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MISSIONER PROFILE 

First name                                       Middle                                        Last  

Home Street Address  

City, State, Zip Code  

Email       Work Ph         Home Ph  

Date of birth (mm/dd/yy)                          Sex            Nationality   

Passport #         Where issued              Exp date (mm/dd/yy)  
 

 

District               Local church   

Team leader            Project host      

Project location (city/town and country)   

Date of Departure(mm/dd/yy)                Date of return                Total # days  
 

 
 
Emergency contact:          Relationship           Ph 
 
Participant’s Physician                                           Physician Phone Number          
 
Allergies and Medications   
 
In consideration of the opportunity to participate in the project described above as a volunteer, and in 
consideration of other obligations incurred by the mission organization, please review the following agreement 
and sign below: 

 I agree to share my faith in an appropriate Christian manner 
 I agree to cooperate at all times with the team leader concerning our work and life together and to stay 

with the team from beginning to end. 
 I agree to abstain from offensive habits while on the mission. (The use of alcohol and tobacco is 

unacceptable for Christians in many countries.) 
 

In witness whereof, I have executed this agreement at (City,State)   

Date (mm/dd/yy)        Signature   
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