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Blue Nile Children’s Organization Medical Mission Project Registration

Dates of Mission:_________
Do you plan to arrive early or leave late? Yes__No___Not sure___(Check one.)

Contact Information

Family Name:__________________________ Given Name:___________________________
Mailing Address:______________________________________________________________
Phone Number(s): ____________________________________________________________
(If you provide more than one, please indicate when each is to be used.)

Email(s):____________________________________________________________________
(If you provide more than one, please indicate when each is to be used.)

Professional Information

Profession:  MD_____ ARNP _____ CNM_____Licensed/Registered Midwife______RN______
PAC______Other______ (specify_________________________________________________)
Trainee_____(specify stage of training____________________________________________)
State/Province of Licensure or Registration (if applicable)______________________________
License or Registration Number (if applicable)_______________________________________
(Please provide photocopy or scan of license or registration.) 

Are you currently involved in any legal or disciplinary action related to the practice of your healthcare profession? Yes______ No______ (Check one.)

Have you confirmed with your malpractice insurance carrier that their policy covers care you provide as a volunteer?  Yes______ No______ (Check one.)

Specialty:______________________________________________________________________

Certification

I certify that the information provided in this registration and any supporting documents is true to my knowledge: 
______________________________________________________________________________

Please mail to:

Blue Nile Children’s Organization
Attn: Missions Project
P.O. Box 28658
Seattle, WA 98118

If you have any questions, please contact Project Coordinator, Maegan Ashworth (206-351-8031, maegan.ashworth@gmail.com), or the BNCO Office (206- 760-2873, admin@bluenile.org).  Your registration may be submitted at any time.  Please submit your proof of license/registration and program fee four months prior to your scheduled trip.  You should receive an enrollment packet with complete information within a month of registering.  Thank you!
For office use:

Date of receipt and initials of office staff confirming:

Registration form received:__________________________________________________

Proof of license/registration received:_________________________________________

$100 deposit received (trainees only):__________________________________________

$3000 program fee received:_________________________________________________

Enrollment packet sent:_____________________________________________________

C.U.R.E Kit ordered:_________________________________________________________

C.U.R.E Kit received:_________________________________________________________
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