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Winter Program Participant Health Information
This form must be completed and signed by the winter program participant and, when necessary (see below, part 2), by a healthcare provider or physician. Mild, pre-existing health conditions or disorders can become serious under the stresses of life while studying abroad thus a qualified healthcare provider should evaluate any conditions which might limit the participant’s ability to successfully undertake a winter program.  The information provided below may be shared with on-site program staff.

	Name:
	     
	
	Program:
	     


Please complete the information below.  All responses are requested for the sole purpose of assisting program staff in meeting emergencies and any special health needs.

	Part 1: To be filled by the participant

a. Will you require special accommodations or support services while abroad because of a disability (learning, visual, hearing, mobility, psychiatric) or other impairment? 
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


If yes, please provide verification of the disability from the doctor, as well as description of what arrangements may be needed.
	b. Do you have any drug, food or other allergies?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


If yes, please give details:
	c. Do you need to regularly take medications?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


If yes, please give details:

	d. Do you have any dietary restrictions?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


If yes, please give details:

e. Do you suffer from, or have you experienced any one or more of the following?
	 FORMCHECKBOX 

	Alcohol / Substance Abuse
	
	 FORMCHECKBOX 

	Anxiety Disorder
	
	 FORMCHECKBOX 

	Asthma

	 FORMCHECKBOX 

	Bipolar Disorder
	
	 FORMCHECKBOX 

	Depression
	
	 FORMCHECKBOX 

	Diabetes

	 FORMCHECKBOX 

	Immunodeficiency
	
	 FORMCHECKBOX 

	HIV / AIDS
	
	 FORMCHECKBOX 

	Eating Disorder

	 FORMCHECKBOX 

	Obsessive / Compulsive Disorder
	
	 FORMCHECKBOX 

	Schizophrenia
	
	 FORMCHECKBOX 

	Severe Migraine

	 FORMCHECKBOX 

	Suicide Attempt
	
	 FORMCHECKBOX 

	Ulcerative Colitis
	
	 FORMCHECKBOX 

	Other Chronic Medical Illness (give details below)


Details:

All responses that I have given on this form and attached sheets are true and accurate to the best of my knowledge. I understand that failure to supply true and accurate information may result in my dismissal from the program. I will provide the International Programs Office (IPO) with the necessary clearance to participate if part 1E applies to me. I will notify the IPO of any relevant changes in my health that occur prior to the start of the program, and that may affect my ability to participate.
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               Signature of participant affirming above statements in Chinese & Pinyin             Date
If you have ticked any of the boxes in part 1E, you are required to be evaluated and cleared by a healthcare provider for your participation in the JI Winter Program.  The healthcare provider needs to complete the information in part 2 below.

Part 2 

To the Healthcare Provider: The individual presenting this form for your signature suffers from, or has experienced, one or more of the conditions listed above, in 3e, which may put him/her at higher risk while studying abroad. It is important for the program organizers and on-site staff to be satisfied that the participant is able to adjust to potentially dramatic changes in climate, diet, living arrangements, social life, and study demands that may seriously disrupt accustomed patterns of behavior. 

Please do contact the program organizers at the details provided at the bottom of this page if you require more Information about the Winter Program Abroad, other than that provided by the enrolling participant.

Based on your knowledge of this participant’s health, (please check in the box(es), if needed)
 FORMCHECKBOX 
 I find no medical or psychological contraindications to his/her participation in this study abroad program

 FORMCHECKBOX 
 I recommend against this individual participating in this Winter Program Abroad

 FORMCHECKBOX 
 I support this individual participating in this study abroad program, but only under the following conditions:

I have discussed my response above with the participant and have given appropriate counseling.

Signature of health care provider affirming responses above     Date         Printed name of health care provider
Contact details of health care provider

For JI staff to fill in:

Participant’s insurance provider:                    Participant’s insurance policy or coverage number

____________________________________________________________________________________________________Address: UM-SJTU Joint Institute, Shanghai Jiao Tong University - Minhang Campus, International Programs Office, 
        Room #322, Law School Building, #800 Dong Chuan Road, Shanghai, China, 200240

Telephone: (0086) (021)- 34206046        Fax: (0086) (021)- 34206525       Website: http://www.umji.sjtu.edu.cn  

