Medical Form: Required for application to the  Advanced Crop Improvement Short Course

Oct 27 – Nov 9, 2019, St. Louis, Senegal
Please type directly into this form, save it, and return the completed form with your application by July 4, 2019 to Emily Luna (Emily.Peachey@colostate.edu).
MEDICAL HISTORY RECORD  - Confidential

NAME: 


















last



first




middle

LOCAL ADDRESS: 















street



    



home phone



city

state
zip
   
Country


Gender Identity (Male/Female/Non-binary)
PERSON TO NOTIFY IN CASE OF EMERGENCY:

NAME:






RELATIONSHIP:







HOME PHONE 





WORK PHONE 







HEALTH AND HOSPITAL INSURANCE:

Student Insurance?:
 Name of Insurance:










Private Insurance?:
 Name & Address:










International Health:
Phone 












Subscriber's Name:













Does your insurance coverage provide for medical evacuation?

Y      N
Does your insurance coverage provide for repatriation of remains?
Y      N
HAVE YOU OR ARE YOU NOW UNDER TREATMENT FOR ANY OF THE FOLLOWING PROBLEMS?

Allergies
Environmental
Y      N

Ear, nose, throat trouble
Y      N



Insect Stings
Y      N

Heart defect or disease

Y      N

Asthma



Y      N

Malaria



Y      N

Chronic Respiratory Illness
Y      N

Seizure disorders or

Diabetes Mellitus

Y      N


convulsions

Y      N

If yes, give brief description of problem and treatment:

Do you have allergies to any medications or food? (please list)








Are you currently being treated for any chronic illness?

Y      N

describe: 














Are you currently taking any medications? (please list)

Y      N  

name and purpose













Do you have any history of immune system deficiency?

Y      N

describe: 














Pg.4 





Name:









Date of last Physical Exam:




Your physician's name, address & phone number










DISABILITY

Do you consider yourself handicapped or disabled in any way that requires you to receive special consideration during the trip?

Y      N

Explain:















IMMUNIZATION HISTORY





DATES


Diphtheria, pertussis, tetanus (DPT) completed


______/______


Tetanus Diphtheria or Tetanus Toxoid (Td, TT) Booster

______/______


Measles







______/______


Mumps







______/______


MMR







______/______


Polio series completed





______/______


Polio booster as an adult 




______/______

OTHER


Hepatitis A series





______/______


Hepatitis B series





______/______


Yellow Fever






______/______


Typhoid







______/______


Rabies series






______/______


Meningococcal vaccine





______/______


Other vaccines






______/______

Dietary preferences (Circle): Vegetarian, Non-Vegetarian, Other (specify)  _________________________________

WOMEN ONLY

Are you pregnant, suspect you may be pregnant, or trying to become pregnant?

Y      N

Explain:















I certify that the above is an accurate summary of my health status.

Signature








Date

