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Health Form 2020
Instructions

800.345.2929 |  Fax 802.258.3427
info@experiment.org  |  www.experiment.org

Schedule a physical appointment as early as possible. 
Submission of Part I is required to confirm participation once an Experimenter has been offered admission or has pre-registered. 

Submission of Part II (and Parts III, IV, & V as necessary) is required within 4-6 weeks of admission confirmation.  
Please see Conditions of Participation for a complete due date schedule. 

Please upload Parts II, III, IV, & V to the Experiment Portal, email to medicalteam@experiment.org, fax to 802.258.3427, 
or mail to The Experiment in International Living Student Health Office, PO Box 676, Brattleboro, VT 05302-0676 

Only The Experiment in International Living health form will be accepted. 
Other health forms (school, sports physical exam, etc.) can not be accepted. 

PART I - Personal Health History (pages 2-5) 
• REQUIRED FOR ALL EXPERIMENTERS
• To be completed by Experimenter’s custodial parent or legal guardian with the Experimenter.
• Part I is to be completed via the Experiment Portal. If you need help accessing the Portal or prefer a PDF, please contact The Experiment.
• Please print a copy of Part I and take it to the physician or health professional who completes Part II (Health Report and Examination).

PART II - Health Report and Examination (page 6) 
• REQUIRED FOR ALL EXPERIMENTERS
• The information on Part II must be based on a complete physical examination given on or after May 1, 2019.
• We will accept only health reports that have been completed and signed by a primary care health professional (MD, DO, Nurse Practitioner,

Physician’s Assistant) who is not related to the Experimenter.

PART III A/B - Further Health Information for Travel (pages 7-8/9-11) 
• To be completed by the Experimenter’s physical and/or mental health provider(s) if you answered yes to any questions in Part I (including 

checkboxes) or if a health professional answered yes to any question in Part II.

PART IV – Medication Questionnaire (pages 12-13) 
• To be completed by the Experimenter’s prescribing physical and/or mental health provider(s) if the Experimenter currently takes or has 

taken within six months prior to the submission of their health forms ANY prescription medications.
• If a prescription medication is started, stopped, or changed (including dosage changes) by the Experimenter between the submission their

health forms and the start of program, an updated Medication Questionnaire is required.

PART V - Request for Accommodations (page 14) 
• To be completed by the Experimenter’s custodial parent or legal guardian with the Experimenter should the Experimenter request

accommodations for any aspect of their Experiment program, including travel.
• Part V is to be completed via the Experiment Portal. If you need help accessing the Portal or prefer a PDF, please contact The Experiment.

• Submission of this form begins the Accommodations Request Process. Upon receipt of Part V, The Experiment will reach out to both 
Experimenter families and in-country partner organization to begin conversations about availability of requested accommodations.

The Experiment in International Living generally requires that all individuals participating in Experiment programs show medical and psychological 
stability without exacerbation, acute changes, complications, or adverse reactions related to symptoms, functioning, or treatment for six months 
prior to submission of this form and thereafter.  

CHANGE OF STATUS: You are responsible for notifying The Experiment immediately of any changes in the Experimenter’s health 
history—including but not limited to changes in diagnoses and symptoms, medications, hospitalizations, allergies, and mental 
health—prior to departure. Up-to-date information helps us to prepare for and support Experimenters’ health and wellness on 
program. Failure to report known changes will be considered as non-disclosure and may result in an inability to meet your 
accommodation request or dismissal from program. 

mailto:medicalteam@experiment.org
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Part I:  
Personal Health History
Review of Diagnoses and Symptoms 
Please check if your Experimenter has experienced any of these diagnoses or symptoms. Please give details below on any checked 
response or other concern, adding additional sheets if needed. Part III is to be completed by your Experimenter’s physical and/or 
mental health provider(s) for any yes answers given in either the checkboxes or question sections of Health Form Part I or Part II.  

current 

resolved 

current 

resolved

current 

resolved

Abdominal concerns Ear/nose/throat/concerns Recurrent dizziness, faintness, or 
balance concerns 

