CONNECTING THE SOURCE WITH THE NI
Spring Break Mexico Trip (Mar. 15- Mar . 22)
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Book of Hopees
Affect Destiny Teams
600 SW 3 “ Street, Suite 1250
Pompano Beach, FL 33069
(877) 411-WORD
teams@bookofhope.net

| authorize Book of Hope to perform a background ch eck for any criminal records.

Applicant Parent or Guardian (if applicant is a minor)

Signature date Signature date

Social Security Number:

Please note: Background checks are required to be performed on all team members;
Impact, Nomad and Response Teams, in compliance with Book of Hope Affect Destiny
Teams policy, using a verified and professional company, ChoicePoint (choicepoint.net).
Social Security Numbers will not be used for anything other than a background check,
and all numbers will be blacked out from any printed record.
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ASSUMPTION OF RISK AND INSURANCE AUTHORIZATION

Affect Destiny » Book of Hope International

This form is to be completed by adults (over the ag e of 18 on the trip departure date) and is notrequ ired
for minors (under the age of 18).  Minors must submit the completed Parental Consent, Certification, and
Medical Authorization form, which must be completed by their authorized parent or legal guardian.

PART 1!Assumption of Risk
l, (name of volumtéiest, middle initial, and last name), in

consideration of my acceptance as a short-term volu nteer with Affect Destiny - Book of Hope International of the
World Missions of the General Council of the Assemblies of God, USA, represent and agree that:

1. | am a volunteer worker and acknowledge that | am not an employee of Affect Destiny - Book of Hope
International, the World Missions of the Assemblies of God, or the General Council of the Assemblies of God,
USA.

2. | am aware of the hazards and risks to my person and property associated with serving in a missions
capacity, such hazards and risks including, but not being limited to, death or injury by accident, dis ease,
war, terrorists acts, weather conditions, inadequat e medical services and supplies, criminal activity, and
random acts of violence. | accept my assignment wi th full awareness of these risks, and, subject to the
insurance coverages described below, | voluntarily assume all risks of death, injury, iliness, and damage to
myself or any member of my family associated with s uch risks, and any damage to my personal property. |
further recognize that such risks have always been associated with missionary service (2 Corinthians 11:23-
28).

3. [l attest and certify that | have no medical conditions that would prevent me from performing my dut ies.

4. Subject to insurance coverages described below, | waive and release any and all claims for damages
which 1, or my heirs or successors, may have against Affect Destiny - Book of Hope International, the World
Missions of the Assemblies of God, the General Council of the Assemblies of God, any District Council of the
Assemblies of God, the local church sponsoring the Affect Destiny trip, or any agent or employee of any
such organization, arising from my death, injury, o r illness, or any property damage or loss occurring during
the term of my assignment, or as a result of my assignment.

5. Inthe event that | have minor children who will accompany me on my assignment, |, acting bothon m y
own behalf and in their behalf as their parent and legal guardian, and subject to the insurance covera ges
described below, do hereby assume all risks of deat h, illness, or injury that they may suffer as a result of said
assignment, from those causes described above.

6. | understand and accept the following policy of the World Missions regarding ransom payments and
understand that this is the policy of Affect Destiny ! Book of Hope International, the General Counsel of the
Assemblies of God, and all affiliated agencies:

The World Missions Board has determined that it will not pay ransom nor yield to the demands of
anyone who takes one of our missionary family or st aff hostage. The World Missions pledges itself to
every effort in prayer and all other appropriate me ans to obtain the release of one taken hostage should
it ever occur. This policy was made after sufficient study of the policies of other evangelical missi onary
societies and after considering the advice of the U nited States State Department.

7. | expressly waive any defense to the enforcement of any provisions of this commitment arising from a
claim of lack of consideration and warrant that thi s commitment constitutes a legal, valid, and bindin g
obligation upon me enforceable against me in accord ance with its terms.

8. | expressly agree that this assumption of risk and indemnity agreement is intended to be as broad and
inclusive as permitted by law. | further state that | HAVE CAREFULLY READ THE FOREGOING
ASSUMPTION OF RISK AND UNDERSTAND ITS CONTENTS, AND | VOLUNTARILY SIGN THIS
RELEASE AS MY OWN FREE ACT.

