
Checklist for Honduras Mission Trip 

ST. MICHAEL THE ARCHANGEL PARISH

Checklist for your trip:
 FORMCHECKBOX 
 1.
Forms and Releases – The required forms (attached) after completion can be mailed or delivered along with your $400 deposit to the parish office:


St. Michael the Archangel Parish


14251 Nall Ave.

 
Leawood, Kansas 66223


Attn: HONDURAS MISSION PROJECT
 FORMCHECKBOX 
 2.
Complete VIRTUS TRAINING – Dates are available through our parish or at  www.archkck.org
 FORMCHECKBOX 
 3.
Vaccinations - Ensure your tetanus and diphtheria immunizations are current. Hepatitis A and Typhoid are strongly recommended. The Center for Disease Control offers a travelers health website with up-to-date information about specific countries. Visit www.cdc.gov for more information. Johnson County Health Department offers travel immunizations, visit their website at http://health.jocogov.org for additional information. 

 FORMCHECKBOX 
 4.
Team Meetings - Participate on the dates provided by your Trip Coordinator. Typically 2 trip planning meetings are scheduled. Additionally, all volunteers are invited to assist with “packing” our parish donations. Other optional team meetings may include socials and/or Spanish lessons. 

 FORMCHECKBOX 
 5.
Book your flight as directed by your team leader. Flight information will be provided to each team volunteer. 

 FORMCHECKBOX 
 6.
Check packing list and make notes per team meeting of any changes.

 FORMCHECKBOX 
 7.
Pictures/Videos – Post-trip submit all photos via CD/DVD to trip photographer.

MISSION TRIP PACKING LIST
St. Michael the Archangel Catholic Church

14201 Nall Avenue, Leawood, KS 66224   913-402-3900

Custom agents may be concerned about the resale of certain items. They need to see the items we have packed:

· Remove all items from their boxes, i.e., pack new toothpaste without its box.

· Remove price tags from anything new.

· Do not gift wrap anything.

·  Pack things in plastic bags if possible.
· Do not lock luggage.
TOILETRIES (Travel size)

TRAVEL ITEMS



LUGGAGE
___Toothbrush/paste


___Passport



___One carry-on/personal items

___Deodorant 



___Emergency number list

___Two suitcases for designated


___Hand sanitizer


___Insurance ID



donations (provided by the 

___First Aid items


___One credit card


Honduras Committee)

___Pain killers



___Cash




___Backpack/cross-body purse

___Antacids



___Camera/charger

___Eye drops/nasal spray


___Flashlight (small)

___Shampoo



___Travel alarm (battery)

___Body soap (liquid)


___Sunglasses

___Sunscreen



___Snacks to share with travel team



___Prescription medicine
(Cipro)

___Bath towel/wash cloth

___Bug spray



___Shower shoes






___Skirt/pants for masses

Non Essentials 


___Plastic reusable water bottle

___Earplugs



___Personal journal

___Hair dryer



___Light weight jacket/rain poncho/umbrella

___Small mirror



___Close toed shoes/comfortable walking shoes


___Phrase book



___Capri style pants (no shorts for women please)

*Honduras committee will provide composite pictures of the residents of each home, Spanish phrase notecards, itinerary, emergency contact list and Spanish prayer book

FORM A - MISSION TRIP APPLICATION

St. Michael the Archangel Catholic Church

14201 Nall Avenue, Leawood, KS 66224   913-402-3900

Last Name:_________________________First Name:__________________Middle Initial:____
Address:_______________________________________________________________________

City/State/Zip:_________________________________________________________________

Home Phone:_______________Cell:______________Work Phone:_______________________
E-Mail Address:_________________________________________________________________

Birth Date (Month/Day/Year):________________SSN_________________________________ 

Name on Passport:______________________________________________________________
Passport Number:_________________Country/State/City of Issue:______________________
Emergency Contact:__________________Phone:_______________Relationship:___________