ADD/ADHD Eating disorder Skin disorder or concern 

Anemia  Epilepsy (seizures) Sleep concerns 

Arthritis Gastrointestinal disorder Substance use/abuse 

Asthma Head injury/concussion Suicide ideation or attempt 

Autism/Asperger’s (ASD) Hearing concerns Thyroid disorder 

Back pain or 
other back concerns 

Heart murmur/ 
Heart or vascular disease Tuberculosis 

Bipolar disorder Hepatitis Vision/eye concerns 
(uncorrected) 

Bladder/kidney concerns High or low blood pressure Vision corrected 
(glasses or contacts) 

Bleeding/clotting disorder Immune system concerns ANY OTHER CONCERN  
(please specify below) 

Blood disorder Limited use of any limbs       

Cancer or Leukemia Joint pain or other concerns Allergy  
(Please complete Sect. B, on pg 5) 

Celiac disease Learning disability/differences Seasonal allergy 

Cerebral palsy Measles Bees/wasps/ants etc. 

Chest pain Migraines or severe headaches Animal dander allergy 

Chronic pain Motion sickness Foods or food additives 

Depression and/or Anxiety Neurological disorder Medication allergy 

Diabetes Polio Other allergy (please specify) 

Comment on any item(s) checked above and/or any concerns (current or resolved) not listed in this table. 
Please provide as much detail as possible and attach additional sheets as needed. 

 None of the above diagnoses and symptoms apply.
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A. Is your Experimenter taking any medications either on a regular or an as-needed basis? (Please include vitamins, supplements, birth control, etc.) ■  yes  ■  no 
If yes, please provide complete details in the table below. For more than three medications, please attach additional sheets as needed. 

Medication Name:    

Name and title of prescribing provider if applicable: 
(this provider must complete Part IV) 

   

Why does the Experimenter take this medication?    

Will the Experimenter be taking this medication on program?    

Form (e.g. liquid, pill, drops, etc.)    

Single Dose Amount (mg, ml, etc.)    

Route (oral, topical, etc.)    

When/how often does the Experimenter take this medication?     

Are there any special requirements for taking this medication? 
(e.g. with food, before bed, etc.) 

   

On what date did the Experimenter begin taking this medication at this 
dosage and schedule? 

   

Does this medication produce any adverse side effects for the 
Experimenter? Please list: 

   

On program Experimenters will be expected to manage their own 
medication schedules—does this Experimenter have experience doing so? 

   

If the Experimenter were to miss a dose of this medication or were to have 
their medication schedule disrupted by travel, what would be the result? 

   

Is there anything else we should know about the Experimenter’s 
medication to support their health and wellness on program? 
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B. Does your Experimenter have any allergies?    ■  yes  ■  no 
If yes, please provide complete details in the table below. For more than three allergies, please attach additional sheets as needed. 
Multiple allergies with the same diagnostic history, reaction profile, and treatment requirements may be listed together in one column. 

Allergy:    

When was the Experimenter diagnosed with this allergy?    

How was the Experimenter diagnosed? 
(e.g. reaction, testing) 

   

What level of exposure triggers this allergy?  
(e.g. physical contact, ingestion, inhalation/airborn, etc.) 

   

Please describe the most severe reaction the Experimenter has 
experienced in as much detail as possible: 
Please include the date of the most recent reaction of this severity: 

   

Is anaphylaxis considered a risk for the Experimenter with this 
allergy? 

   

Does the Experimenter carry epinephrine for this allergy?    

Has the Experimenter ever used epinephrine?    

Does the Experimenter have any other medications for managing 
this allergy? Please list here and provide details in medication 
section above: (e.g. prednisone, OTC antihistamines, etc.) 

   

Is there anything else we should know about the Experimenter’s 
allergy to support their health and wellness on program? 
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C. Has your Experimenter ever been hospitalized or undergone surgery?     ■  yes  ■  no    
If yes, please provide complete details in the table below. For more than two instances, please attach additional sheets as needed. 

Date(s) of 
Hospitalization or 
Surgery: 

Reason for 
Hospitalization or 
Surgery: 

Is the precipitating 
condition resolved? 

Is there anything else we should know about the 
Experimenter’s history of hospitalization or surgery to 
support their health and wellness on program? 

