STUDY ABROAD

PARTICIPANT INFORMATION FORM

The information requested below will be used only in case of emergency.  The medical information will be kept confidential and will be destroyed upon completion of your program.

Last Name: _____________________First Name: __________________Middle I. ________
EC program name or destination: _____________________________________________________________
Departure date: _____________________________  Return date: _______________________________
Date of birth:  _________________   (  Male     (  Female
Major: _______________________________  GPA: ____________  Class: _________________________











       (freshman, sophomore, etc.)

Home address: _________________________________________________________________________
______________________________________________________________________________________
Home phone: (     _  )_______________________   Alternate phone: __(     _  )______________________
Email address: ___________________________________    
EMERGENCY CONTACT:

Name: _______________________________________    Relationship: ____________________________
Address: _______________________________________________________________________________

_______________________________________________________________________________________
Home phone: (     _  )_________________________   Alternative phone: (     _  )____________________

MEDICAL INFORMATION:

Physician’s  name: _______________________________________________________________________
Business phone: __(     _  )________________________________________________________________
Medical conditions and/or medications that you take on a regular basis.  (This information will remain confidential, but is essential in case of emergency.)

______________________________________________________________________________________________

______________________________________________________________________________________________

 ______________________________________________________________________________________________
I authorize the program director, site director or the EC office to contact the person(s) listed above in the event of an emergency.

Participant’s Signature____________________________________ Date____________________________
