Serving Trip Application
Select from Drop Down Box - Project Applying for:  FORMDROPDOWN 

Custom Trip Country Preferences :     
GENERAL INFORMATION
Legal Name (Last, First MI.)      ,              .
Trip ID Badge Preferred Name (First Name)      
Dates Available at Current Street Address/Phone Number:       -      
Current Street Address      
City       State       Zip Code      
Home Phone #       Cell Phone #       Fax #      
E-mail      
Gender   FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female   Date of Birth (mm/dd/yyyy)      /     /     
Social Security Number       -       -     
US Citizen  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  
If No, Country of Citizenship      
Do you have a current US Passport  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No        Passport #      
US Passport Expiration Date*      /      /      
   Issuing Office/City       
*must be valid 6 months beyond intended stay

Do you have a Green Card?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    Special VISA for USA?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Type of VISA       Expiration date      /      /      
FREQUENT TRAVELER PROGRAMS
 FORMDROPDOWN 

#      
 FORMDROPDOWN 

#      
Other       #      
Other       #      
Other       #      

EMERGENCY CONTACT INFORMATION

In case of Emergency, please contact:

First Name       Last Name      

Relationship to you      
Home Phone#       Work #       Cell #      
Street Address       

City       State       Zip Code      

Email      
PERSONAL INFORMATION

Do you currently speak a foreign language other than English?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If so, what language(s)      
SKILLS
Please list any professional skills or field applicable training that you have:

(i.e. construction, medical/dental certifications, TESL, technical, instruments played, etc.
     
WORK EXPERIENCE

Are you currently employed?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 
Occupation       
Employer       

Do you have humanitarian relief/service work experience?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Name of organization you worked with      
Area/Countries served in      
Type of work performed:      
Explain any other international cultural experience(s)      
Countries Traveled to      
Briefly explain why you want to participate on this trip      
How did you hear about Adventrek?      
CHARACTER REFERENCES (Teacher, Friend, Employer, Religious Advisor/Spiritual Leader) not a relative:

Name      
Phone Number      
Relationship to Applicant      
Name      
Phone Number      
Relationship to Applicant      
The information on this application is true to the best of my knowledge.

Electronic Signature       
Date      /      /      

Original Signature _________________________________________ Date ___________________

Please print out your application, after submitting it electronically to info@adventrek.org, and mail an original SIGNED copy to Adventrek, Attn. Kristine Socall, PO Box 770, West Chicago, IL 60186


ADVENTREK, INC.

Waiver and Release Form

For all applicants

I have read this form carefully and am aware that by signing this form and by engaging in any service work in any way planned, organized, coordinated, supervised or funded by Adventrek, Inc., whether as an employee, independent contractor, volunteer, or in any other capacity, including without limitation any travel, training, orientation, support or other activities related to or incidental to such service work (the “Service Trip”) at my own risk, I am WAIVING AND RELEASING, on behalf of myself and all of my children or future children, all claims arising out of or related to such Service Trip.

ACKNOWLEDGMENT AND ASSUMPTION OF RISK OF INJURY AND LOSS

I have fully informed myself of all of the details of the Service Trip.  I will engage in and have received satisfactory answers to all questions I have concerning the Service Trip, including the risks inherent in the Service Trip and the activities in general, and believe and represent that I have the necessary abilities, skills and knowledge to participate in the Service Trip.  I further represent that I will similarly inform myself before engaging in any Service Trips that are not presently contemplated and I will not engage in any Service Trips that I do not believe that I have the necessary abilities, skills and knowledge to participate in.  I recognize and acknowledge that the Service Trip involve risks of bodily injury, death, and property loss.  I hereby agree to, and do, assume the full risk of any injuries including death, and of any property loss, and of all expenses, costs, damages and losses that I may sustain as a result of participating on any Service Trip.

WAIVER OF AND RELEASE OF CLAIMS

I hereby agree to, and do, waive, release and relinquish all claims, demands, rights and action damages, liabilities and controversies of every kind, known and unknown, present and future, that I may have against ADVENTREK, INC, their officers, agents, servants, employees, insurers, related or affiliated individuals or entities, successors and assigns arising out of, connected with, or in any way related to any Service Trip.
I/we have read and fully understand the above WAIVER AND RELEASE OF ALL CLAIMS, and execute it of my free will and without any reservation whatsoever.

APPLICANT(s):



Signature



Print name of applicant

Address 

____________________________________

City State/Province Code 



SUBSCRIBED and ACKNOWLEDGED BEFORE ME

THIS _________ DAY OF _________________, 20___. 


Notary Public 
Address

City State/Province Code

Return original, signed and notorized form to:

ADVENTREK, Attn Kristine Socall, PO Box 770, West Chicago, IL 60186 






PHYSICIAN’S   EVALUATION   FORM

__________________________________has applied for service with Adventrek to participate in a short-term, international service trip in which there might be involved strenuous physical exertion. 

Please answer the following questions about the applicant's health.

Would he/she able to walk 2 to 3 miles per day?   
Is he/she under medical supervision at this time or taking any medication?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

If so, what kind and for what?    

Would you consider him/her to be in generally good health?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Is he/she free from all contagious diseases?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Blood Pressure: ____________________Pulse:____________________________
Are there any abnormalities of the following system

                               Yes
No
Please describe    

Ears, Nose, Throat
 FORMCHECKBOX 
  
 FORMCHECKBOX 
   


Eyes
 FORMCHECKBOX 

 FORMCHECKBOX 
   


Neurological
 FORMCHECKBOX 

 FORMCHECKBOX 
    


Cardiovascular
 FORMCHECKBOX 

 FORMCHECKBOX 



Respiratory 
 FORMCHECKBOX 

 FORMCHECKBOX 
    


Musculoskeletal
 FORMCHECKBOX 

 FORMCHECKBOX 
     


PHYSICIAN RECOMMENDATION:

 FORMCHECKBOX 
  Acceptable without limitations

 FORMCHECKBOX 
  Should remain in areas where adequate medical care is provided

 FORMCHECKBOX 
  Not acceptable

 FORMCHECKBOX 
  Acceptable with limitations (specify) 


Doctor’s Signature: 
 Date: 


Doctor's name (printed) 



Doctor’s Full Address: 


Doctor’s Phone # (with area code): ______________________________
________________________
______________________________
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Any additional COMMENTS you’d like to make:
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