D. Has your Experimenter received therapy, counseling, or mental health treatment within the past two years? ■  yes  ■  no    
If yes, please provide complete details in the table below. For more than two instances please attach additional sheets as needed. 
Please have the Experimenter’s therapist, counselor, or mental health provider complete Health Form IIIB. 
For any associated medications please complete medication section above and have prescribing provider complete Part IV 

Therapy, counseling, or mental health treatment dates: 

Treating Provider: 

Purpose/Diagnosis: 

Associated therapies: 
(e.g. talk therapy, CBT, medication, etc.) 

Outcome/Prognosis: 

Is there anything else we should know about your 
Experimenter’s therapy, counseling, or mental health 
treatment to support their health and wellness on 
program? 

The signatures below confirm that we agree that The Experiment in International Living may share this information within World 
Learning and with its medical consultants for the purpose of completing the health review process, that we will inform The 
Experiment of any changes in health history prior to the start of the program, that we agree to and will facilitate direct 
communication between The Experiment’s Medical Team and the Experimenter’s health care providers, and that all information 
provided in these forms is accurate and complete. Participation in an Experiment in International Living program is contingent upon 
review of these completed health forms and any necessary follow-up with healthcare providers. Failure to disclose complete and 
accurate information on these health forms or failure to inform The Experiment of any changes in health history or status that occur 
after the submission of these health forms may result in an inability to meet accommodation requests or in dismissal from the 
program.  

Experimenter’s signature___________________________________________________________________ Date_________________ 

Custodial parent’s or legal guardian’s signature_________________________________________________ Date_________________                

PLEASE PRINT TO SIGN OR USE SECURE DIGITAL SIGNATURE

PLEASE PRINT TO SIGN OR USE SECURE DIGITAL SIGNATURE
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Part II:  
Health Examination Report
To the Experimenter’s Primary Care Provider:  It is of crucial importance that you give us your careful, candid, and complete 
evaluation of this adolescent’s health. The Experiment program involves a challenging exercise in cross-cultural adjustment 
that includes a period of living as an active, contributing member of a homestay family, and rigorous travel sometimes without modern 
amentities. This adolescent will be part of a group of 10-20 peers and 2 adult group leaders. To succeed, this adolescent must have a high degree 
of motivation and must be prepared to adjust to changes in climate, diet, living conditions, and activity level—sometimes under challenging 
circumstances. Part III of the Health Form is to be used for further health information and is to be completed by the relevant treating provider. 
This information is strictly for the use of World Learning and The Experiment in International Living and will be kept confidential. 
This is a brief summary of the program and is not designed to be all-inclusive.  

Please mail or fax immediately to: The Experiment-Student Health Office, PO Box 676, Kipling Road, Brattleboro, Vermont 05302 USA  |  Fax 802.258.3427 

Experimenter’s Name_______________________________________ How long have you known them?___________________________ 

Date of physical examination (must be given since May 1, 2019) _____________________________________________________________ 

Immunization Record & Examination Findings 
Indicate the most recent date. Attach record if available. If proof of immunity is by titer, attach copy of lab report.  
The following immunizations are the minimum REQUIRED. Please consult International SOS for country-specific immunization recommendations.  
Tetanus/diphtheria/pertussis (Td or Tdap)     /             /_____ (within 10 years of travel date) 
Measles, Mumps, Rubella  (MMR #1)               /             /_____ ; (MMR #2)                /             /_____ 
Chicken Pox (Varicella #1)               /             /_____ ; (Varicella #2)                /             /_____  

Other Immunizations: 
             /      /_____

             /      /_____

Height(in)___________ Weight(lbs) ___________ BMI___________ HR___________RR___________BP___________O2___________ 

Please answer ALL questions and provide details on Part III for any “yes” answers:

1. Does this adolescent have any allergies? ■  yes ■  no 
2. If allergies, is there a history of or risk for anaphylaxis and/or other dangerous allergic conditions? ■  n/a ■  yes ■  no 
3. Does this adolescent have a history of asthma or other chronic respiratory condition? ■  yes ■  no 

4. Does this adolescent have any speech, hearing, eyesight, or physical impairment? ■  yes ■  no 

5. Does this adolescent have any chronic condition that may require additional treatment or on-program accommodation? ■  yes ■  no 
6. If the answer to either Questions 4 or 5 is “yes,” would this adolescent have difficulty participating fully in an 
academically challenging and physically demanding summer travel program?