Email of  Emergency Contact _____________________________________________________

Are you a member of St. Michael? How long?________________________________________
In which ministry areas have you served?___________________________________________
______________________________________________________________________________
Why do you want to serve on this mission project?____________________________________
______________________________________________________________________________
Do you speak Spanish? If so, years of training/experience______________________________
List any previous mission experience:_______________________________________________
______________________________________________________________________________
Please describe your strengths, particular gifts and skills:_______________________________
______________________________________________________________________________

Signature:___________________________________________________Date:______________

Form B- MISSION TRIP MEDICAL INFORMATION
St. Michael the Archangel Catholic Church

14201 Nall Avenue, Leawood, KS 66224   913-402-3900
Trip Dates:____________________________________________________________________

Name:_____________________________________________Date of Birth____________________

Physician/Phone Number:________________________________BloodType:__________________

Health Insurance Company:___________________________Phone Number:__________________

Insurance Policy Number:____________________________________________________________

Supplemental Health Insurance Co. (if any):_____________________________________________

Insurance Policy Number:_____________________________Phone Number__________________

Emergency Contact in U.S.:______________________________Relationship__________________

City/State:_____________________Contact Number/s:____________________________________

Mission trips can be extremely strenuous and stressful. It will include a long plane ride and a 2-4 hour car ride. Travelers are required to carry their own luggage. There will be walking between lodging and meeting locations, in addition to the possibility of climbing stairs. It may also involve sharing a room with one or more persons. The climate can vary which can affect overall strength and energy. Water quality is an issue and food may be unique to you.

All of these factors have been known to aggravate certain health conditions, and the medical facilities in many countries may not be adequate. We request a medical statement from your doctor, if there is any concern about your health and this specific mission trip.

1. Do you have any physical conditions that could limit your ability to perform the ministry of this particular trip?

2. Have you had any surgery or major health problems in the past two years? If so, please explain.

3. Please check if you have any of the following medical conditions:

_____Allergies

_____Arthritis

_____Asthma

_____Bleeding Disorders

_____Chronic Anxiety_____Depression
_____Diabetes

_____Fibromyalgia

_____Glaucoma
_____Heart Disease
_____Hypertension
_____Hypoglycemia

_____Migraines
_____Seizures

_____Other_______________________________

Is there anything the Team Leader needs to know about the above checked conditions in order to better assist in your comfort and care?

4. Are you currently taking or do you regularly take any medications (including over-the-counter medicines)? If so, please explain and note which are prescription and which are non-prescription. List dosage, conflicting medicines, contraindications and any other information that might be helpful.

5. Do you have any allergies to medicines, food, insects or other items? Any special dietary or sleep needs?

6. Are you currently under a doctor’s care or have you been in the past year? If so, please explain.

7. List any physical limitations or  conditions such as heart problems, diabetes, or seizures that you have or are currently experiencing?

8. List any physical limitations or conditions that  you have experienced in the past or to which you may be susceptible while traveling abroad.

Please summarize your health. Do you place any limits on yourself to avoid physical or medical problems (diet, physical exercise, etc.)? Do you have any hearing, vision, or mobility limitations?

Your name (Please print)____________________________________________Date____________________

Signature______________________________________________________Date of trip__________________
FORM C-HONDURAS MISSION TRIP 
MEDICAL RELEASE

St. Michael the Archangel Catholic Church

14201 Nall Avenue, Leawood, KS 66224 * 913-402-3900

Trip Dates  _________________________________________________________________

I,  _________________________________authorize________________________________

              (participant)                                                       (another adult on trip)

if I am unable to do so, to consent to any necessary examination, anesthetic, medical diagnosis, surgery or treatment and/or hospital care rendered to me under the general or specific supervision and on the advice of any physician or surgeon licensed to practice medicine by the state or country in which they practice, during the mission trip.

