
Medical Form 
HONDURAS 2010 

July 3 – July 10 
July 10 – July 17 

Liberty Corner Presbyterian Church 
 
 
 
Contact Information 
 
Name ____________________________________________________________________ 
 
Address __________________________________________________________________ 
 
City _______________________________   State ______________   Zip _____________ 
 
Phone:   Home ________________   Work  ________________   Cell  ________________ 
 
Email Address __________________________________   Birth Date _________________ 
 
 
Emergency Contact __________________________________   Day Phone ____________ 
 
          Relationship ___________________________________Night Phone ____________ 
 
Emergency Contact __________________________________   Day Phone ____________ 
 
          Relationship ___________________________________Night Phone ____________ 
 
 
 
Passport Information 
 
Name as it appears on your passport ___________________________________________ 
 
Passport Number ______________________________   Where Issued _______________ 
 
 Date Issued ____________________________   Expiration Date ______________ 
 
 
Insurance Information 
 
Company__________________________________________________________________ 
 
Address __________________________________________________________________ 
 
City _______________________________   State ______________   Zip _____________ 
 
Policy Number _______________________   Policy ID _____________________________ 



 
 
Medical History 
 
List all medications you currently take.  Include name, dose and frequency 
 
 
 
 
 
Any allergic reaction requiring medication or other medical treatment? If yes, please explain 
 
 
 
 
 
Any hospitalizations or surgeries in the past year?  If yes, please explain 
 
 
 
 
 
List any special health problems or concerns. 
 
 
 
 
 
Doctor’s Name ___________________________________  Phone Number _____________ 
 
 
Consent for Treatment 
 
In the event of an emergency or non-emergency situation in which medical treatment is required as a 
result of participation with the Honduras ministry at Liberty Corner Presbyterian Church, every 
reasonable effort will be made to contact the persons listed on the reverse side.  If unsuccessful in 
contacting the persons listed, consent/permission is given for treatment by competent medical 
personnel. 
 
Unless specified otherwise, consent/permission is hereby given to all accompanying adult volunteer 
leaders on the trip to hospitalize, secure proper treatment for, and to order injection, or surgery 
(under recommendation of qualified medical personnel). 
 
 
___________________________________________  ___________________________ 
Signature       Date 
 
 
 
___________________________________________  ____________________________ 
Signature of Parent/Guardian     Date 
 
Remember to keep a copy for yourself.  This form, with the registration and financial covenant, can be 
placed in the Honduras mailbox in the church office or mailed to: 
 
Liberty Corner Presbyterian Church 
Attn: Arnie Edelstein 
Honduras Mission Trip 
45 Church Street 
Liberty Corner, NJ  07938 
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