■  n/a ■  yes ■  no

7. Would carrying luggage, walking long distances, or other elements of strenuous travel cause this adolescent hardship? ■  yes ■  no

8. Are there specific limitations to physical activity for this adolescent? ■  yes ■  no 
9. Has this adolescent received counseling or mental health treatment within the last two years?
(If “yes,” Part IIIB is required from the treating provider.)

■  yes ■  no 

10. Does this adolescent have a history of eating disorder within the last two years? ■  yes ■  no 
11. Is this adolescent currently under medical treatment or taking medication?
(For all prescription medications, Part IV is required from the prescribing provider.)

■  yes ■  no 

12. Are there any points of concern from your examination or this adolescent’s health history not covered by the above questions? ■  yes ■  no 

Please provide details on Parts III A and/or III B for any “yes” answers given above. 
Please list your clarifying details according to the number of the relevant question. 

Having examined this adolescent and reviewed their health history, I agree that they are cleared to participate in the 2020 program indicated above. 

city state zipcode 

PLEASE PRINT TO SIGN OR USE SECURE DIGITAL SIGNATURE
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Part III A:  
Further Health Information for Travel: Physical Health 

To the Appropriate Healthcare Professional: 
Studying abroad is an enriching experience as well as a physically, mentally, and emotionally challenging one. Mild or 
resolved health conditions may become serious or recur for some Experimenters as they transition into unfamiliar cultures 
and environments. For this reason, we require all Experimenters to fully disclose their health history so we can help them prepare for their 
experience, make arrangements for any special accommodations if necessary, and—in some cases—assess whether health considerations pose 
great enough risk that an Experimenter should consider another program. Failure to disclose complete and accurate information on these health 
forms or failure to inform The Experiment of any changes in health history or status that occur after the submission of these health forms may 
result in an inability to meet accommodation requests or in dismissal from the program. 

To support this Experimenter’s health and wellness, we expect complete disclosure of any health concerns that could be experienced overseas. 
Health Form Part I is a Personal Health History filled out by the Experimenter’s family. Please reference Part I and elaborate as necessary. 
Please provide as much detail as possible in answering the following questions and refer to question numbers from Part II as relevant. 

Please mail or fax immediately to: The Experiment-Student Health Office, PO Box 676, Kipling Road, Brattleboro, Vermont 05302 USA  |  Fax 802.258.3427 

Please attach relevant records or any information necessary for healthcare personnel overseas who may treat this adolescent. 

1. Describe, in as much detail as possible, the relevant health condition(s) or concern(s):

2. When did the adolescent experience this condition and when were they diagnosed and by whom? (Please provide specific dates and timelines.)

3. How is/was this condition treated and by whom? (Please provide details on specific therapies and treatments. For medications, please complete Part IV.)
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Part III A 
Further Health Information for Travel: Physical Health (continued)

4. Are there currently any concerns regarding this condition?  (Please describe plans for testing or treatment.)

5. In the event that this health condition becomes an acute emergency overseas, what reponse steps should be taken by:
a The Experimenter? 

b Experiment group leaders on-program? 

c Experiment support staff (home office)? 

6. Are there any limitations on this adolescent’s participation in an extremely rigorous (physically, mentally, and emotionally) program?

Healthcare Professional’s Authorization 

I, ____________________________________________,  consider that ____________________________________________ 
     name of treating professional           name of Experimenter  

is fit to participate in__________________________________________in______________________during  summer 2019, 
   program    country

and I will provide as necessary any records needed for possible treatment by a local physician or medical facility. Having received permission from 
said Experimenter, I am willing to further discuss the Experimenter’s health with the professional staff of World Learning. 

city state zipcode 

PLEASE PRINT TO SIGN OR USE SECURE DIGITAL SIGNATURE
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Part III B:  
Further Health Information for Travel: Mental Health 

To the Appropriate Mental Health Professional: 
Studying abroad is an enriching experience as well as a physically, mentally, and emotionally challenging one. Mild or 
resolved health conditions may become serious or recur for some Experimenters as they transition into unfamiliar cultures 
and environments. For this reason, we encourage all Experimenters to fully disclose their health history so we can help them prepare for their 
experience, make arrangements for any special accommodations if necessary, and—in some cases—assess whether health considerations pose 
great enough risk that an Experimenter should consider another program. Failure to disclose complete and accurate information on these health 
forms or failure to inform The Experiment of any changes in health history or status that occur after the submission of these health forms may 
result in an inability to meet accommodation requests or in dismissal from the program. 

