Appendix - Exchange - F

Sample International Exchange Delegate

Health Information Form
Name___________________________________________________________Date of Birth _______________
Please describe if you have any health or medical needs which we should know about.

__________________________________________________________________________________________

__________________________________________________________________________________________

Please describe the type of your disability, and related medical concerns:

__________________________________________________________________________________________

Are you currently taking any medications? 

   YES

 NO 

If yes, please list names, dosage, and how often:
__________________________________________________________________________________________

__________________________________________________________________________________________

Please circle all that apply, and explain:  

Seizures  
 High Blood Pressure

 Heart Problems       
Breathing Problems/Asthma



Other: ____________________________________________________________________________________

Allergies:
 Bee/Wasp stings  
 Penicillin or other medications
Smoke 
Dogs/Cats 

Food allergies:
 What? _______________________________________________________________________ 
Other allergies, explain _______________________________________________________________________ 

For every item listed above, please describe triggers, symptoms, how you treat and last occurrence.

__________________________________________________________________________________________

__________________________________________________________________________________________

Are you a vegetarian?        YES 

NO

Please attach any other relevant information which you would want us to know in case you need medical assistance.   

I certify I have provided all relevant and requested information.

SIGNATURE OF PARTICIPANT

DATE








