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Samaritan’s Purse’

DISASTER RELIEF



 
Adult Volunteer Emergency Contact and Medical Information
	Shirt Size: Please Mark One

	 FORMCHECKBOX 
 Small
	 FORMCHECKBOX 
 Medium

	 FORMCHECKBOX 
 Large
	 FORMCHECKBOX 
 XL

	 FORMCHECKBOX 
 2XL
	 FORMCHECKBOX 
 3XL


Volunteer Name: _____________________________________________        
Team Name:  ________________________________________________

Date:  ______________________________________________________

Please complete the form below. The information will be kept in the strictest confidence. This is standard but critical information for the Projects Department to be able to protect you, your family, and the ministry to the greatest extent possible.

We want to make sure that if an emergency occurs in the office or in the field, the correct knowledge and preparation is in place to properly care for you. Please list at least two people that could be contacted on your behalf in case of emergency.

Name: _____________________________________________________________________________________________

Address:  ___________________________________________________________________________________________

City:  ______________________________________________ State:  ___________________ Zip Code:  ​​​​​​​​​​​​____________​__

​​

Relationship to Volunteer:  _____________________________________________________________________________

Telephone Number:  __________________________________________________________________________________

Name:  ____________________________________________________________________________________________

Address:  ___________________________________________________________________________________________

City:  ______________________________________________ State:  ___________________ Zip Code:  ​​​​​​​​​​​​____________​__

Relationship to Volunteer:  _____________________________________________________________________________

Telephone Number: __________________________________________________________________________________

In case of an emergency, would you like your Pastor notified?  If so…..

Pastor’s Name:  ___________________________________ Church Name:  _____________________________________

Address:  ___________________________________________________________________________________________

City:  ______________________________________________ State:  ___________________ Zip Code:  ​​​​​​​​​​​​____________​__

Telephone Number:  __________________________________________________________________________________

Medical Considerations you may want us to be aware of (allergies, diabetic, heart ailments, etc.):

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

Note: Please make sure to bring appropriate medications (i.e. EpiPens, insulin, inhalers, and prescription medication) with you to the site.  Samaritan’s Purse cannot be responsible for these medications.

Date of last Tetanus vaccine: _________________________________________________________________________

If you will need accommodations for medical equipment such as a sleep apnea machine, please contact the Samaritan’s Purse office to arrange.

Date: _________________                                  Signature: ______________________________________________
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Youth Volunteer Emergency Contact and Medical Information
	Shirt Size: Please Mark One

	 FORMCHECKBOX 
 Small
	 FORMCHECKBOX 
 Medium

	 FORMCHECKBOX 
 Large
	 FORMCHECKBOX 
 XL

	 FORMCHECKBOX 
 2XL
	 FORMCHECKBOX 
 3XL


Volunteer’s Name: _____________________________________________ 
Date of Birth: ________________ Team Name: _____________________ 
Team Leader: _______________ Team Leader’s Cell # _______________

Name of Parent/Legal Guardian _______________________________________________________________________

Address: ___________________________________ City: __________________________ State: _______ Zip: _______

Home Phone#: ______________________    Mother’s Cell#: __________________    Father’s Cell#: ________________

Family Physician: ________________________________________________ Phone: ___________________________

In the event of an accident, the parent(s)/legal guardian(s) of the youth will be contacted. Please list one additional contact in case the parents/legal guardian cannot be reached:

Name _____________________________________________ Relationship to Youth_______________________________

Address: ___________________________________ City: __________________________ State: _______ Zip: _________

Home Phone#: ________________________________________ Cell#:  ________________________________________

*********************************************************************************************

Does the Youth Volunteer have any medical condition and/or take any medication of which Samaritan’s Purse and/or the Team Leader should be aware?  



YES    NO

If YES, please explain in detail, including any medications that will be taken during the trip, including any over-the-counter medications: 

__________________________________________________________________________________________________________________________________________________________________________________________________

Does the Youth Volunteer have any allergies to food, dust or other allergen?  
YES   NO

If YES, please list all known allergies:  

__________________________________________________________________________________________________________________________________________________________________________________________________

(Please use back of page and/or additional paper if necessary)

It is the responsibility of the Youth Volunteer and his/her parent/legal guardian to ensure that the Youth Volunteer brings  an adequate supply of any medication that will be needed, including without limitation, any EpiPen, asthma inhaler, antibiotics, etc. 

Date of last Tetanus vaccine: ________________________________________________________________________

Signature of Parent/Legal Guardian:  _________________________________________  Date:  ____________________

_______________________________________ (State)   ___________________________________________ (County)

I, ____________________________________________, a Notary Public for said County and State, do hereby certify that  

________________________________, personally appeared before me this day and acknowledged the due execution of 

the foregoing instrument.

Witness my hand and official seal this _______ day of __________, 20 ___.  







                       ___________________________ Notary Public

My commission expires: __________________






