
 
 
 
 

MEDICAL OUTREACH APPLICATION 
 

GENERAL: 
 
Name: ___________________________________________ Male/Female 
Address: _________________________________________Apt #: _____________ 
City: ____________________________________ State: _______  
Zip: ________________ 
Phone /Area Code: Home ________________ Work ____________  
Cell___________________ 
Email: _____________________________________  
Birthdate: __________________________________  
Social Security Number: ___________________ 
Marital Status:     Married     Single     Divorced     Widowed 
 
EMERGENCY CONTACT: 
 
Name: ____________________________________ 
Phone:________________________ 
Address: 
_________________________________________________________________ 
Relationship: __________________________________ 
 
HEALTH: 
 
Your Health:     Excellent     Good     Fair     Poor     Other     Comments: 
______________________________________________________________________ 
______________________________________________________________________ 
Allergies/Reaction: 
_________________________________________________________ 
Current Medications: 
_______________________________________________________ 
 
TRAVEL: 
 
Citizenship:     USA     CANADA     Other ____________________ 
Place of Birth: _________________________________________ 
Passport Number: ______________________________________ 
Name on Passport: _____________________________________ 
Date issued: _________________ Expiration date: __________________ 
Issued at: __________________________________________________ 



 
 
 
CHRISTIAN LIFE: 
 
Home Church: ______________________________ 
Pastor’s Name: _____________________________ 
Address: 
_________________________________________________________________ 
Phone: _____________________________ Email: ___________________________ 
Church Involvement: 
_______________________________________________________ 
 
MEDICAL/MINISTRY EXPERIENCE: 
 
Medical Specialty: ____________________________  
Degree/Certification: ____________ 
     Full time     Part time     Retired     Student     Intern     Resident (year) 
Current medical license Number: _________________ State: ______  
Expiration: _______ 
 
Previous Outreach Experience: (list places, dates, and job) 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
I HEREBY CERTIFY THAT THE ABOVE IS TRUE  AND CORRECT TO THE BEST 
OF MY KNOWLEDGE.  
 
 
 
SIGNATURE: _________________________________ DATE: 
______________________ 
 



 


