ENUGUUSA MEDICAL MISSION

Volunteer Application

 Please type or print legibly, and return the application to the address listed below.

Personal Information

Name _________________________________________________________________
_____________________


Mr./Mrs./Miss/Ms.
First

Middle

Last

Nickname or preference

Current Address _______________________________________________________________________________




Street address or P.O. box number

________________________________________________________
(       )                              
(      )


City

State/Province

Zip/Postal code
Home Phone

Daytime Phone

(      )                                  
E-mail _______________________   Social Security Number
______-______-______

Work Phone

Date of Birth       /      /           Country of Birth __________________________
Citizenship ___________________

Emergency Contact ________________________________________________ ____________________________




Name






Relationship to you

_____________________________________________________________________________________________

Street Address



City



State

Zip/Postal Code

(      )             
  (      )                  __________________________________________
(      )


    Home Phone
  Work Phone
2nd Contact




Phone

General Information

Have you ever served in the form of  Medical Mission before? ______Yes  ______No  

Where?__________________________________

What length of program are you interested in? 

__2 weeks     __1 month     __2 months     __Summer     __Other _________________________________________

How did you hear about this project? _______________________________________________________________

Family and Health Information

Marital Status: __ Single  __Engaged  __Married  __Widowed  __Separated  __Divorced  __Remarried

Check your answer for each of the following, giving a full explanation on another sheet for any marked "yes".

1. Are you taking medication under a doctor's direction?


__Yes  __No

2. Do you require a special diet?





__Yes  __No

3. Do you have any chronic health problems or physical limitation
__Yes  __No

4. Is there any reason you would not be able to engage in rigorous outdoor activity, 

Primitive living, high altitudes, extreme temperatures, etc.?

__Yes __No

Education and Experience Information

What is your current occupation? __________________________________________________________________

List any specialized skills, training or certifications. ___________________________________________________

What is the highest level of education you have attained? _______________________________________________

What college, if any, did you attend/are you attending? _________________________________________________

Major Purpose of Study _________________________________________________________________________

Foreign Language(s) ______________________________________________________
Years Studied _________

Verbal Ability: __Beginner _Understand some  __Able to respond sometimes  __Advanced  __Fluent

Briefly describe any overseas travel experience you have had ______________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________
References

To assist us in evaluating your application, we need references from people who know you well.  Please provide us with names of appropriate individuals and forward the enclosed reference forms to them.  Do not list relatives.

Pastor/Elder Name_________________________________________________________________________




Mr./Mrs./Miss/Ms.
First


Last

Title












(      )



Street Address



City


State
Zip Code
Phone

Christian Friend Name _________________________________________________________________________




Mr./Mrs./Miss/Ms.
First


Last

Title












(      )



Street Address



City


State
Zip Code
Phone

Employer/Teacher Name________________________________________________________________________




Mr./Mrs./Miss/Ms.
First


Last

Title












(      )



Street Address



City


State
Zip Code
Phone

Checklist

Mail completed application to:

                                                ENUGUUSA MEDICAL MISSION

ADRESS
8700 Commerce Park Dr.

Suite 239 Houston Texas, 77036
Telephone: 832875320
Email: adulphus@enuguusamedicalmission.org
                                                         Nursing volunteers

        anintanora@enuguusamedicalmission.org
                                                         Medical director

                                                ugwudikemartin@enuguusamedical.org
                                                    Assistant Medical Director

                                             chukwucecilia@enuguusamedicalmission.org
                                                       Pharmacist Volunteers

                                            emmaachife@enuguusamedicalmission.org
                                            solomonmaduko@enuguusamedicalmission.org
                                                    Executive coordinator

                                            leonard@enuguusamedicalmission.org
