HEALTH REPORT & EXAM

Experimenter Name:

1 Kipling Road, PO Box 676 1015 15th Street NW, 9th Floor info@experiment.org Experimenter DOB:

Brattleboro, Vermont 05302  Washington, DC 20005 experiment.org
P: 800.345.2929 P: 202.408.5420
F: 802.258.3427 F:202.408.5397

Program Name:

Part II: Health Report and Examination

To the Examining 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 in all parts of the world, including remote areas of Africa, Asia, and

Latin America that are sometimes without modern amenities. 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. Many will live with a family for a protracted period of
time in varying conditions of sanitation and proximity to Western-style health facilities and psychological services. For these reasons
you are asked to carefully consider the applicant’s general fitness as well as physical and mental health in relation to the country, the
type of program, and the conditions in which the applicant will be living.

Part Il of the Health Form is to be used for further health information and is to be completed by the relevant treating provider.

Helpful Tips as You Complete This Form

. Review Part | (student-reported Personal Health History) & verify completeness & accuracy.

®  Summarize medical & mental health issues below.

®  Provide basic health evaluation.

. Review participant’s itinerary & immunization/vaccination requirements. (See accompanying information.)

. Recommend for or against participation.

This information is strictly for the use of World Learning and The Experiment in International Living and will not be released without the
applicant’s consent.

The forms may be emailed by the Experimenter or your office to medicalteam@experiment.org.

Summary of Health Issues

This list should explain all medications the participant is currently taking and/or bringing with them.

Allergies:

Diagnosis Name of Medication Recommended plan if condition worsens



mailto:medicalteam@experiment.org
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Basic Physical Examination

Height:

Weight:

BMI (Body Mass Index):

Blood Pressure:

Pregnancy Test (if indicated): [ Positive [0 Negative

HgbAIc (if diabetic):

Any notable abnormal physical exam findings:

Please review the CDC Recommendations (wwwnc.cdc.gov/travel/destinations/list) of each country the Experimenter will be visiting
and provide recommendation on immunizations, vaccines, & prophylaxis. Malaria prophylaxis should be considered for the countries on
the itinerary with identified malaria risk.

If Experimenter is currently under the care of a medical specialist, the Further Health Information medical form (Part III1A) must be
completed by that provider if requested.

If Experimenter is currently under the care of a mental health provider or counselor, the Counseling & Mental Health form (Part 11IB)
must be completed by each mental health provider if requested.

Licensed Medical Professional’s Recommendation
Please check one of the following:

O Experimenter is able to participate fully with no reservations.

O Experimenter may be able to participate, but with some difficulty or caveats.
(Please ensure your concerns, including specific reasons, are detailed in the summary above)

O Participation is not recommended.
(Please ensure your concerns, including specific reasons, are detailed in the summary above)

Provider Information
Thank you for providing a clear, honest, & concise assessment of this Experimenter’s health status.

Physician’s or health care provider’s signature Date

month/day/year

Name of practice Phone

Include area code/country & city codes

Printed name Email
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