MWB Volunteer Medical Release Form

	Personal Information

	Name:

	Date of Birth:
	Age: 
	Gender: Male/Female

	Home Address:

	City:
	State/Province: 
	Zip Code: 
	Country: 

	Home Phone:
	Cell Phone: 

	Email: 

	Emergency Contact

	Name:
	Relationship:

	Address: 

	City:                                                                                                                     
	State/Province/Region:
	Zip Code:

	Home Phone: 
	Cell Phone:

	Medical Information (Please answer “Yes” or “No”)

	Medical Illness
	Yes/No
	
	Medical Illness
	Yes/No
	
	Immunizations
	Yes/No

	Ear, Nose & Throat
	
	
	Diabetes
	
	
	Hepatitis A
	

	Cardiac
	
	
	Neurologic
	
	
	Meningococal
	

	GI
	
	
	Seizures
	
	
	Yellow Fever
	

	GU
	
	
	Hypertension
	
	
	Typhoid Fever
	

	Gynecologic
	
	
	Arthritis
	
	
	PPD
	

	Eye Diseases
	
	
	Dermatologic
	
	
	Malaria Tab
	

	Other condition(s) not listed above:
	
	Other(s):

	

	Current Medications:

	Previous Surgery: 
	Month & year of surgery:

	Allergies:

	Medical Insurance Information

	Name of Company:
	Policy Number:
	Expiration Date:

	Address: 
	City & State:

	City: 
	State/Province/Region:
	Country


Authorization for treatment and release of information:

I, the undersigned, represent that the above information is accurate. I hereby give my permission to the MWB organization and its affiliates to provide me with medical and/or surgical treatment in case of medical emergencies. I fully understand that, although my confidentiality will be maintained, any information acquired in the course of my medical and/or surgical treatment may be used by MWB in support of its purpose.

Note: Please, email this form to info@medicswithoutborders.org. 
Privacy: The entire contents of this application along with all proceedings and attachments or inquiries made by any member shall be privileged and confidential.

Name (in lieu of signature): 

Date:

