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Staff Application for

YWAM San José, Costa Rica

Please follow the steps below to complete your application

· Be sure to fill out each section of this application.

· Fill in Section A.

· Fill in Section B.

· On the Health Form, Section C1 must be completed by you, the applicant.

· Print out the Health Form, Section C2 have it completed by your doctor.
· Answer all the questions in Section D. (If printing application, attach a separate page)

· Send the Reference Form to your pastor or current YWAM leader.

· Include two (2) current photos of yourself, or a digital photo is acceptable. (No group photos)

· Sign the application. Even if you email us your application, we still need the original with all the necessary signatures.

· Send the entire application with an application fee of $25 (US) if you are single or $40 (US) for couples (each spouse must complete a separate application), to the following address:
(Please make your check payable to: CIMEC)

YWAM San José, NEXT DAY - SJO G97U8, P.O. Box 025240, Doral, FL. 33102
If you need further assistance, please feel free to contact us and we will gladly help.

In the USA:

Telephone:
(305) 407-2799

In Costa Rica:

Telephone:
(506) 2283-7168
Fax:

(506) 2283-5514
Email:

personnel@ywamsj.org
Web:

www.ywamsj.org
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I would like to apply for:

	 FORMCHECKBOX 
 Long term Staff Position
	Length of term:      


	 FORMCHECKBOX 
 Short term Staff Position
	Starting Date:      









     Month / Year

Personal Information:

	First Name:      
	Middle Name:      
	Last Name:      


	Mailing Address:      


	City:      
	State / Province:      
	Zip / Postal Code:      


	Country:      


	Telephone:      
	Fax:      


	Email:      
	Website:      


	Date of Birth:      
	Place of Birth:      



          DD / MM / YYYY


	Age:    
	Sex:
	 FORMCHECKBOX 
 Male
	 FORMCHECKBOX 
 Female


	Nationality:      
	Passport Number:      
	Expiration Date:      













          DD / MM / YYYY

Marital Status: (please check the appropriate box)
	 FORMCHECKBOX 
 Single
	 FORMCHECKBOX 
 Married
	Anniversary Date:      













 DD / MM / YYYY

	 FORMCHECKBOX 
 Divorced
	 FORMCHECKBOX 
 Engaged
	Wedding Date:      












           DD / MM / YYYY

	 FORMCHECKBOX 
 Widow (er)


	Spouse’s Name:      
	Will your spouse be accompanying you?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


	Spouse’s Nationality:      
	Passport Number:      
	Exp. Date:      


            










                  DD / MM / YYYY

Emergency Contact Information:

	Complete Name:      
	Relationship to Applicant:      


	Mailing Address:      


	City:      
	State / Province:      
	Zip / Postal Code:      


	Country:      


	Telephone:      
	Email:      


Section A

Family Information:

	Child’s Name:      
	Age:      
	Sex:
	 FORMCHECKBOX 
 M
	 FORMCHECKBOX 
 F


	Nationality:      
	Passport Number:      
	Exp. Date:      


                DD / MM / YYYY

	Child’s Name:      
	Age:      
	Sex:
	 FORMCHECKBOX 
 M
	 FORMCHECKBOX 
 F


	Nationality:      
	Passport Number:      
	Exp. Date:      


                DD / MM / YYYY

	Child’s Name:      
	Age:      
	Sex:
	 FORMCHECKBOX 
 M
	 FORMCHECKBOX 
 F


	Nationality:      
	Passport Number:      
	Exp. Date:      


  DD / MM / YYYY

Church Information:

	Church Name:      
	Pastor’s Name:      


	Mailing Address:      


	City:      
	State / Province:      
	Zip / Postal Code:      


	Country:      


	Telephone:      
	Fax:      


	Email:      
	How long have you attended this church?      


Personal Finances:

	Do you have the necessary finances to cover the $200 (US) monthly staff fees?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


	Please explain:      


	Do you have any persons or churches committed to supporting you during your time with YWAM?
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No


	Please explain:      


	Do you have any debt at this time?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	How do you plan to eliminate this debt while with YWAM?


	Please explain:      


	Signature:      
	Date:      


            DD / MM / YYYY

Section B

Education & Languages:

	What is the highest grade level you have completed?      


	What languages do you speak?  Please indicate your level of proficiency.


	A = Basic
	B = Limited
	C = Minimum Professional
	D = Professional
	E = Native Tongue


	Languages
	Written
	Speaking


	     
	   
	   


	     
	   
	   


	     
	   
	   


	     
	   
	   


Experience & Interests:

	In which of the following do you have experience or a special interest?
	Experience = E
	Interest = I


	E
	I
	E
	I
	E
	I
	E
	I


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Evangelism
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Discipleship
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Writer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Church Planting


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Teaching
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Administration
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Singer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Multimedia Communications


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Marketing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Nursing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Doctor
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Community Development


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Mechanic
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Journalism
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sports
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Video Production


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Computers
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Graphic Arts
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Music
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Working with Children


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Photography
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Translation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Drawing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Working with Teens


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Electrical
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Carpentry
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Dance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Working with Homeless


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Health Care
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Public Relations
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Art
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Counseling


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hospitality
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Construction
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cooking
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Accounting


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Farming
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Receptionist
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Theater
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Maintenance


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Preaching
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Secretarial
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sound
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Beautician / Hair Stylist


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Plumbing
	Others:      


Section B

Consent for Treatment:

I / We are in complete agreement to whatever treatment, anesthesia or surgery, deemed necessary in the opinion of the attending doctor, to be performed on:

	Applicant’s Name:      


If the applicant is under 18 years of age, the signature of a parent or legal guardian is required. If the applicant is over 18 years of age, only the applicant’s signature is required.

	Signature of Parent or Legal Guardian:      
	Date:      


 DD / MM / YYYY

	Signature of Applicant:      
	Date:      


 











 DD / MM / YYYY

	Home Phone:      
	Work Phone:      


Release of Liability:

I / We will not hold Youth With A Mission (YWAM), it’s agents, employees or volunteers liable for any and all accidents, damages or loses that may happen to the applicant, named below, as a result of his/her involvement or participation with YWAM.

	Applicant’s Name:      


If the applicant is under 18 years of age, the signature of a parent or legal guardian is required. If the applicant is over 18 years of age, only the applicant’s signature is required.
	Signature of Parent or Legal Guardian:      
	Date:      


 DD / MM / YYYY

	Signature of Applicant:      
	Date:      


 











 DD / MM / YYYY

	Home Phone:      
	Work Phone:      


Section C1
This section must be completed by the applicant. (Please answer all questions as clearly as possible. This information is treated confidential and is kept apart from your academic records)

	Applicant’s Name:      


	Are you currently being treated by a doctor for any medical condition?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	If so, please explain:


	     


	Are you taking any medications at this time?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	If so, please explain:


	     


	Do you have any physical disability or other health issue that requires special attention?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No


	If so, please explain:      


Allergy Information:
	YES
	NO
	YES
	NO
	YES
	NO


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Penicillin
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Serum
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Sulfonamide


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Other Allergies:      


Contagious Diseases:

Have you ever had any of the following contagious diseases?

	YES
	NO
	YES
	NO
	YES
	NO


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Strep Throat
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Chicken Pox
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Tuberculosis


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Scarlet Fever
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Measles
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Small Pox


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Mumps
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Other (please specify):      


	Have you had an HIV test done?
	 FORMCHECKBOX 
       FORMCHECKBOX 

	If so, what were the results?      


Women Only:

	YES
	NO
	YES
	NO
	YES
	NO


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Irregular Period
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Excessive Flow
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Severe Cramps


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Previous Pregnancies
	Are your Pregnant?
	 FORMCHECKBOX 
 Yes      
	 FORMCHECKBOX 
 No
	What is your due date:      














            DD / MM / YYYY

	Explanations:      


Section C1
Personal Health History:

Have you had or do you currently have any of the following: (Please explain for any “YES” answers)

	YES
	NO
	YES
	NO
	YES
	NO


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Jaundice
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Anemia
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Back Problems


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Hepatitis
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Weakness
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Recurrent Diarrhea


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Tumor / Cancer
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Paralysis
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Heart Disease


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Fainting / Dizziness
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Insomnia
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Skin Problems


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Diabetes
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Shortness of Breath
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Intestinal Problems


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Hay Fever
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Asthma
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Kidney Disease


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Low Blood Pressure
	 FORMCHECKBOX 
       FORMCHECKBOX 

	High Blood Pressure
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Eye Trouble


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Venereal Disease
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Head Injury
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Recurrent Headaches


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Hearing Problems
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Arthritis
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Nervous Disorders


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Epilepsy / Convulsions


	Explanations:      


Immunization Records:

	YES
	NO
	Date
	YES
	NO
	Date







DD / MM / YYYY





        DD / MM / YYYY

	   FORMCHECKBOX 

	 FORMCHECKBOX 

	DPT/Td (series of 3)
	     
	  FORMCHECKBOX 

	  FORMCHECKBOX 

	Typhoid (series of 3)
	     

	   FORMCHECKBOX 

	 FORMCHECKBOX 

	Td Booster
	     
	  FORMCHECKBOX 

	  FORMCHECKBOX 

	Cholera
	     

	   FORMCHECKBOX 

	 FORMCHECKBOX 

	Tetanus Booster
	     
	  FORMCHECKBOX 

	  FORMCHECKBOX 

	Chicken Pox
	     

	   FORMCHECKBOX 

	 FORMCHECKBOX 

	Polio (series of 3)
	     
	  FORMCHECKBOX 

	  FORMCHECKBOX 

	Yellow Fever
	     

	   FORMCHECKBOX 

	 FORMCHECKBOX 

	Polio Booster
	     
	  FORMCHECKBOX 

	  FORMCHECKBOX 

	BCG (Tuberculosis)
	     

	   FORMCHECKBOX 

	 FORMCHECKBOX 

	Mumps
	     
	  FORMCHECKBOX 

	  FORMCHECKBOX 

	Hepatitis A (series of 2)
	     

	   FORMCHECKBOX 

	 FORMCHECKBOX 

	Measles
	     
	  FORMCHECKBOX 

	  FORMCHECKBOX 

	Hepatitis B (series of 3)
	     


Important note regarding immunizations:

Please respond yes or no to each type of vaccination received. It is very important that we have a correct record of all the immunizations you have or have not received, including the specific date of each vaccine.

I attest, to the best of my knowledge, that the above information is true and correct.

	Applicant’s Signature:      
	Date:      














       DD / MM / YEAR

Section C2

FOR THE DOCTOR:
The applicant mentioned below is applying to be part of Youth With A Mission San José, Costa Rica. This program requires that this person is in good health and your evaluation will be considered in the acceptance of the applicant.

	Applicant’s Name:      


	For how long has the applicant been your patient?
	 FORMCHECKBOX 
 Years
	 FORMCHECKBOX 
 Months
	 FORMCHECKBOX 
 Weeks
	 FORMCHECKBOX 
 First Visit


	Height:
	Weight:
	Kg.
	Blood Pressure:


	Blood Type:
	 FORMCHECKBOX 
 O
	 FORMCHECKBOX 
 A
	 FORMCHECKBOX 
 B
	 FORMCHECKBOX 
 AB
	 FORMCHECKBOX 
 +
	 FORMCHECKBOX 
 -


Do any of the following problems exist?

	YES
	NO
	YES
	NO
	YES
	NO


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Dermalogical
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Gastric / Intestinal
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Head / Neck Problems


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Urological
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Ears / Nose / Throat
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Reproductive Problems


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Ophthalmological
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Muscular
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Mouth / Teeth


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Neurological
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Lymphatic
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Psychiatric


	   FORMCHECKBOX 
       FORMCHECKBOX 

	Respiratory
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Endocrine
	 FORMCHECKBOX 
       FORMCHECKBOX 

	Cardiovascular


	Will he / she be able to walk 3 km. daily?
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO


COMMENTS:

	Doctor’s Name:      


	Mailing Address:      


	City:      
	State / Province:      
	Zip / Postal Code:      


	Country:      


	Doctor’s Signature & Seal:      
	Date:      














     DD / MM / YYYY

Section D

Personal Questions:

	Please describe your conversion experience and your relationship with the Lord at this time.


	     


	Describe any other special experiences you have had during your walk with the Lord.


	     


	How would you describe your relationship with your family? Please include how they feel about your plans to come work with YWAM.


	     


	Describe your relationship with your local church. And include any areas of leadership or service that you were involved in.


	     


	Are you in school or working at this time? Please explain.


	     


	Describe your long-term goals.


	     


	What areas of your character are you wanting to change with God’s help?


	     


	How did you hear about YWAM San José?


	     


	Why do you desire to serve with YWAM San José?


	     


	In what other YWAM bases have you served in the past and for how long?


	     


	Please list all YWAM schools you have attended, which location and what year you completed them.


	     


	Please write the name of the person completing your reference form, be sure to include their telephone number and email address.


	     


	Mention any other area or aspect of your life you believe would be important for us to know about.


	     








Place


Photo


Here








YWAM San Jose, NEXT DAY - SJO G97U8, P.O. Box 025240, Doral, FL. 33102

