GLOBAL CELEBRATION

MISSIONS TRIP MEDICAL WAIVER FORM
I/We do hereby release Global Celebration, its staff, agents, assistants and volunteers from any

liability whatsoever arising out of any injury, damage or loss sustained by said person during the course of involvement with Global Celebration and group to the following destination: 

Destination: _________________________________________________ Dates: ___________

Participant’s Printed Name: _______________________________ Date: ________________

Signature of parent or guardian, if participant is under 18 years of age.

Signature of Parent/Guardian: _____________________________ Date:_________________

Relationship: __________________________________________________________________
EMERGENCY CONTACT: _______________________________ Phone: _______________

EMERGENCY CONTACT EMAIL:______________________________________________

(This must be someone who is not traveling with you.   This information will be kept confidential)

PLEASE NOTE: UNFORTUNATELY REQUIREMENTS FOR SPECIAL DIETS OR SERVICES FOR THE HANDICAPPED CANNOT BE ACCOMMODATED ON THIS ITINERARY.


Name: _______________________________________________________________________

Address: _____________________________________________________________________

City/State/Country/Postal Code: ___________________________________________________

Citizen of what country: _________________________________________________________

I have conferred with my doctor about necessary medical requirements: ___________________

Prescription medications currently necessary: ________________________________________

_____________________________________________________________________________


Any medical conditions that may be a problem out of your home country:

_____________________________________________________________________________ 


You may check the web site for the Center for Disease Control for additional information. www.CDC.gov, select Traveler’s Health ( Destinations (_____________________________.









(select countries)

I CERTIFY THAT THE INFORMATION ON THIS MEDICAL WAIVER FORM IS COMPLETE AND ACCURATE.

Participant’s Signature: _______________________________ Date: _____________________

Signature of Parent/Guardian, if participant is under 18 years of age.

Parent/Guardian: ____________________________________ Date: _____________________

