ATTN:  STUDY ABROAD PROGRAM DIRECTORS
The attached Emergency Medical Information Form should be distributed to students – ask them to complete and submit directly to the Office of International Education.  The Office of International Education will store the information securely.  Copies will be given to you in a sealed envelope prior to departure.  Keep the envelope in a safe and secure location while abroad – do not put in checked luggage while traveling.  Keep under lock and key while abroad.  Return copies in a sealed envelope to CSU Office of International Education for destruction immediately upon your return to campus.

Students’ medical information is private and is protected by the Health Insurance Portability & Accountability Act (HIPAA).  Students are not required to disclose this information in order to participate in the study abroad program.

Clayton State University STUDY ABROAD PROGRAMS
Emergency Medical Information Form

To be completed by Study Abroad Participant and SUBMITTED DIRECTLY TO CSU OFFICE OF INTERNATIONAL EDUCATION
GENERAL INFORMATION:


Student Name: _______________________________  
CSU ID #_____________________________

Program: _________________________________________ Program dates: _____________________


Country(ies) to be visited:  ______________________________________________________________

EMERGENCY CONTACT:

I authorize the program director, program faculty and/or CSU Office of International Education to contact the person listed below in the event of an emergency.

Name: _______________________________________    Relationship: ____________________________

Address: _______________________________________________________________________________

_______________________________________________________________________________________

Home phone: __(     _  )_______________________   Alternative phone: __(     _  )____________________

CURRENT MEDICAL INFORMATION:

NOTE:  Participants are encouraged to provide the medical information requested below since it may be of significant assistance to the Program Director in the event of a medical emergency.  However, disclosure is not required.

Current medications (prescription and non-prescription): 

_______________________________________________________________________________________

_______________________________________________________________________________________

Allergies: _______________________________________________________________________________ 

_______________________________________________________________________________________

Special dietary requirements: ________________________________________________________________

________________________________________________________________________________________

Chronic conditions or medical history:  _________________________________________________________

_________________________________________________________________________________________

Any other conditions or limitations: _____________________________________________________________

__________________________________________________________________________________________

THIS FORM WILL BE RETAINED FOR TWO YEARS FROM PROGRAM COMPLETION DATE, THEN DESTROYED.  
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