Heal th Form

for
St udents on Bucknel |
St udy Abroad Prograns

Since a program of study abroad can be both physically and enotionally stressful, we ask that you
provide a frank eval uation of your health. University conpliance with the Amrerican Disabilities Act
ensures that no one can be deni ed acceptance to a study abroad programfor reasons of health, unless
reasonabl e accommodations are not available. The following information is considered confidentia
and will be used only by the programdirector in an attenpt to provi de reasonabl e accommodations for
your condition while you are abroad.

You may have the medi cal exam nation done at the Zeigler Health Center at no charge; appointnents with

the physician can be easily scheduled. Return this in an envel ope narked "confidential" to your program
director.

Medi cal I nformation

Nane: (please print)

Last First
BU | D#/ Soci al Security #:
Semest er Abroad: Sumer 20
Program Bucknel | in Northern Ireland
Gender: M F_ Hei ght : Wei ght :

| authorize the academc director(s) of Bucknell in Northern Ireland (nane of progran) to
contact the follow ng individual (s) to discuss any nedical or health condition which
may arise while | am abroad

Name
Student Signature
Addr ess
Dat e
Phone #

If you answer YES to any of the follow ng questions, please use a separate sheet of
paper to give details of the condition and the treatnment you received or are continuing
to receive.

1. Are you currently under medical treatnment? __ No ___ Yes (explain)

2. Are you currently taking any nedication? ___ _No __ Yes (explain
and nanme nedication)

3. Is this nedication for a tenporary or

ongoi ng condi tion?

Are you allergic to any nedication? No Yes (expl ain)




4, Pl ease |list any dietary restrictions/preferences.

5. a. Please |list any allergies, food or other
b. Are you allergic to any nedication? No Yes (explain)
6. Have you ever been or are you currently being treated by a psychol ogi st or
physician for a significant enotional disorder requiring hospitalization or
medi cation? __ No_ Yes (explain)
7. Do you or m ght you have an eating disorder? No Yes
(expl ai n)
8. Have you had a previous eating disorder? _ No ___ Yes (explain)
9. Do you have a history of drug or al cohol abuse? No Yes
(expl ai n)
10. Do you have any l|learning disabilities or physical inpairnments?
No Yes (expl ai n)
11. Are you pregnhant or do you have any reason to suspect you m ght be?
No Yes (explain)
12. Have you had any diseases or significant injuries?
No Yes (expl ain)
| 3. Have you had any surgical operations or been advised to have any?
No Yes (explain)
14. Is there anything el se about your health or medical history that we
shoul d know whi ch may be a factor should there be an energency?
No Yes (expl ain)

I certify that the information on this Medical Information Formis true and correct

and understand that it will only be used for the purposes for which it was prepared.

St udent Signature Dat e



Part 1l: To be completed by physician

I have read Part | and have exanm ned this patient. To the best of ny
knowl edge, | reconmend that the student

participate without restriction

participate only if the foll owi ng care can be reasonably acconmpdat ed:

Si gnat ure of Physi ci an:

Printed Name of Physician Dat e of Exam
Addr ess:

Street
City State Zip

Tel ephone Nunber For Physician's Stanp