My medical information and history, including physician and insurance information, have been provided in the signed medical information form required in order to participate in this mission trip, which I confirm is accurate.

Signature___________________________________________Date_____________________

NOTARIZATION OF MEDICAL RELEASE FORM

State of__________________________________________County___________________________

On this ____________________day of_______________________, _______(year), before me 

Personally appeared_______________________________________to me known to be the same 

person described in and who executed the within instrument, and who acknowledged the same to be 

the free act and deed thereof.

Notary Public______________________________________County_________________________

State of_____________________________________________Commission expires__________

FORM D - HONDURAS MISSION TRIP 
NOTIFICATION OF DEATH
St. Michael the Archangel Catholic Church

14201 Nall Avenue, Leawood, KS 66223 * 913-402-3900

Trip Dates___________________________________

Name:________________________________Passport No._____________________________

In the event of my death, should my death occur outside the United States, a family member, or a member of St. Michael the Archangel Catholic Church, or a representative of the U.S. State Department/US Embassy, is to be instructed by the following:

1. Immediately contact the following:

A. A consular duty officer at the U.S. Embassy in the country where the death occurred.

Phone_____________________Fax___________________Email________________

B. St. Michael the Archangel Catholic Church

Phone_____________________Fax___________________Email________________

C. My family or other:

Phone_____________________Fax___________________Email________________

2. My wishes are as follows:

        ______ My body is to be shipped to the U.S. in keeping with the requirements of the country of                                                                                                                        

 Honduras where the death occurred, to (funeral home): ________________________________

______ All my valuables, money, and personal possessions are to be kept in the control of a representative of the United States Embassy and shipped to:  ____________________________

In the event of death, all of the above instructions are to be followed in consultation with the above-named family member if that family member’s physical condition and location make such consultation possible.  Further, all valuables, money, and personal possessions are to be placed in the possession and control of the above-named family member.

Signature_________________________________________Date_____________________________

                                NOTARIIZATION OF DEATH NOTIFICATION FORM

State of____________________________________County_______________________________

On this __________ day of _________________, __________ (year), before me personally appeared 

______________________________________________________ to me known to be the same person 

described in and who executed the within instrument, and who acknowledged the same to be the free act 

and deed thereof.                                                                                                                                         
Notary Public _________________________________ County_________________________________

State of ______________________________ Commission expires ______________________________
FORM E-LIABILITY RELEASE
St. Michael the Archangel Parish

14251 Nall Ave. Leawood, KS 66223

Name ____________________________________________ Trip Dates ________________ 

The undersigned releases and agrees to hold harmless St. Michael the Archangel Parish, and any related agency, conference, district, local church, member, employee, or agent, from any liability, injury, damages, loss, accidents, delay, or irregularity related to the undersigned individual’s planned participation or involvement in the mission trip/project indicated above. 

The undersigned has been advised and understands that the project may involve unusual risks to participants. Those risks may involve, among others, the following: 

Dangers resulting from air travel and disease; from civil insurrection or warfare; from post-warfare hazards such as landmines; from geographic features such as altitude, which may have a dexterious effect on persons with heart conditions or respiratory diseases; from extreme heat and humidity with no air conditioning available, or from extreme cold with no central heating. The foregoing is not an exhaustive list of dangers that may arise but is illustrative of some types of dangers that may be faced. 

This release covers all rights and actions of every kind, nature, and description, which the undersigned ever had, now has, or but for this release, may have. This release binds the undersigned and his or her heirs, representatives, and assignees. 

Signature ____________________________________________ Date _________________________


NOTARIZATION OF Liability RELEASE FORM 

State of ________________________________________ 

County ____________________________ 
On this _________ day of _______________________________, _________ (year), before me personally appeared _______________________________________ to me known to be the same person described in and who executed the within instrument, and who acknowledged the same to be the free act and deed thereof. 

Notary Public _____________________________________________County ______________________
State of ______________________________ Commission expires _______________________________