Assumption of Risk and Insurance Authorization
page 1 of 3



ASSUMPTION OF RISK AND INSURANCE AUTHORIZATION

Affect Destiny » Book of Hope International
PART 2linsurance

| am aware of the hazards and risks to my person associated with serving in a missions capacity, as
described above. | further understand that Affect Destiny - Book of Hope International currently requ ires the
insurance coverage summarized below and is providin g such coverage for the duration of my ministry thr ough
the MAPS group policy established with Guarantee Trust Life. | accept this coverage provided by Affect Destiny
I Book of Hope International. | understand that | am not covered during any divergences in itinerary that |
willingly make, to include, but not limited to, unn ecessary stopovers made in transit. | also understand that the
coverage (as detailed below) is subject to change, and that | am responsible for obtaining any additio nal
insurance coverage that | consider necessary.

» Accidental death and dismemberment principal sum: $100,000
» Accident medical maximum: $50,000 per occurrence

*  Sickness medical maximum: $10,000 per occurrence

» Deductible: $50.00 per occurrence

» Coinsurance: 100% after deductible

e Accident Permanent Total Disability Benefit: $100,000

e Sickness Permanent Total Disability Benefit: $12,000

¢ Evacuation Maximum: $75,000

e Repatriation Maximum: $10,000

Please complete the following Guarantee Trust Life Insurance Company beneficiary designation:

Beneficiary: Relasibip to the Insured:
Start Coverage on: End Caege on:
SIGNATURES

Date:

Legible signature Address

Legible signature of spouse (if he or she will Address

accompany you on your assignment)

IMPORTANT: Please have two (2) withesses observe your signing  of this form, and have the witnesses
sign below. They must be at least 18 years old, an d they cannot be your relatives.

Witness! legible signature Address

Witness! legible signature Address

Assumption of Risk and Insurance Authorization
page 2 of 3



ASSUMPTION OF RISK AND INSURANCE AUTHORIZATION
Affect Destiny " Book of Hope International

Health Information:

Name Ade.O.B
Last First Middle Initial Month/Day/Year

Address

Address City State Zip
Sex: O Male O Female Height Weight 8bd Type

(If Known)
In case of an emergency, notify
Name Relationship

Have you ever suffered a serious illness, had surgery performed or been hospitalized?
No O Yes (If yes, write on a separate sheet of paper exactly what)

Do you have any known allergies? O No O Yes (Please List)

Do you have any dietary restrictions or food allergies? O No O Yes (Please List)

Are you currently using any medications? (Include prescription and non-prescription drugs,
dietary supplements, herbs etc.) O No O Yes (Please List)

Have you ever been treated for (or are now suffering from) emotional difficulties?
O No O Yes (Please List)

Do you have a communicable disease? O No O Yes

Do you have any physical limitations? O No O Yes

IMMUNIZATIONS:
For our information please indicate date of most re cent immunization, if known.

Poliomyelitis Diphtheria Hepat#iA Hepatitis B
Measles/Mumps/Rubella Tetanus Malaria Other
Physician"s Name: ¢ceffiPhone( )
Signature Date Initial

Assumption of Risk and Insurance Authorization
page 30f 3
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Parental Consent, Certification, and Medical Author ization
Affect Destiny « Book of Hope International

Parents and legal guardians of minor children (unde  r the age of 18 on the trip departure date) are req  uired to
complete this form and return it to Affect Destiny » Book of Hope International.

THIS FORM IS NOT VALID IF COMPLETED BY A MINOR. [BHFORM MUST BE COMPLETED BY THE PARENT(S) OR
LEGAL GUARDIAN(S) OF THE CHILD LISTED BELOW. SUBBHION OF THIS FORM TO AFFECT DESTINY « BOOK
OF HOPE CONSTITUTES A CLAIM THAT THE SIGNOR(S) AREITHORIZED REPRESENTATIVE(S) FOR THE
DESIGNATED CHILD.

