
MEDICAL INFORMATION FORM

PERSONAL INFORMATION

EMERGENCY CONTACT DETAILS

INTERNATIONAL TRAVEL AND TREATMENT

Date Of Birth 

Address 

Phone Number

Contact Name

Are you covered under a health care or medical insurance plan that includes international travel and medical
treatment outside the U.S. ? 

Home Number

Relationship

Yes. Attach a copy of your insurance card

No. Please purchase international insurance recommended by the Office of Learning Abroad (see website) 
or another international insurance similar or better coverage. Attach proof of purchase. 

I am taking a part in a faculty/staff-led short-term study abroad program through the Office of Learning 
Abroad. The Office of Learning Abroad purchases international insurance on behalf of these travelers.

Mobile Number

E-Mail

Full Name

/ /:

:

:

: :

: :

:

:





STATEMENT


	Yes List the conditions ie high blood pressure heart disease diabetes etc: 
	Yes List the medications andor needs related to the medications below: Off
	undefined_13: 
	Check Box2: Off
	Text1: 
	Text2: 


