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MELCHIZEDK’S TREAUSRE

UGANDA TRIP  APPLICATION
I AM APPLYING FOR ACCEPTANCE AS A TIP MEMBER  FOR:

__________________________________________________________________________________________
                             DESTINATION (CITY, COUNTRY)


                  DATES

NAME_________________________________________________NICKNAME*________________________

 (EXACTLY AS IT APPEARS ON YOUR PASSPORT)    
       NOTE: *ASTERISKED FIELDS WILL APPEAR ON NAMETAG

DATE OF BIRTH___/___/___ ( Male   ( Female      OCCUPATION*___________________________ 

STREET ADDRESS____________________________________________________________________________

CITY*_____________________________________STATE*___________ZIP__________________________

PASSPORT NUMBER _________________________ IF YOU DO NOT HAVE A PASSPORT, APPLY IMMEDIATELY
HOME (_______)___________________________          WORK (______)_____________________________

CELL   (____​​__)_____________________________

EMAIL_______________________________________ PASSPORTNUMBER __________________________

EMERGENCY CONTACT NAME___________________________________________________________________

RELATIONSHIP___________________________ PHONE NUMBER (_______)____________________________

DO YOU HAVE ANY PHYSICAL DISABILITY?   ( Yes    ( No    IF SO, PLEASE DESCRIBE 

______________________________________________________________________________________

______________________________________________________________________________________

HAVE YOU EVER BEEN TREATED FOR ANY MENTAL/EMOTIONAL CONDITION?    ( Yes    ( No   IF SO, PLEASE 

DESCRIBE _________________________________________________________________________________

______________________________________________________________________________________

PLEASE LIST ANY CONDITION THAT MAY LIMIT YOUR PARTICIPATION AND ANY MEDICATIONS YOU ARE 

CURRENTLY TAKING _________________________________________________________________________

PLEASE LIST ANY ALLERGIES TO FOOD, MEDICINE, ETC._____________________________________________

______________________________________________________________________________________

MEDICAL INSURANCE PROVIDER__________________________________ POLICY #______________________

PHONE (______)__________________________________  (IF POSSIBLE, OTHER THAN TOLL FREE NUMBER)

ARE YOU A PRACTISING CHRISTIAN?___________________________________________
ARE YOU FLUENT IN ANY LANGUAGES OTHER THAN ENGLISH?   ( Yes    ( No

IF SO, NAME LANGUAGE(S) ___________________________________________________________________

I, __________________________________, DECLARE THAT THE INFORMATION PROVIDED BY ME IN THIS APPLICATION IS TRUE, CORRECT, AND COMPLETE TO THE BEST OF MY KNOWLEDGE. I AUTHORIZE MELCHIZEDEK’S TREASURE TO VERIFY ANY AND ALL INFORMATION PROVIDED ABOVE. 

SIGNED: X_________________________________________________________ 
DATE____/____/____

Submit to:  rhapsody.l.snyder@gmail.com
Active Blessing

Melchizedek's Treasure‘s  Ministry to the Abandoned

A 501C3 tax –exempt  ministry
Jane Snyder                                                                                            Melchizedekstreasure.com

16600 Saint Mary's Church Road                                              Melchizedekstreasure@yahoo.com

Aquasco, Maryland, 20608        WWW.ACTIVEBLESSING.COM                        301-602-5126
