
 colby college  

Career Center
4140 mayflower hill, waterville, me  04901

tel:  207-859-4140
Fax:  207-859-4142
email:  career@colby.edu

STUDENT HEALTH FORM

Part I.   PERMISSION FOR EMERGENCY TREATMENT

TO BE COMPLETED BY THE STUDENT:  NAME _____________________________________________
internship / program / opportunity to which you are applying: ________________________________

dates of internship/study: _____________________________________________________________________

Please complete the following emergency information.   Completion of this form, in conjunction with your Confidential Physician’s Report, will help to obtain appropriate attention in case of illness or emergency. 

I HEREBY GRANT PERMISSION TO __________________________________ TO HOSPITALIZE AND/OR SECURE PROPER TREATMENT FOR ME,  _________________________________________________________,  IN CASE OF MEDICAL EMERGENCY AND  IN THE EVENT THAT:

1) I AM UNABLE TO COMMUNICATE;

2) THE ON-SITE REPRESENTATIVE ________________________________ IS UNABLE TO COMMUNICATE WITH MY PARENT/GUARDIAN/EMERGENCY CONTACT, AND/OR;

3) ACCORDING TO THE ON-SITE REPRESENTATIVE ________________________________ BEST JUDGEMENT, FURTHER DELAY MAY JEOPARDIZE MY PHYSICAL WELL-BEING OR LIFE.

________________________  ________________________________________________________________   

   
       Date



Signature

________________________________________________  ___________________________________________


Emergency Contact Name                                                     Relationship

______________________________________________   ____________________________________________



          Daytime telephone                                                       Evening telephone
Part II.   TO BE COMPLETED BY THE PARENT OR GUARDIAN
On rare occasions a medical emergency arises and we are unable to contact parents.  In order to avoid delays, we request that the following permission be signed by the above listed student’s parent or guardian.

I HEREBY GRANT PERMISSION TO THE ON-SITE REPRESENTATIVE ________________________________ TO 



HOSPITALIZE AND/OR SECURE PROPER TREATMENT FOR MY SON/DAUGHTER/WARD,   ___________________________________________________________________ ,





Full name of student
IN CASE OF MEDICAL EMERGENCY AND IN THE EVENT THAT:

1) NEITHER MY SON/DAUGHTER/WARD NOR THE ON-SITE REPRESENTATIVE OF CPI IS ABLE TO COMMUNICATE WITH ME , AND/OR;

2) ACCORDING TO THE ON-SITE REPRESENTATIVE ________________________________  BEST JUDGEMENT, FURTHER DELAY MAY JEOPARDIZE THE PHYSICAL WELL-BEING OR LIFE OF MY SON/DAUGHTER/WARD.

__________________   ___________________________ ______________________________________________

   Date


Signature

Relationship

Part III.



Confidential Physician’s Report
To be completed by College or University Health Service

To the Examining Physician:  The applicant named above has been admitted to an international internship program. Some health and counseling services may not be as available as at the student’s home university. We request your careful and complete evaluation of this applicant’s health. Furnish any medical information, physical and/or psychological, that could be of help to our resident director during the coming term. Please consider, in particular, the case of an unconscious student being treated in a hospital with this report constituting the sole medical history.

Date of Examination_____________________

Student’s general state of health: 
Excellent   (         
Good   (       
 Fair   (
Poor   (
Does the student have any dietary restrictions? 
Yes   (

No   (
Please specify:  _________________________________________________________________

Does  the student have any allergies to:


Foods

Yes  (

No  (

Specify:  __________________________________

Environment 
Yes  (

No  (

Specify:  __________________________________

Medication
Yes  (

No  (

Specify medication name, NOT brand name:  

_____________________________________________________________________________________________

Does the student have any history of physical disability, chronic illness or emotional disturbance that might require attention during the term abroad?

Yes  (
                  No   (
Please specify:  _________________________________________________________________________________________

_____________________________________________________________________________________________ 

Does the student use any regular medication – prescription or otherwise?
Yes  (              No   (
Please specify medication name – not brand name -  and dosage: _____________________________________________________________________________________________

_____________________________________________________________________________________________

Is the student presently receiving treatment for a physical or emotional condition?   Yes  (           No   (
Please specify:  _________________________________________________________________________________________

Note: Student must fill out release of information form if he/she is using counseling services. This form will be sent directly to the student.

Is there any serious impairment of:
Eyesight
Yes  (
                  No   (

Hearing
Yes  (
                  No   (

Speech
Yes  (
                  No   (
Date of last tetanus shot_____________________________________________________

Please complete one of the two following and attach any additional medical information. 

I have examined  ___________________________________________________ and believe him/her to be physically qualified to participate effectively in an abroad internship.    

--OR--

I have examined __________________________________________________ and s/he is under treatment for     _______________________________________________.    S/he will require a letter from his/her treating practitioner before qualifying for an abroad inernship.

Date____________________________    Name of Physician____________________________________________

Address & Phone No.___________________________________________________________________________ 


Signature______________________________________
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