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Office of International Programs

MEDICAL FORM FOR STUDY ABROAD
Name: ____________________________________ Merrimack ID #: ____________________________
Date of Birth: ​​​​___/____/___  Email: ________________________  Phone: _________________
The purpose of this form is to help Merrimack College be of maximum assistance to you should the need arise during your study abroad program. It is important that the program coordinator be made aware of any medical or emotional problems, past or current, that may affect you in a foreign study context. The information provided will remain confidential and if necessary will be shared with the program staff, faculty or appropriate professionals with your permission. 
1. Are you currently receiving medical or psychological care?
Yes _____
No _____
    If yes, please describe: 

2. Do you have any chronic health conditions (diabetes, asthma, seizures, etc)?    Yes ___No ___

    If yes, please describe, including treatment and medications if applicable:

3. Are you taking any additional medications?


Yes _____
No _____

    If yes, please identify the medication(s), dosage and frequency and the condition/illness for

    which the medication is needed: 
*Please note that some prescription drugs may not be legally obtainable or readily available in some countries. If you are currently taking a prescription drug on a regular basis, please take this into account as your prepare to study abroad and speak to your health care provider. 
Please turn over for additional questions (
4. Do you have any allergies (medication, food, other substances/conditions)?  Yes ___No ___

    If yes, please describe, including treatment and medications if applicable:
5. Do you have any dietary restrictions? 



Yes _____
No _____
    If yes, please describe: 
6. If there anything else about your health or medical history that you would like to disclose, 

   please describe: 
******************************************************************************
Emergency Contact Information: 

Please provide the name of the first person we should contact in the event of an emergency abroad. 
Name: ​​​​​​​​​​​​​​​​​​​​​​_______________________________________ Relationship: ____________________

Home phone: ________________ Work phone: _________________  Cell: _______________
Email: __________________________________________  Fax: ________________________
Primary Care Physician:

Name: ________________________________________ Phone: ________________________
******************************************************************************

I certify that all of the responses I have provided on this form are true, accurate and complete, and I will notify the Office of International Programs hereafter of any relevant changes that occur prior to the start of the program. 
Signature: ____________________________________________
Date: ________________

Name (please print): __________________________________________________________
Please return to the Office of International Programs (Sakowich 340).








