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Bucknell Summer Program in Nicaragua

Because a program of study abroad can be both physically and emotionally stressful, we ask that you provide a frank evaluation of your health.  University compliance with the American Disabilities Act ensures that no one can be denied acceptance to a study abroad program for reasons of health, unless reasonable accommodations are not available.  The following information is considered confidential and will be used by the director only in attempt to provide reasonable accommodations for your condition while you are abroad. 
Medical Information
Name: (please print) _______________________________________________________________

          Last                                First

BU ID# or SS#:___________________________________________________________

Semester Abroad: SUMMER 2011
Program: BUCKNELL IN NICARAGUA
Gender:  M_____ F_____           Height: ___________________ 

Weight: _________

I authorize the academic director(s) of BUCKNELL IN NICARAGUA to contact the following individual(s) (for example, parents or guardian)to discuss any medical or health condition which may arise while I am abroad.

Name
_____________________________     Name __________________________            

Address____________________________    Address_________________________

 ____________________________
          _________________________

Phone #____________________________
    Phone # _______________________

________________________________________     _________________________

     Student Signature






Date

If you answer YES to any of the following questions, please use a separate sheet of 

papers to give details of the condition and the treatment you received or are continuing 

to receive. 

1.
Are you currently under medical treatment? ___No ___Yes (explain)

2.
Are you currently taking any medication? ____No  ___Yes (explain


and name medication)

3.
Is this medication for a _____ temporary or _____ ongoing condition?


Are you allergic to any medication?_____ No  ______Yes (explain)

4.  
Please list any dietary restrictions/preferences.

5.
a.  Please list any allergies, food, animal, dust or other.

      b.  Are you allergic to any medication?  ____No   ______Yes  (explain)

6.
Have you ever been or are you currently being treated by a 
psychologist or 

      physician for a significant emotional disorder requiring hospitalization or 

      medication? _____No_____Yes  (explain)  

7.
Do you or might you have an eating disorder?  _____No _____Yes 


(explain)

8.
Have you had a previous eating disorder?  ____No  ____Yes (explain)

9.
Do you have a history of drug or alcohol abuse?  _____No _____Yes

     (explain)

10.
Do you have any learning disabilities or physical impairments?


_____No _____Yes   (explain)

11.
Are you pregnant or do you have any reason to suspect you might be?


_____No  _____Yes  (explain)

12.
Have you had any diseases or significant injuries?

      _____No  _____Yes (explain)

l3.
Have you had any surgical operations or been advised to have any?


_____No  _____Yes  (explain)

14.
Is there anything else about your health or medical history that we 


should know which may be a factor in an emergency?


_____No _____Yes (explain)

15.   Do you have the capacity to walk 3 – 5 miles on uneven challenging terrain?

16.   Do you tolerate a tropical climate?

17. Have you arranged for inoculations against (indicate date):


Hepatitis-A ____, Typhoid____, and Tetanus_____. Have you received a 


prescription for anti-malarial prophylaxis______.  

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

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

___________________________________              __________________________

    Student Signature




           Date

Part II:  To be completed by physician at the Bucknell Student Health Center Physicals are free at the Student Health Center. Because Bucknell’s physicians are familiar with conditions in Nicaragua, we rely upon their assessment. They also know which inoculations/medications are appropriate for this trip. If there is a special reason for not relying upon the Bucknell Student Health Center for this physical, please get prior permission from Dr. Stechschulte, Director, Student Health. 

I have read Part I and have examined this patient.  To the best of my knowledge, I recommend that the student

__________ participate without restriction

__________ participate only if the following care can be reasonably accommodated:




Date of Exam:_______________________________

           

Signature of Physician:________________________________________________

_____________________________________  

Printed Name of Physician                           

For Physician's Stamp

Address:_____________________________

                  Street

_____________________________________

City          State          Zip

_____________________________________

Telephone Number

