
  
 

 

 
 

 
 
 
 
 
 
 
 

 

MEDICAL MISSION VOLUNTEER FORM 

 

 

 
 FIRST NAME: ____________________  M.I._____  LAST NAME:_______________________ 

 

 ADDRESS:______________________________________________________________________ 

 

   ___________________________________________________________________ 

 

 HOME PHONE:_______________________ CELL PHONE:____________________________ 

 

 EMAIL:_________________________________________________________________________ 

 

CIRCLE ONE: Surgeon, Anesthesiologist, Ophthalmologist, General Medicine, Dentist, 

Pediatrician, O.R. Nurse, Recovery Room Nurse, RN, Pharmacist, Administrative 

Support/Other (Please specify) ____________________ 

 

EMERGENCY CONTACT: 

 

NAME:_________________________________________________________________________ 

 

ADDRESS:______________________________________________________________________ 

 

HOME PHONE:________________________ CELL PHONE:___________________________ 

 

Please send completed form together with the following to the address below: 

1. Copy of credentials (Resume/curriculum vitae) Short version 

2. One (1) Passport picture (no need to send if there is a photo on the professional license) 

3. Copy of Professional License (if applicable) 

4. Signed insurance waiver 

5. T-shirt size 

 

Send to: Medical Surgical Mission of Texas 

  c/o Dr. Aida Canlas-Polvorosa 

  P.O. Box 7959 

  Beaumont, TX 77726-7959 

 

OR email to:    shirleyagustin@gmail.com 

 


