Haiti Medical Mission of Wisconsin, Inc.
MEDICAL MISSION VOLUNTEER
APPLICATION FORM

Please download, save, and complete application, entering all required information. 
PERSONAL INFORMATION:

Name as it appears on your passport________________________________________________________

Preferred name (nickname) ___________________________
Male____ Female ______
DOB ____/____/____













           mo     day      yr


Citizenship ___________ Passport Expiration Date ____/____/____
Home address _________________________________ Employer   ______________________________________
City/State/Zip __________________________________ Current Position __________________________________

Home Phone __________________________________   _______________________________________________
Email ________________________________________ 
Cell Phone ____________________________________ (phone you will use when traveling)
I am able to participate on a team in this month or at this time of year:   ______________________________________

_______________________________________________________________________________________________

EMERGENCY CONTACTS:

1) Name _______________________________________ Relationship _____________________________________

Address _______________________________________ Home Phone ______________________________________
City/State/ Zip __________________________________  Email ___________________________________________




Cell Phone _______________________________________

2) Name _______________________________________ Relationship _____________________________________

Address _______________________________________ Home Phone ______________________________________

City/State/ Zip __________________________________  Email ___________________________________________





Cell Phone _______________________________________

PROFESSIONAL INFORMATION:

Degree or title ____________________________________ Do you plan to participate in this capacity?   Yes ___ No ___
If not, please explain _______________________________________________________________________________

Medical Specialty_______________________________ Board Qualifications ________________________________ 

Area of interest _________________________________ Years experience ________________

I am a student graduating in _______ with a _____ degree in:    Medicine   Dentistry   Nursing   Pharmacy 




         (year)


           Other ______________________________

EXPERIENCE:

How did you hear about HMMW? ____________________________________________________________________

Please describe other medical mission or global health experience, including applicable skills or talents.  
_________________________________________________________________________________________________

Do you speak French or Haitian Kreyole?   Yes ___ No ___
Proficient enough to be an interpreter?  Yes___ No___

HEALTH STATUS:

Are you taking any medications that will affect your ability to work with the medical team?  Yes ___ No ___
Are you allergic to any medications?    Yes ___ No ___ If yes, please list ______________________________________

Are you allergic to any foods or bees?   Yes ___ No ___   If yes, please list _____________________________________
Are you limited in any capacity, physically or otherwise, that may restrict your ability to participate in a challenging 
environment?  Yes ___ No ___ If yes, please explain ______________________________________________________
_________________________________________________________________________________________________

LICENSE OR CERTIFICATION:






         


All health care professionals, please attach to this form:

_____ Copy of your current license or certification 
EXPENSES:

All team members are responsible for paying for their own travel to and from Haiti.  Team members are also required to purchase travel insurance from the carrier of their choice.  The participation fee is established each year and must be paid in full, at least one month prior to departure.  The participation fee contributes toward overall medical mission team expenses when in Haiti, including team meals and lodging, in-country transportation, interpreters, clinic medications, supplies and equipment, and miscellaneous team expenses.  If a trip member has to cancel, the participation fee paid, minus $50.00, will be refunded.  If HMMW cancels the trip, 100% of the participation fee paid will be refunded.
RELEASE OF CLAIMS:

Once you are confirmed as a member of a team, you will need to sign an Exculpatory Agreement for Release of Claims.  The form can be found on our website: www.haitimedicalmission.com.

_________________________________________________________________________________________________

Signed ________________________________________________________    Date __________________________

Please retain a copy of this form for your records.  

Email completed form (as an attachment) to: carolew@haitimedicalmission.com
Or mail to:

HMMW

PO Box 3200

Madison WI 53704

Please contact HMMW with any questions: carolew@haitimedicalmission.com
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