CALVIN COLLEGE OFF‑CAMPUS STUDIES

HEALTH INFORMATION

TO BE COMPLETED AND TURNED IN TO INSTRUCTOR WITH APPLICATION FORMS. (Physical not required)
Full name (Last)   _____________________________________ (First) _________________________________ (M.I.) _______Date of birth____/____/____
Local Address (number/street)_____________________________________________________________________________
 


(City)



(State/Province) 




(Zip)

Local Phone _____________________ Calvin I.D.                                         E-mail Address ___________________________

IN CASE OF EMERGENCY: 
Emergency contact____________________________________________________(Relationship)_________________


Address (Street)






Telephone (H) (
________)_________________________
(City)




(State)

(Zip)

     (W)(________ )________________________









Insurance Carrier:  







Policy Number: _______________________
Family Physician 





City 



Phone (_____)_________________
LIST: Chronic health problems for which you regularly see a health care provider: _________________________________
Drug, food, animal, or insect sting allergies: 









_______
Current prescription and over the counter medications (name, dose, frequency): ________________________________________________
___________________________________________________________________________________________________
Major illnesses, hospitalizations, and surgeries (give dates): ____________________________________________________
Check if you have now or have ever had any of the following, explain below:
     Kidney/bladder infections
__Thyroid disorder


     Elevated blood pressure
     Heart murmur

     Seizures/epilepsy


     Psychological/emotional concerns
     Other heart problems

     Asthma/wheezing


     Hepatitis
     Digestive problems

     Fractures/sprains requiring medical
     Contact lenses (Take "backup" pair)

    Diabetes


     attention (within past 5 years)          __ Eating Disorder     
Explanation: __________________________________________________________________________________________
_____________________________________________________________________________________________________
I attest that the above information is accurate and complete.  I understand that this confidential information will be shared with my instructor.  By providing the emergency contact above, I am giving permission for that person to be contacted in case of an emergency. I also give permission for the instructor to discuss with Health Services and/or Broene Counseling any health issues that arise while participating in this course. I understand that I must receive any vaccinations required for my trip, or will forfeit the right to participate in the trip.
Student Signature 








  Date ____________________     

Country Destination 



 Instructor __________________________________________________
  ___________________________________________________________________________________________________       Travel Health Comments: _____________________________________________________________________________
 ___________________________________________________________________________________________________
 Complete /Travel Health staff signature__________________________________ Date___/___/___
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