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Study Abroad Health Information Form
The purpose of this form is to help CCV provide appropriate assistance to you should the need arise during your experience abroad. Travel seminars can be physically and emotionally demanding.  Change in diet, long days, full schedules, potential strain from cultural differences, and intensive interaction with other group members can affect your health. It is important that we be aware of any medical or emotional problems, past or current, which might affect your ability to participate. The information provided will remain confidential and will be shared with program staff or appropriate professionals only if pertinent to your well-being.

Name: (Please print)






                                               


Last


First

Sex:  (  F    (  M
 Age            Date of birth:
   /
   /
           Colleague ID



  Month/Date/Year

Immunization Information
CCV requires study abroad participants for all trips to provide documentation that you have received the immunizations listed below. Please note that students born prior to 1957 are exempt.

1. Tetanus Booster (Tdap/Td) within the past 10 years. 

Tdap:____
Td:_____
Date of vaccination: ____/____/________

2. MMR (Measles, Mumps and Rubella) vaccine 2 doses or positive titer test.

Date #1:____/____/________

Date#2:____/____/________

                                       Or Positive Titer Dates:

____/____/________

____/_____/________
____/____/________

                  Measles


                   Mumps


                 Rubella

3. Varicella (Chickenpox) – statement student has had the Chickenpox or positive titer test.

I verify that I had Varicella (Chickenpox) in ____/________ (month/year) or 

tested positive for the disease on ____/____/________ or I received the Varicella vaccinations:

Date #1:____/____/________

Date#2:____/____/________

If you have questions, please call Linda Schlott at 802.828.3024 or email linda.schlott@ccv.edu. 

Health Information: Please list the following or indicate “N/A” if not applicable
Food allergies:












Allergies (plants, insects, stings, environmental factors, etc.):

_______

________
Medical allergies:












If you indicated any allergies above, what happens when you come in contact with the allergen? Are you taking any allergy related medication?








Note:  Participants should bring an adequate supply of medications that are required on a daily or routine basis.

Dietary restrictions or requirements:









Medical History: This is required to coordinate treatment in the event of a medical emergency.  Where appropriate, answer “N/A” if not applicable.

Do you have a history of any of the following medical conditions?  
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Epilepsy         
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Heart condition
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Arthritis (or other condition that limits mobility)
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Asthma
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Diabetes
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Back problems or other injuries
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Emphysema
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High blood pressure
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Alcoholism
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Eating disorders
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Other substance abuse or chemical dependencies
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_______
How might any of these conditions affect your travels?        


                                   __  


Do you have any limitations in walking or climbing stairs that might affect your participation? 



























Are you currently being treated for any physical condition? If so, please explain.





























Are you generally in good physical condition? If no, please explain


















Medication taken on a daily or routine basis and purpose for use:









































Note:  Participants should bring an adequate supply of medications that are required on a daily or routine basis.

List any circumstances or health conditions (such as surgery; hospitalization; injuries; chronic condition; physical, psychological, emotional, or mental illness) that may need special consideration during your experience abroad or may affect your ability to participate in this program. Please explain to the extent that this information should be known by the staff concerned with your well being.
Do you have a documented disability that will require accommodations while abroad? If so, explain.






































Have you met with your CCV site ADA advisor?








Is there any health related information not already included that you want us to know about?





The following must be completed.  If you do not have a regular physician, indicate where your medical records are kept.

Physician name (please print):









Office phone:  (       )






Emergency phone:


      



Address:












Health and Emergency Agreement

I authorize the release of information contained in this Health/Emergency Treatment Authorization form for access and review by the Community College of Vermont (CCV) or its representatives.  I give these individuals permission to communicate my health condition with each other and with any physician listed above. I understand that if this information is pertinent to my well-being abroad, it may be communicated to the overseas program coordinator(s), the CCV program leaders, and the host institutions’ program directors.

In the event that I need emergency medical care, hospitalization, or surgery while participating in the program, I authorize CCV, through its representatives, to secure any necessary treatment.  If coverage is not provided through the provided insurance program, I understand that such treatment shall be solely at my expense.  In the event of any emergency abroad, the CCV may notify my emergency contacts provided in my application packet.

I certify that all responses made on this form are complete, true and accurate, and I will notify the CCV immediately of changes in the state of my health.  

Participant Signature:









Date:





hw/04.12.2011