PART 1!General Information (please print)

Child!s Name Date of Birt Gender Age

Daytime Phone Number Child!s Addses

Evening Phone Number

Father!s Name Family Docto

Mother!s Name Doctor!s Phone Number

In case of an emergency, notify
Name Relationship

Insurance Company Covering Child (if additional ins urance is desired)

Policy Number

PART 2!Consent, Certification, and Assumption of Ris k

1. I, the undersigned, beirige parent or legal guardian of the child named abo ve (the
"child#), do hereby consent to the child!s particip ation in an overseas outreach with Affect Destiny $ Book of Hope
International of the World Missions of the General Council of the Assemblies of God, USA to (country). This
consent includes, but is not limited to, the child! s participation in all activities customarily assoc iated with an Affect
Destiny trip. | am aware of the hazards and risks associated with such a trip including, but not limi ted to, death or
injury by accident, disease, terrorist acts, weather conditions, inadequate medical services and suppl ies, criminal
activity, and random acts of violence.

Further, | certify that the child is physically and mentally fit and adequately trained to participate in such an outreach.
| have contacted either our public health departmen t or a travel clinic, and our local physician regar ding
vaccinations, immunizations, and other precautions for the prevention of disease. | certify that the child has followed,
and is following, all procedures (shots, serums, me dications, etc.) recommended by our local physician and the
above agencies. If my child is not physically fit to participate in rigorous activity, | have noted s uch below in the
Medical Questionnaire. | understand that in the case just mentioned, Affect Destiny $ Book of Hope requires a
written release from my physician authorizing the d esignated child to participate in this activity.

2. lunderstand that while the designated child par ticipates on an Affect Destiny team, he or she is responsible to
comply with all orders and directives of the Affect Destiny appointed team leader and/or the missionar y in charge
of the project. | understand that refusal by the d esignated child to comply with these orders and dir ectives may
result in him/her being sent home at my/our expense (including the expense of an accompanying adult
chaperone).

3. | am aware of the hazards and risks to my child and his or her property associated with serving in a missions
capacity, such hazards and risks including, but not being limited to, death or injury by accident, dis ease, war,
terrorists acts, weather conditions, inadequate med ical services and supplies, criminal activity, and random acts
of violence. | accept my child!s assignment with f ull awareness of these risks, and, subject to the insurance

Parental Consent, Certification, and Medical Autization
Page 1 of 4



coverage described below, | voluntarily assume all risks of death, injury, illness, and damage to my c hild
associated with such risks, and any damage to his o r her personal property. | further recognize that such risks
have always been associated with missionary service (2 Corinthians 11:23-28).

4. Subject to insurance coverage described below, | waive and release any and all claims for damages which I, or
my heirs or successors, may have against Affect Destiny $ Book of Hope International, the World Missions of the
Assemblies of God, the General Council of the Assemblies of God, any District Council of the Assemblie s of God,
the local church sponsoring the Affect Destiny trip , or any agent or employee of any such organization , arising
from my child!s death, injury, illness, or any prop erty damage or loss occurring during the term of hi s or her
assignment, or as a result of his or her assignment.

5. Subject to the insurance coverage described belo w, | do hereby assume all risks of death, iliness, or injury that
my child may suffer as a result of said assignment, from those causes described above. | understand t he terms
of the insurance coverage being provided for my chi Id, and | understand that if | desire additional co verage for
my child, it is my responsibility to purchase addit ional coverage.

6. | understand and accept the following policy of the Assemblies of God World Missions regarding rans om
payments and understand that this is the policy of Affect Destiny $ Book of Hope International, the General
Counsel of the Assemblies of God, and all affiliated agencies:

7. | expressly waive any defense to the enforcement of any provisions of this commitment arising from a claim of
lack of consideration and warrant that this commitm ent constitutes a legal, valid, and binding obligat ion upon me
enforceable against me in accordance with its terms .

The Assemblies of God World Missions Executive Comm  ittee has determined that it will not pay
ransom nor yield to the demands of anyone who takes one of our missionary family or staff hostage.
The Assemblies of God World Missions pledges itself to every effort in prayer and all other
appropriate means to obtain the release of one take  n hostage should it ever occur. This policy was
made after sufficient study of the policies of othe r evangelical missionary societies and after
considering the advice of the United States State D  epartment.

8. | expressly waive any defense to the enforcement of any provisions of this commitment arising from a claim of
lack of consideration and warrant that this commitm ent constitutes a legal, valid, and binding obligat ion upon me
enforceable against me in accordance with its terms .

PART 3!Medical Questionnaire

e What is your child!s current weight? Heght? Blood Type?

