Vision Beyond Borders

The View from the Cross is a Vision Beyond Borders
MEDICAL FORM

Instructions: Please completely fill out the form. If you need more space, use a separate sheet of paper. Every person is required to provide the following information to participate on a mission trip with Vision Beyond Borders.

Date _____________________
Name________________________________________________________________________________________

Address_______________________________________________________________________________________

City__________________________

State_____________

Zip__________________

Home Phone____________________

Country of Citizenship _______________________________

Social Security Number __ __ __ - __ __ __ - __ __ __ __

In case of emergency, please notify:

Name_________________________________________________________  Phone ( _____ ) _________________

Address_______________________________________________________________________________________

City__________________________

State_____________

Zip__________________

Parent or Guardian:

Name_________________________________________________________  Phone ( _____ ) _________________

Address_______________________________________________________________________________________

City__________________________

State_____________

Zip__________________

Family Physician:

Name_________________________________________________________  Phone ( _____ ) _________________

Address_______________________________________________________________________________________

City__________________________

State_____________

Zip__________________
Are you allergic to any foods, antibiotics or other medications?  ( Yes  ( No     If yes, please specify:  ___________

_____________________________________________________________________________________________

Are you presently under a medical doctor’s care?  ( Yes  ( No    If yes, for what?  ___________________________

Are you taking prescription medications?  ( Yes  ( No    If yes, what?  ____________________________________

Please list all past medical conditions:  ______________________________________________________________

_____________________________________________________________________________________________

Health records will be held in strict confidence as with all other materials submitted in application to Vision Beyond Borders. The applicant is to sign below that he/she has read this statement and thereby authorizes Vision Beyond Borders administration to release necessary health information in emergency or life-threatening situations. (If applicant is under 18 years, he/she should have his/her parents or guardian co-sign.)

______________________________     _____________
______________________________    ___________


         Applicant
          

Date


Parent/Guardian


Date


