
[image: image1.png]


HEALTH AND EMERGENCY

TREATMENT AUTHORIZATION

Name ____________________________________________  DOB __________________  Banner ID ____________________

Study Abroad Program ________________________________________________  Term __________________________

AUTHORIZATION
In the event of illness or injury to me, I authorize any official representative(s) of the program to secure medical treatment on my behalf, including surgery and the administration of an anesthetic, and to provide any health information as appropriate.
FINANCIAL RESPONSIBILITY
I accept all financial responsibility for medical treatment in the event of illness or injury.
INSURANCE CERTIFICATION STATEMENT

I understand and acknowledge that there may be certain expenses that are not covered by either the HTH Insurance policy or the healthcare provided by my study abroad program provider, whichever is applicable.  I accept financial responsibility for any such expenses.  I further acknowledge that it is my sole responsibility to ensure that my health insurance coverage is adequate for my needs.
DISABILITY ACCOMMODATIONS 
I accept the responsibility for registering with the Office of Disability Services to determine eligibility for services and accommodations related to disabilities, if appropriate; and further, I understand that an Access Plan outlining my accommodations should be submitted to the Office of International Programs at least sixty (60) days before the program commencement date in order to assess and determine the ability of the university to provide a reasonable accommodation.  UMW Office of Disability Services is located in Lee Hall, Room 401, 540-654-1266.
__________________________________________________________

____________________________________________________

Signature






Date
EMERGENCY CONTACTS – Please provide at least two numbers. 



	Name & Relationship
	Telephone Numbers
	Daytime
	Evening
	Other
	Email Address
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OPTIONAL:  Name and phone number of physician(s) to contact in case of emergency.

___________________________________________________________________________________________________________________________ 

MEDICAL CONDITIONS, TREATMENT, AND CURRENT MEDICATIONS:

Please list information related to medical conditions and treatment, including a list of current medications and dosages.  A list may be attached on a separate sheet.  Such confidential material will be kept in a secure file for the duration of the program and destroyed at the end of the term.  