To support this Experimenter’s health and wellness, we expect full disclosure of any health concerns that could be experienced while on 
program. 
Health Form Part I is a Personal Health History filled out by the Experimenter’s family. Please reference Part I and elaborate as necessary. 
Health Form Part II is a Health Report & Examination filled out by the Experimenter’s PCP. Please reference Part II and elaborate as necessary. 
Please provide as much detail as possible in answering the following questions and refer to question numbers from Part II as relevant. 

Please mail or fax immediately to: The Experiment-Student Health Office, PO Box 676, Kipling Road, Brattleboro, Vermont 05302 USA  |  Fax 802.258.3427 

Please attach relevant records or any information necessary for healthcare personnel overseas who may treat this adolescent. 

1. Describe, in as much detail as possible, what led the Experimenter to seek therapy, counseling, or mental health treatment:
Please attach additional sheets as necessary

Condition, Concern, and/or Precipitating Event Who diagnosed DSM-5 Diagnosis 
(if relevant)

Specific Symptoms 

2. When did this adolescent experience this condition? When were they diagnosed and by whom? (Please provide specific dates and timelines)
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Part III B: Further Health Information for Travel: Mental Health (continued)
3. How is/was this condition treated? (Please provide details on specific therapies and treatments. For medications, please complete Part IV.)

4. Describe conditions or provacations that may lead to the recurrence of symptoms for this adolescent:

5. List specific coping strategies that this adolescent has used for this condition and/or other stressful situations:

6. How do you anticipate this adolescent responding to the experience of traveling, including the experience of living with a local family in a
homestay?
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Part III B: Further Health Information for Travel: Mental Health (continued) 
7. Are there any current concerns regarding this condition?  If so, please explain and include details of how these concerns will be addressed 

before the Experimenter departs for program:

8. In the event that this health condition becomes an acute emergency overseas, what reponse steps should be taken by:
a The Experimenter? 

b Experiment group leaders on program? 

c Experiment support staff (home office)? 

9. Are there any limitations on this adolescent’s participation in an extremely rigorous (physically, mentally, and emotionally)  program?

Mental Health Professional’s Authorization 

I, ____________________________________________,  consider that ____________________________________________ 
     name of treating professional           name of Experimenter  

is fit to participate in__________________________________________in______________________during  summer 2019, 
   program    country

and I will provide as necessary any records needed for possible treatment by a local physician or medical facility. Having received permission from 
said Experimenter, I am willing to further discuss the Experimenter’s health with the professional staff of World Learning. 

city state zipcode 

PLEASE PRINT TO SIGN OR USE SECURE DIGITAL SIGNATURE
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Part IV:
Medication Questionnaire 
To the Experimenter: 
Please give this questionnaire to all providers who prescribe medication for you. This questionnaire is designed to 
complement the information you have provided in Section A of Part I (Personal Health History) and is required for all 
prescription medications you are currently taking or which you have taken within the six months prior to the submission of this form. 
Please note that any changes to your medication between your submission of this form and the start of your program require an updated form. 
Please note that The Experiment requires that medications be brought to program in original packaging with clear dosage directions listed either on 
the packaging or in accompanying documentation. 

To the Prescribing Provider: 
The Experimenter listed above has indicated that you are the prescribing health care provider for their medication(s). For Experimenters who 
manage their physical or mental health concern(s) with prescription medication(s), proactive planning and complete information is required to 
insure that their medication routine successfully supports their Experiment program experience.  

Experiment programs are challenging by design, and the dynamics of traveling and living in another country can be both empowering and stressful 
for Experimenters. While Experiment Group Leaders are experienced and qualified educators, they are not therapists or health care providers and 
Experiment programs are not designed to address symptoms, conditions, and/or behaviors directly. Experimenters have the greatest success on 
program when their routines around and responses to their medication(s) are stable and effective. Your perspective as the prescribing provider is 
invaluable in helping us determine if the Experimenter is likely to have a successful and safe experience traveling this summer. 

