[bookmark: _GoBack]VOLUNTEER  INFORMATION  FORM

Trip Dates _________________ Group Name (if applicable) ___________________


Full Name (please print) ___________________________________________________
Age ___________ Date of Birth __________________
Passport No. _____________________ Expiration Date ________________

Address ________________________________________________________________
City ___________________________________ State ______ Zip __________________
Phone _______________________ E-mail Address ______________________________


Name of Emergency Contact(s) ______________________________________________
Phone _______________________ Relationship ________________________________

Name of Physician ___________________________ Phone _______________________
Medical Insurance Provider _________________________________________________
Phone _______________________ Policy Number ______________________________

Allergies and Medications__________________________________________________
Medical Conditions________________________________________________________
Special Dietary Requirements________________________________________________



Signature_________________________________________ Date___________
Signature of Parent (for minor) ______________________________ Date ___________