» Is your child presently being treated for an injury or sickness, or taking any form of medication for any reason?
Yes _ No___Ifyes, please explain:

» Is your child allergic to any type of medication? Yes ___ No__

If yes, please explain:

» Does your child require a special diet? Yes _ No ___

If yes, please explain:

» Does your child have any allergies other than medical? Yes __ No

If yes, please explain:

» Does your child suffer from a serious illness, had surgery performed, or been hospitalized?

Yes _ No ___ Ifyes, please explain:

Parental Consent, Certification, and Medical Autization
Page 2 of 4



» Has your child ever been treated for (or is now suffering from) emotional difficulties? Yes No

If yes, please explain:

» Does your child have a communicable disease? Yes __ No

» Does your child ever sleep walk? Yes __ No

If yes, please explain:

e Can your child swim? Yes ___ No

If no, please explain:

» Does your child have any physical condition or ill ness that would prevent him/her from participating in rigorous
activity? Yes _ No

If yes, please explain:

Note: If yes, a written release must be submitted from your physician authorizing your child to participate in
this outreach.

IMMUNIZATIONS:
For our information please indicate date of most re cent immunization, if known.

Poliomyelitis Diphtheria Hepat#iA Hepatitis B
Measles/Mumps/Rubella Tetanus Malaria Other
Physician!s Name: c&HfPhone( )
Signature Date Initial |

PART 4linsurance

| am aware of the hazards and risks to the child associated with serving in a missions capacity, as d escribed above.

| further understand that Affect Destiny $ Book of Hope International currently requires the insurance coverage
summarized below and is providing such coverage for my child for the duration of his/her ministry thro ugh the MAPS
group policy established with Guarantee Trust Life. | accept this coverage provided by Affect Destiny $ Book of
Hope International for my child. | understand that this coverage (as detailed below) is subject to ch ange, and that |
am responsible for obtaining (at my expense) this a nd/or any additional insurance coverage that | cons ider
necessary for my child:

Accidental death and dismemberment principal sum: $ 100,000
Accident medical maximum: $50,000 per occurrence

Sickness medical maximum: $10,000 per occurrence

Deductible: $50.00 per occurrence

Coinsurance: 100% after deductible

Accident Permanent Total Disability Benefit: $100,0 00
Sickness Permanent Total Disability Benefit: $12,00 0
Evacuation Maximum: $75,000

Repatriation Maximum: $10,000

Please complete the following Guarantee Trust Life Insurance Company beneficiary designation:

Beneficiary: Relationship tothe Insured:

Start Coverage on: End Coverage on:

Parental Consent, Certification, and Medical Autization
Page 3 of 4



PART 5!Medical Treatment Authorization

| understand that Affect Destiny $ Book of Hope International or an agent authorized by Affect Destiny $ Book of
Hope International will attempt to notify me in the case of a medical emergency involving my child.

However, in the event that | cannot be reached, | authorize Affect Destiny $ Book of Hope International or an agent
they authorize to contact medical personnel and to provide the necessary medical services in the event my child is
injured or becomes ill. | authorize the Director or properly appointed staff member of Affect Destiny $ Book of Hope
International and/or the General Council of the Assemblies of God to make emergency medical care decis ions on
behalf of my child, if required by law or a health care provider.

| agree to notify the Affect Destiny $ Book of Hope office in the event of any health changes that would restrict my
child!s participation on an Affect Destiny trip. | also understand that the adult supervisors reserve the right to restrict
my child from any activity that they believe to be beyond the physical capabilities of my child.

| expressly agree that this assumption of risk and indemnity agreement is intended to be as broad and inclusive as
permitted by law. | further state that | HAVE CAREFULLY READ THE FOREGOING ASSUMPTION OF R ISK AND
UNDERSTAND ITS CONTENTS, AND |, AS AN AUTHORIZED AG ENT OF THE DESIGNATED CHILD,
VOLUNTARILY SIGN THIS RELEASE FOR MY CHILD AS MY OW N FREE ACT.

(Signature of Parent/Guardian) (Date)
(Signature of Parent/Guardian) (Date)
STATE OF

COUNTY OF

On this day of , 20 , before me,

, a Notary Public in and for said state personally appeared

, known to me to be the person who executed the within

agreement and acknowledged to me that he/she executed the same for the purpgsed

therein stated.

SIGNATURE:
MY COMMISSION EXPIRES:

Parental Consent, Certification, and Medical Autization
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