
Program name ______________________________________________________________________  Today’s date _____/_____/_____

Name ________________________________________________________________________________________________________

Mailing address _____________________________ _______________________ ____________ __________ _____________________

Phone (_________) ___________________________ Birth date _____/_____/_____   Gender  Male    Female  

AMBASSADOR LEADERS 
LEADER AND SITE STAFF HEALTH FORM

In order to protect and ensure the health and safety of our leaders and staff during travel on an Ambassador Leaders program, each traveling 
leader and site staff must submit a health form to the program office. All information is confidential and will only be released to Ambassador 
Leaders, staff, and agents on a need-to-know basis. In the event of an emergency, the information provided may be given to the appropriate 
medical authority.

street                                                                          city                                                             state                          zip/postal          country

CONDITIONS

MEDICATION

ALLERGIES

  Page 1 of 2 please continue to next page  

 None 
Describe in detail any medications or treatments you will be using while on the program.

 None  
Describe in detail any medications or treatments you will be using while on the program.

 Can you monitor and self-administer all needed medications without assistance?    Yes    No

Mobility limitations
(Wheelchair, recent injury or surgery, difficulty walking 5+ miles a day, etc.)   Yes    No Pulmonary disorders

(Asthma, COPD, cystic fibrosis etc.)  Yes    No 

A life-threatening allergy  Yes    No Seizures or epilepsy  Yes    No 

Psychological conditions
(Depression, mood disorders, anxiety, eating disorders, bipolar, etc.)  Yes    No Sleep apnea with CPAP  Yes    No 

Diabetes:   Type 1    Type 2  Yes    No Vision impairment
(Not corrected by contacts/glasses)  Yes    No 

Hearing impairment (Not corrected by aids)  Yes    No Heart condition  Yes    No

Other ____________________________________  Yes    No 

Allergy Reaction Required medication Life-threatening?

1. ___________________________ 1. _____________________________ 1. _____________________________  Yes    

2. ___________________________ 2. _____________________________ 2. _____________________________  Yes  

3. ___________________________ 3. _____________________________ 3. _____________________________  Yes 

4. ___________________________ 4. _____________________________ 4. _____________________________  Yes   

Medication _________________________________ Reason _______________________________________________________

Medication _________________________________ Reason _______________________________________________________

Medication _________________________________ Reason _______________________________________________________

Medication _________________________________ Reason _______________________________________________________

For allergic emergencies, I carry auto-injectable epinephrine (EpiPen®), which I acknowledge I am able to self-administer.  Yes    No

If yes, please explain the type, severity, and impact on program participation ________________________________________________

___________________________________________________________________________________________________________

Do you present any history or current evidence of:

 mm       dd          yyyy

 mm       dd          yyyy



  Please return this completed form by email to: info@ambassadorleaders.com or fax it to 888.501.3455

Emergency contact name ___________________________________________  Relationship to leader or staff ______________________

Home phone ( _______ )__________________________  Mobile/other phone ( _______ )__________________________

Physician’s name ___________________________________________ Physician’s phone (_________) ___________________________

In the event you need professional medical treatment during our program, please provide your insurance carrier information and sign the release listed below which allows the 
sharing of medical information with our Ambassador Leaders staff.

Insurance provider __________________________________________ Insurance contact phone (_______) ________________________

Name of covered member __________________________________________ ID # for leader or staff _____________________________

Group # _____________________________________________ RX group # (if different) _______________________________________

Note: Ambassador Leaders or its agents reserve the right to decline to accept or retain any person as a leader. Ambassador Leaders does not discriminate based on race, national 
origin, age, disability, gender, sexual orientation, or any other category protected by applicable law.

I _______________________________________________________ [print name], warrant that to the best of my knowledge, I am able to participate 
in travel with Ambassador Leaders. In the event of circumstances that require immediate medical care, I hereby give authorization to Ambassador Leaders 
and its representatives and agents to seek and provide medical services for me when deemed appropriate by Ambassador Leaders staff, including 
transportation to a hospital/clinic/medical facility for evaluation and emergency medical or surgical treatment. I authorize any physician, nurse, or medical 
staff member at such hospital/clinic/medical facility to treat me. I also hereby give authorization to any medical facility and medical staff to share personal 
medical information involving me with Ambassador Leaders staff, representatives, and agents to the extent such a disclosure is necessary to properly 
treat me. I also give authorization to Ambassador Leaders staff, representatives, and agents to share information with other volunteers, staff, agents, or 
representatives on a need-to-know basis. I also understand that this authorization will remain in effect until I choose to revoke it in writing.

I assume all risks, known and unknown, foreseeable and unforeseeable, in any way connected with my participation in the travel program. In connection 
with any such travel, I hereby release and hold harmless Ambassador Leaders, its agents, employees, and officers from any and all actions or claims of 
any nature for personal injury or property damage of any kind arising in any way from my participation in any travel activities.

At Ambassador Leaders we are proud of our ability to provide reasonable accommodations as required by law. We have limited ability to meet such 
needs when we are not made aware of a condition or need for an accommodation in advance. Therefore, failure to disclose on this health form a medical 
condition that would require any accommodation may result in our inability to provide the accommodation. We ask that you disclose any accommodations 
that may be required. Should a leader arrive on one of our programs without first disclosing such a need, it is understood that the leader may be returned 
home at his/her sole expense.

I have read this document and understand its significance and have executed this document voluntarily and truthfully. 

Signature _________________________________________________________________________________ Date _______/_______/_________

Print name _____________________________________________________________________________________________________________

Please note: We will attempt to accommodate dietary needs, but cannot guarantee all meal requests. Please understand that we cannot control the contents of food products 
during travel. Should you have dietary allergies, you are ultimately responsible for inspecting all food for ingredients related to the allergy.

DIETARY REQUESTS

EMERGENCY CONTACT

PHYSICIAN & INSURANCE

MEDICAL TREATMENT INFORMATION SHARING, AND DISCLOSURE WAIVER

 None 
Describe in detail any dietary requests you may have while on the program. __________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

 mm            dd              yyyy 
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