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PAACS Basic Information Form


Dear Colleague:

 
Thank you for your interest in helping us train and disciple the next generation of Christian surgeons for Africa.  If you would provide us with the information below, we will try to get you moving in the right direction as quickly as possible.  Copy this form to your desktop or documents folder, fill it out (use “tab” to move from field to field), save it (“BIF-YourSurname”) and then send it back as an attachment to:         

 PAACS-BIF@paacs.net 
	Name:      
(Last Name,  First Name, Middle, Other)
	Date of Birth

     

	Mailing Address:      


	City, State or Province, Postal Code:      


	Country:   FORMCHECKBOX 
 USA    FORMCHECKBOX 
 Other       

	E-mail address:      

	Home Phone:      
	Cell Phone:      
	Fax:      

	Marital Status:  FORMCHECKBOX 
 Married       FORMCHECKBOX 
Single       FORMCHECKBOX 
 Divorced        FORMCHECKBOX 
Separated


	
	Yes
	No

	Do you understand the term “born again”?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If so, have you had that spiritual experience?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If yes, are you willing to share your experience with hospital staff?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If not, are you willing to answer some additional questions about your spiritual journey?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are you in agreement with the Statement of Belief at the end of this document?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you willingly affirm the Statement of Belief?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you attend a Bible believing church on a regular basis?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Your church’s name:       
	
	

	Do you have a ministry within your church?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Please describe it in a sentence:      

	
	

	Have you ever lead another person to faith in Jesus Christ?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have any objections to the chaplains at our hospital sharing the gospel with all of the people we treat, including those who believe differently?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you smoke?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do drink alcohol?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If so, would you find it difficult to abstain from these during your stay?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you have problem losing your temper in the operating room when things get difficult?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are you in good health?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Are there any medical conditions that could give you problems during your stay in Africa?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If so, please describe them:      

	
	

	Do you enjoy teaching?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	As a teacher do you consider yourself as:

 FORMCHECKBOX 
Above Average     FORMCHECKBOX 
 Average          FORMCHECKBOX 
Below Average
	
	

	Would you be willing to prepare at least one Power Point lecture per week from our curriculum in your area of specialty to give during your stay?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Would you be willing to prepare 5 multiple-choice quiz questions for each lecture?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you speak French?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have you had much experience communicating with people who speak limited English?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you speak languages other than English/French?

If yes, please list:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If married would you prefer to come:  FORMCHECKBOX 
 Alone         FORMCHECKBOX 
With your family (how many)?      
	
	

	Additional Information you would like to add:       

	
	


The following information is necessary in order for us to fill out the records for a resident’s training.  Please attach a full recent CV to your reply e-mail.  
	Name of Medical School: 

     
	Date of Graduation:

     

	Your Specialty Area:                                FORMCHECKBOX 
General Surgery  
	 FORMCHECKBOX 
 Other:     

	Where did you receive your specialty training?      
	Dates of that training?

     

	Board Certified?     FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Certifying Agency:       

	Date of Last Certification      

	State or Country where licensed:      

	Date of Last licensure/renewal:         


	Present Employer, Institution or Organization:
	     

	Address:

	     

	City, State or Province and Postal Code
	     

	Country
	 FORMCHECKBOX 
USA         FORMCHECKBOX 
 Other       


Present Academic Titles or Positions:

	Title
	Institution
	Location 

	     

	     
	     

	     

	     
	     


Present Titles, Honorifics, Fellowships and Memberships in surgical societies:
	1.     


	2.     


	3.      


	4.      


	5.      


	6.      



PAACS STATEMENT OF BELIEF
· We believe that the Bible, in its entirety, is the only inspired, inerrant Word of God.

· We believe that there is one God eternally existent in three persons: the Father, the Son and the Holy Spirit. 

· We believe that Jesus Christ is God the Son, born of a virgin, who willingly died on the cross for the sins of Man and rose from the dead to sit at the right hand of the Father.

· We believe that the forgiveness of sin and the gift of eternal life come only through repentance and faith in Jesus Christ.

· We believe in the ministry of the Holy Spirit who indwells those who are born again by the Spirit of God, and enables believers to live a godly life.

· We believe in the personal return of Jesus Christ to reign in power and glory on the earth. He will judge the saved and the lost – the saved will receive eternal life and the lost will receive everlasting punishment.

· We believe in the unity of all believers who love, worship and obey Jesus Christ as the Son of God.

· We believe that it is the duty of all who love and obey Jesus Christ to proclaim his gospel to their neighbors and to the world and to respond with compassion to the suffering around them in the ways that Jesus did, regardless of race, religion, nationality, or social status.
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