
APPLICATION FOR MEDICAL MISSION TRIP                  Trip date .....................................  
Please fill in all questions. Thank you.  
NAME: (First Middle Last) 
 
DEGREE / TITLE:  
E-Mail Address:  
COMPLETE MAILING ADDRESSES: 
 
 
Home Address:  
City:                                                                  State:                                          Zip 9-digit:                   Country: 
Phone Number:                                                 Fax Number:               Mobile phone : 
Office Address:  
City:                                                                 State:                                           Zip 9-digit:  
Phone Number:                                                Fax Number:  
 
EMERGENCY CONTACT PERSON:  
PHONE:  
SEX: M     F   S.S.#:  
CITIZENSHIP:  
 
DATE OF BIRTH: (m/d/y):                                                                               MARITAL STATUS:  
CHILDREN/AGES:  
 
NAME AS IT APPEARS ON PASSPORT:  
PASSPORT No.:  
DATE and LOCATION ISSUED:  
EXPIRATION DATE:  
 
CURRENT IMMUNIZATIONS with dates:  
Tetanus:                                    Polio:                                Hepatitis A:                                  Hepatitis B:  
Typhoid:                                   Other: 
ALL MEDICAL DOCTORS: 
MEDICAL SPECIALTY:  
BOARD QUALIFICATIONS:  
AREA OF SPECIAL INTEREST:  
 
ALL STUDENTS:  
I will graduate in   (year) from  Medicine  Nursing   Other 
 
ALL NURSES/OTHER HEALTHCARE PERSONNEL(please specify): 
Years & Areas of experience: OBG  ICU  PD Med-surg  Emerg  
Other  
 
PRESENT EMPLOYMENT:  
POSITION:         HOW LONG?  
CERTIFICATION:    STATE: 
 
 
HAVE YOU EVER BEEN ON A HUMANITARIAN MISSION TRIP? YES  NO 
IF YES, WHEN/WHERE?  
 
 
OTHER MISSIONARY/FOREIGN EXPERIENCE:  
 
FOREIGN LANGUAGE(S):  
 
ARE YOU PROFICIENT ENOUGH TO SERVE AS AN INTERPRETER?                                                YES        NO 
SPECIAL MISSION SKILLS OR OTHER ABILITIES AND HOBBIES: 
 
 
 



CARDIOPULMONARY RESUSCITATION CERTIFICATION: 
HOW DID YOU HEAR ABOUT PROJECT VIETNAM.?  
 
CHECK THE WORD THAT BEST DESCRIBES YOUR HEALTH:  
EXCELLENT (always well)               GOOD (minor illnesses)                FRAIL (frequently ill)                    POOR 
If needed, explain:  
 
 
DO YOU HAVE ANY HEALTH CONDITIONS THAT MAY INTERFERE WITH YOUR INVOLVEMENT IN MISSION 
ACTVITIES? If so, explain:  
 
 
ARE YOU CURRENTLY TAKING ANY MEDICATIONS? If so, which ones: 
 
 
 
DESCRIBE YOUR PERSONAL STRENGTHS:  
 
 
 
DESCRIBE YOUR PERSONAL WEAKNESSES:  
 
 
 
WHAT DO YOU HOPE TO ACCOMPLISH ON THIS TRIP?  
 
 
 
IN WHAT AREA DO YOU FEEL YOU CAN MAKE THE GREATEST CONTRIBUTION?  
 
 
 
 
IF YOUR APPLICATION IS APPROVED, DO YOU AGREE TO ABIDE BY THE LEADERSHIP OF THE TEAM 
LEADER/AND OR SECONDARY TEAM LEADER IN ALL ARES OF TRIP ACTIVITIES? THIS IS A CRUCIAL 
ELEMENT FOR THE SUCCESS OF THE TRIP AND FOR THE SAFETY OF ALL TEAM MEMBERS.  
YES, I AGREE:                                             NO, I DO NOT:  
 
 
__________________________                                ________________________                         ____________ 
SIGNATURE                                                             PRINT NAME                                               DATE 
 
PLEASE  ALSO SIGN THE LIABILITY RELEASE BELOW: 
CONSENT AND LIABILITY RELEASE AND INDEMNIFICATION 
You have chosen to participate in a mission trip to Vietnam, and you could be subject to personal injury.  
Your signature below agrees to release and indemnify Project Vietnam of the American Academy of Pediatrics Chapter 4, and all 
leaders and other organizations involved in this mission trip from liability. 
In consideration of being permitted to participate in this mission trip and intending to be legally bound, I, 
_________________________________, for myself, my legal guardian, my personal representatives, heirs and next of kin:  
 
 
 
________________________                                     ________________________                       ____________ 
SIGNATURE                                                              PRINT NAME                                              DATE 
 
Please send to Quynh Kieu, MD Coordinator Project Vietnam.  
11100 Warner suite 116, Fountain Valley, CA 92708   or fax to (714)434-6158    or email projectvietnam@yahoo.com 


