	Name
	

	Health Profession
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Application for Service 
This application is for individuals seeking short and long term placement
Application for Service
All information in this document is held as strictly confidential and is only shared with appropriate personnel. Section I through IV is for all applicants, short term and long term. Section V applies only to healthcare professional students. Section VI and VII are for long term applicants only are sent in a separate document if you are applying for long term service (i.e. service of twelve months or longer). Please type or neatly the print answers to the questions below.
Section I Contact Information
	Full Name
	

	Health Profession
	

	Specialty
	

	Country or region where you desire to serve
	

	Date of Birth
	

	Place of Birth
	

	Nationality
	

	Parent’s Nationality
	

	Present Address 
	

	Country
	

	Phone
	

	Fax
	

	Email
	

	Permanent Address 
	

	Emergency Contact
	

	Emergency Contact Phone Number
	

	Past Mission Experience
	

	Country Passport was Issued
	

	Passport Number
	

	Passport Expiration
	

	Type of service you are applying for: 
Short-term Independent Service (2 weeks to 12 months)
Long Term Service (more than 12 months)
	

	Have you ever traveled outside of your home country?
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Select...



	Marital Status
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Select...




Section II Church and Christian Community
	What main churches/fellowships have you attended since becoming a Christian?
	

	What is your current home church?
	

	Current Pastor (or equivalent)
	

	Current Missions Leader (or equivalent):
	

	How long have you been a member of this church/fellowship?
	


Section III Physical and Emotional Health
	Do you consider yourself in good health?

If no, please explain.
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Select...




	Do you have any health or physical disabilities which make it hard for you to get around? 

If yes, please list.
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Select...




	Are there any hereditary diseases in your family?

If yes, please list.
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Select...




	Have you ever suffered any serious illness or accident?

If yes, please explain.
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Select...




	Have you ever struggled with depression, anxiety or any other emotional or psychological difficulty?

If yes, please explain.
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Select...




	Have you ever been charged with any criminal offense?

If yes, please explain.
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Select...




	Name and contact of your primary care physician
	

	Your Blood type
	

	Do you take any prescription medications? 

If so, please list. 
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Select...




	Do you have any history of asthma?
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Select...



	Do you have any history of heart or blood pressure problems? If so, please list.
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Select...




	Have you ever had a stress test or heart catheterization procedure? If so, please list.
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Select...




	Are you a diabetic? 
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Select...



	Are you being treated for any other chronic illness or problems? If so, please list.
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Select...





Section IV References

	Please provide the name, email address, and phone number of one personal reference.
	

	Please provide the name, email address, and phone number of one professional reference.
	

	Please provide the name, email address, and phone number of one pastoral reference if not already included.
	


Section V -Medical, Nursing and Health Professional Student Global Health Internship Applicants Only
	The School which you are enrolled. 
	

	Professional training in which you are enrolled and the present level of training. 
	

	What is your desired specialty? 
	

	Do you have any plans for long term missionary service after you graduate? 

If so please explain.
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Select...




	Name of the Dean for the professional school in which you are enrolled. 
	

	Please provide the name & email/phone number of a faculty member who will provide a reference for you.
	

	Expected date of graduation.
	


I attest that all information provided in this application is true and that false or misleading entries will result in disqualification for service. Typing your full Name and Date of birth in the Applicant Signature Box will be used as your e-signature. 

	Applicant Signature/DOB: 


	Date Signed




Please save this document completed and email it back to the Christian Health Service Corps. 
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