	Current treatment and current medicine, Row 18: 
	Check Box72: Off
	Check Box73: Off
	fill_3: 
	Check Box74: Off
	Check Box75: Off
	fill_4: 
	Check Box76: Off
	Check Box77: Off
	fill_5: 
	Check Box78: Off
	Check Box79: Off
	fill_6: 
	Check Box80: Off
	Check Box81: Off
	fill_7: 
	Check Box82: Off
	Check Box83: Off
	fill_8: 
	Check Box84: Off
	Check Box85: Off
	fill_9: 
	Other allergies: 
	fill_10: 
	Check Box86: Off
	Check Box87: Off
	Explain_2: 
	fill_13: 
	What medications are you currently taking 1: 
	What medications are you currently taking 2: 
	daTe of lasT TeTanus shoT: 