The Experiment generally requires that Experimenters do not start, stop, or change dosage for prescription medications within 30 days of departing 
for their program. For Lithium and neuroleptic medications, a 90 day window without changes is required. If such changes are made at any time 
after receipt of this form and before program, The Experiment requires that they be disclosed immediately and an updated version of this 
questionnaire be submitted indicating the reason for the change, the anticipated impact of the change on the Experimenter, and any concerns or 
considerations for the Experimenter’s participation in program. 

Failure to disclose complete and accurate information or failure to inform The Experiment of any changes in medication use, dosage, or status that 
occur after the submission of these health forms may result in an inability to meet accommodation requests or in dismissal from the program. 

Please mail or fax immediately to: The Experiment-Student Health Office, PO Box 676, Kipling Road, Brattleboro, Vermont 05302 USA  |  Fax 802.258.3427 

Medication (for more than 4 medications please 
attach additional sheets) 

Dosage (please include details of any booster 
dosing if applicable) 

Date started 
this medication 

Date started 
this dosage 

1. What condition(s), symptom(s), and/or behavior(s) are being addressed by this medication?

2. How has this medication improved the Experimenter’s condition(s), symptom(s), and/or behavior(s)?
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3. Are the relevant condition(s), symptom(s), or behavior(s) currently stable on the medication(s)? ■  yes  ■  no    
What does stability look like for this Experimenter? What does or might instability look like? How might the relevant 
condition(s), symptom(s), behavior(s) change on this medication while the Experimenter is on program? 

4. Do you have any reason to believe this Experimenter’s medication(s) will stop treating these condition(s), symptom(s), or
behavior(s) effectively in a dynamic and challenging experience traveling?  ■  yes  ■  no    If yes, please explain: 

5. Could changes in routine and activity including jet lag, sun exposure, physical exertion, sleep patterns, fluid intake, diet, altitude,
hot or cold environments, etc. decrease the effectiveness of the medication(s) this Experimenter takes?    ■  yes  ■  no
If yes, please explain:

6. Does the Experimenter experience any side effects with their medication(s)? ■  yes  ■  no    If yes, please describe: 

7. Are there any medications—Rx or OTC—which would interact negatively with this Experimenter’s regular medication(s) or
condition(s), symptom(s), or behavior(s)? ■  yes  ■  no    If yes, please describe: 

8. What symptoms would you anticipate this Experimenter experiencing if they missed a single dose of their medication(s)?
Multiple doses?

9. What do you recommend if the Experimenter’s medication(s) become lost/damanaged and cannot be replaced in country?

10. Is there anything else we should know about this Experimenter’s medication(s) to best support their success on program?

city state zipcode

PLEASE PRINT TO SIGN OR USE SECURE DIGITAL SIGNATURE
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Part V:  
Accommodations Request 
The Experiment is committed to facilitating accessible educational travel experiences for individuals with 
disabilities as far as possible within the parameters of our general program design and our specific program 
locations. Please use this part to inform The Experiment of your request for any specific accommodations or 
support for participation in program.  

1. Disability for which Experimenter is requesting accommodation or support:

2. Impact of disability on one or more major life activities:

3. Use of accommodations in daily life at home and/or school:

4. Accommodation requested for Experiment program:

Requests made via submission of the form are the first step in the Accommodation Request Process. The Experiment recognizes that 
Experimenters and their families may need additional information about program expectations and environment to assess the need 
for or applicability of certain accommodations to the program context. Upon receipt of Part V, The Experiment will reach out to 
Experimenter families and in-country partner organizations to begin conversations around availability of requested 
accommodations. Please note that—while every reasonable effort will be made to facilitate accommodations—conditions and 
resources vary by program location and requested accommodations may not be available for every Experiment program. 

The signature below confirms that I/we agree that The Experiment in International Living may share this information with designated staff of World Learning as well as with our partner 
organizations in program countries for the purposes of arranging and facilitating the requested accommodations.

Experimenter’s signature___________________________________________________________________________Date_________________ 

Custodial parent’s or legal guardian’s signature _________________________________________________________________________Date_________________ PLEASE PRINT TO SIGN OR USE SECURE DIGITAL SIGNATURE

PLEASE PRINT TO SIGN OR USE SECURE DIGITAL SIGNATURE
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