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 SEQ CHAPTER \h \r 1please return form no later than July 1, 2010
Bronfman Israel ExperienceCentre
1 Carré Cummings Square, Suite 500

Montreal, Quebec, H3W 1M6

Tel:  345-6449   Fax:  345-6418

 e-mail: dayna.schwartz@bjec.org or
ortal.reuveni@bjec.org
 SEQ CHAPTER \h \r 1CONFIDENTIAL
 SEQ CHAPTER \h \r 1PART 1 - FOR THE APPLICANT
1.
This Medical Form must be filled out by a physician who is not related to you and has known you for at least 18 months.  In addition, if you are presently under the care of a specialist, (ie. neurologist, allergist, endocrinologist, orthopedist, psychiatrist, psychologist, social worker, physical therapist, etc.) you must submit a written report from a specialist detailing your diagnosis, treatment and prognosis.  Please ensure that the completed form is given to the Bronfman Israel Experience Center no later than July 1, 2010. 
2.
If you will be taking prescription medication while on this program, it is advisable to travel with a written generic prescription for each medication.

3.
If appropriate, we may ask you to obtain a medic alert bracelet (1-800-668-1507).

4.
If any changes take place in your medical or emotional condition within ten (10) days prior to departure of this program, you must immediately submit a full explanatory letter, signed by an appropriate, qualified medical or psychological professional, detailing your diagnosis, prognosis and treatment.  Failure to submit such a report may result in your expulsion from this program without any refund.

5.
Should you be found to have any condition, mental or physical, that is not fully disclosed in this Medical Form or in an accompanying letter from an appropriate, qualified medical or psychological professional, then:


a/
you may, at the sole and absolute discretion of the Program Director, be returned to Montreal at your own expense, or be treated in the country(ies) you are visiting, at your own expense and there shall be no refund of monies paid to this program; and


b/
the leadership of this program and its sponsoring organizations will be hereby released from all responsibility or liability of any kind whatsoever arising out of any aspect of your medical history and mental or physical condition.

PERSONAL HEALTH HISTORY
To be completed by the applicant. Fill in every answer; do not leave any blank spaces.

All information will be treated confidentially.
Name of Participant
 





                                                                                                                                                                
Address
                                                                                Phone      





                                                                                
Medicare No.
                                                                           Exp. Date
 

________________
                                        
Physician                                       Phone                                   Dentist                                 Phone   

                                    
1.
Do you take medications regularly? If yes, please list:


Medication
                                                            for                                                          


                                                           




           for                                                         





           for                                                         


                                                                                                                                                          
2.
Do you have any allergies to medications?
Q Yes
Q No


If yes, what?    







                                                                                                                                                                    
3.
Do you have any allergies to foods?
Q Yes
 No


If yes what?                                                                                                                            



If yes, do you carry an Epipen?

Q Yes
Q No

4.
Do you have any other allergies?

Q Yes
Q No


If yes, please list  







                                                                                                                                                                
5.
Do you have any of the following health problems?


Q Asthma

Q Frequent Infections
Q Urinary Tract Problems
Q Migraines

Q Arthritis

Q Sinusitis
Q Diabetes
Q Gynecological Problems


Q Hyperventilation
Q Dental Problems
Q Eating Disorders
Q Blood Pressure Problems


Q Epilepsy

Q GI/Stomach Problems
Q Panic Attacks
Q Attention Deficit Disorder

6.
Do you have any other known physical restrictions?


If yes, please list 






                                                                                                                                                                  

7.
Do you have any dietary restrictions?


If yes, please list  





                                                                                                                                                                
8.
Over the past three (3) years, have you been in any kind of physical therapy?  If yes, please indicate:


Person consulted:                                                                      Profession:  



                                                                       

Date(s) of consultation:                                                             Reason(s): 




                                                                
9.
Over the past three (3) years, have you been in any kind of psychological or social therapy? If yes, please indicate:


Person consulted:                                                                      Profession:  



                                                                       

Date(s) of consultation:                                                             Reason(s): 



                                                                        
10.
Signature of Applicant: ____________________________________                                                                                                                     
PART 2 - FOR THE EXAMINING PHYSICIAN
Dear Doctor:

Your patient is planning on participating in the 2010 ATID ISRAEL – Young Adult Volunteer Experience, an volunteering and fun program which will take place in July of 2010. During this period of time, participants will spend 10 days in Israel. 
Each participant will face a new and strenuous environment which will be physically as well as emotionally stressful.  They will be living, eating and sleeping in a communal environment.  They will be expected to participate in activities which will include walking long distances, physical work and other strenuous activities. 
Please fill out the enclosed medical questionnaire, making certain to indicate whether or not, in your opinion, your patient is medically fit to participate in the above program.  If you have any concern about the participation of the applicant in this program, please contact the Bronfman Israel Experience Centre.
Name of Participant
 





                                                                                                                                                               
Address








                                                                                                                                                                                
Birth date (DD/MM/YYYY)                                 Medicare No.                                                          Exp. Date  


 
1.
Please list any significant past illnesses or emotional problems which might have a bearing on the individual’s health while away:     


















                                                                                                                                                                                                                                                                     
2.
Please list any present physical or emotional problems:    






                                                                                                 
3.
Are there any medications necessary?  If so, list detailed prescription and exact instructions:

4.
Please list any form(s) of allergies. If so, has the patient consulted an allergist?         Q Yes     Q No


Name of allergist consulted:    







                                                                                                                                          
5.
Please list any drug sensitivities:       







                                                                                                                                  
6.
Has the individual been vaccinated against: (Please re-vaccinate if necessary)


Q MMR

Date:                               
Q DPT
Date:      

                         

Q Meningitis
Date:                               
Q Hepatitis
Date:    

                           
8.
Are there any dietary restrictions?     







                                                                                                                                  
9.
Are there any restrictions on physical activity?   







                                                                                                                

PHYSICIAN’S STATEMENT
In my opinion, my patient’s present state of mental and physical health does permit his/her participation in the ATID Israel young adult volunteer experience.
Additional comments, if any:   

























                                                                                                                          

                                                                                                                                                                       If you become aware of any change(s) in the applicant’s medical or psychological condition, please notify the Bronfman Israel Experience Center
I have known the applicant for             years.  To the best of my knowledge, the information on these pages is correct.


          Signature of Physician


           Date

Name of Physician:                                                                              License No.  


                                                  

Address:  









                                                                                                                                                                    
Phone:    

________________________________                                                 
Personal Insurance information (Required)
Insurance Company Name: ______________________________________________________                                                                             

Policy Number:  


__________________________                                              

Insured Name:  

____


_________________                                           






