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NOTES TO THE EXAMINING PHYSICIAN

This form should be completed by a physician who has known the applicant for at least 12 months prior to the filling out of this form. In addition, any applicant who has been under the care of a specialist (such as a neurologist, allergist, endocrinologist, orthopedist, cardiologist, psychiatrist, psychologist, social worker, and physical therapist, etcetera) must submit a detailed report from such specialist giving complete diagnosis, prognosis and evaluation. 

If a participant is required to continue receiving medication while under the auspices of the program, it is advisable that he/she travel with a written prescription for each medication. Since medicine is often not available under the same trade name as in the country of origin, the full pharmacological name of all medicines and drugs used by the patient should be supplied. In any event, participants should bring an extra supply of the required medicine with them. 

 SEQ CHAPTER \h \r 1The information on this report form and all supplementary material on the physical, mental or psychological condition of the applicant shall be held strictly confidential.

Your patient is planning on participating in the Dorot Israel program, an educational program which will take place July 7 - August 9, 2010* (subject to change). During this period of time, participants will spend five (5) weeks in Israel together.

In order to ensure the applicant’s comfort and security, it is important to be aware of the level of fitness and stamina required to participate in a fast-moving trip geared to the pace of teenagers.

Each participant will face a new and strenuous environment which will be physically as well as emotionally stressful. The program starts immediately upon arrival to the various destinations, with no rest after travelling.  They will be expected to participate in activities which will include long bus rides, walking long distances and other strenuous activities (ex. hiking).

They will be living, eating and sleeping in a communal environment.  The hotel accommodations vary widely with respect to comfort, types of beds, and availability of elevators.  While there are many helpful teenagers, it is best if every participant is capable of handling his/her own luggage.

Therefore, it is essential that this medical report be as complete and precise as possible.  In considering the medical evaluation please give special attention to any cardio/respiratory or orthopedic problems which might limit the applicant’s endurance and mobility.

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 office of the Bronfman Israel Experience Centre,1 Carré Cummings Square, Montreal, Quebec  H3W 1M6, Tel: 345-6449.  Attention: Ortal Reuveni and Dayna Schwartz.
If any changes occur in the participant’s condition between the time of submitting this form and departure on the trip, the participant must submit, before departure, an explanatory letter, detailing diagnosis, prognosis and treatment. Failure to submit such a letter shall result in expulsion of the applicant from his/her program without any refund. Participants under the care of a specialist must submit an update to weeks prior to departure.

PHYSICIAN’S EXAMINATION AND STATEMENT

Personal Information about the participant:

	First Name: _________________ Last Name: _______________
	( Male  ( Female      DOB:  ____/_____/______

	Address: _____________________________________________
City: ____________  Province: _______  Postal Code: _________

Home Phone: (     ) ___________     Cellular: (     ) ____________
	Medicare:  _________________________________
Exp Date:  _________________________________

Email: _____________________________________



	EXAMINATION
	NORMAL
	ABNORMAL
	DESCRIBE ABNORMALITY

	Head/Neck
	
	
	

	Cardiovascular
	
	
	

	Respiratory
	
	
	

	Abdomen/ GI
	
	
	

	Neurological
	
	
	

	Musculo-skeletal
	
	
	

	Gynecological
	
	
	

	Mental Status
	
	
	

	Height
	
	
	

	Weight
	
	
	

	Blood Pressure
	
	
	


	Notes on abnormal findings:

	

	

	

	Significant past medical or emotional problems:

	

	

	

	Medications: Daily or PRN

	

	

	


	Allergies/sensitivities (in detail):

	

	

	

	Suggested prevention/treatment:

	

	

	Dietary restrictions:

	Vaccinations:
	Date
	
	Date

	                          Measles
	
	Diptheria
	

	                          Mumps
	
	Tetanus
	

	                          Rubella
	
	Polio
	

	                          Hepatitis B
	
	
	

	                                               A recent Tetanus/Polio/Booster is mandatory


PSYCHOLOGICAL
1. Is the participant currently involved in any psychological therapy of any kind?

a. If yes, with whom? _____________________________________________________________________
	Psychiatrist     ⁪
	Psychologist     ⁪
	Counselor     ⁪
	Social Worker    ⁪


b. Is the participant receiving any medication?  ⁪Yes   ⁪ No  If so, please specify: ______________________________________________________________________________________

______________________________________________________________________________________
2. Is there any history of psychological or psychiatric care?

If yes, please give dates: ________________________________________________________________
______________________________________________________________________________________

3. Has the participant ever been advised to have counseling, psychotherapy or other psychiatric care? If so, 

why? _________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

PHYSICIAN’S STATEMENT

 SEQ CHAPTER \h \r 1I have read the above medical form and thereafter have examined the above named participant and have recorded the results above, which represent to the best of my knowledge, all the applicant’s medical history and my findings.  
In my opinion, the applicant is:

                                 ☐ 
capable of participating in the Dorot program

                                 ☐ 
incapable of participating in the Dorot program (as outlined in the notes).

I have known the applicant for _________ years.  To the best of my knowledge, the information on these pages is correct.

I understand that the leadership of the “Bronfman Israel Experience Centre” and its representatives will rely on my report and findings.

If you become aware of any change(s) in the applicant’s medical or psychological condition, please notify the Bronfman Israel Experience Centre office at 345-6449.

Additional comments, if any:                                                                                                                                                                       

_____________________________________________________________________________

_____________________________________________________________________________
	Name of Physician:  _______________________________________ Phone: (        ) ___________________________                                                                      


	Address:  ______________________________________________________________________________________________________________________________________________________________________________________________


	Signature: _______________________________________   Licence No. ____________________________________




Please return the completed form to your patient or mail directly to:
Bronfman Israel Experience Centre
DOROT ISRAEL 2009

1 Cummings Square, Suite 500
Montreal, QC  H3W 1M6
Fax: 514-345-6418 
        Attention : Ortal Reuveni & Dayna Schwartz

