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Duluth Sister Cities International

YOUTH HEALTH FORM EMERGENCY MEDICAL AUTHORIZATION & RELEASE
Exchange to:  FORMDROPDOWN 
     
The following information may be completed electronically. Fields in gray need your input. If not using electronic format, select the exchange program on the first and last pages of this form before printing.
Duluth Sister Cities International (DSCI) requests important health information about your child.  This information will support a successful exchange and time away from the youth’s home environment.  This information will allow us to respond appropriately to your child’s needs.  This form must be completed and signed by a custodial parent/guardian.  Please keep a copy of this form for your files and notify DSCI of any changes in writing.
The information on this form will be kept confidential.
	CONTACT INFORMATION

	Youth Name:
	     
	Date of birth:
	     
	

	Home address:
	     
	City/State/Zip code:
	     
	

	Parent/guardian Name:
	     
	E-Mail:
	     
	

	Phone:
	     
	(H)
	     
	(W)
	     
	(C)
	

	Parent/guardian Name:
	     
	E-Mail
	     
	

	Phone:
	
	(H)
	     
	(W)
	     
	(C)
	

	Emergency contact:
	     
	E-Mail
	     
	

	Phone:
	     
	(H)
	     
	(W)
	     
	(C)
	

	
	
	
	
	
	
	
	


	MEDICAL EMERGENCY CONTACT INFORMATION

	Physician:
	     
	Phone:
	     
	

	Dentist:
	     
	Phone:
	     
	

	
	
	
	
	
	
	


	INSURANCE INFORMATION

	* Please note, DSCI does not carry health insurance for the delegates. 
	

	In addition to the travel insurance required by DSCI, we ask that you submit a copy of your health insurance card*, front and back.  Any changes in insurance status must be submitted to DSCI in writing.

	
	
	
	
	
	
	


	IMMUNIZATIONS

	A copy of youth’s immunization record is required. Please submit a copy of physician’s records with this form.

	
	
	
	
	
	
	


	ALLERGIES

	 FORMCHECKBOX 
 Youth has no known allergies
	 FORMCHECKBOX 
 Youth carries an EpiPen
	

	 FORMCHECKBOX 
 Youth is allergic to this FOOD:
	     
	

	Describe the reaction:
	     
	

	 FORMCHECKBOX 
 Youth is allergic to these MEDICATIONS:
	     
	

	Describe the reaction:
	     
	

	 FORMCHECKBOX 
 Youth is allergic to :
	     
	

	Describe the reaction:
	     
	

	Comments:
	     
	

	
	
	
	
	
	
	


	NUTRITION

	 FORMCHECKBOX 
 Youth has no dietary restrictions
	 FORMCHECKBOX 
 Youth is a vegetarian
	

	Youth eats the following foods:
	

	
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	

	
	using pull-down menus unselect or cross-out foods that the youth does not eat
	

	 FORMCHECKBOX 
 Youth has special dietary needs
	 FORMCHECKBOX 
 Lactose intolerant      FORMCHECKBOX 
 Gluten free  Other:      
	

	Comments:
	     
	

	
	
	
	
	
	
	


	CHRONIC HEALTH CONSERNS
	

	 FORMCHECKBOX 
 Youth has no chronic health concerns
	
	
	
	
	

	 FORMCHECKBOX 
 Youth has the following chronic concerns:
	 FORMCHECKBOX 
 Asthma 
	 FORMCHECKBOX 
 Bedwetting 
	 FORMCHECKBOX 
 Diabetes
	 FORMCHECKBOX 
 Headaches
	

	   
	 FORMCHECKBOX 
 Nose bleeds 
	 FORMCHECKBOX 
 Menstrual cramps 
	 FORMCHECKBOX 
 Sleepwalking
	 FORMCHECKBOX 
 Ear infections
	 FORMCHECKBOX 
 Fainting
	

	 FORMCHECKBOX 
 Other (specify):
	     
	

	Comments:
	     
	

	
	
	
	
	
	
	


	EMOTIONAL AND SOCIAL HEALTH
	

	Youth has been diagnosed with
	

	 FORMCHECKBOX 
 ADD     FORMCHECKBOX 
 ADHD     FORMCHECKBOX 
 Autism Spectrum/Aspberger      FORMCHECKBOX 
 Depression      FORMCHECKBOX 
 Anxiety 
	

	 FORMCHECKBOX 
 Other (specify)
	     
	

	 FORMCHECKBOX 
 During the past year the youth has seen a mental health provider for mental/emotional issues
	

	 FORMCHECKBOX 
 During the past year a significant life event has happened in the youth’s life (death of a loved one, family change, adoption, survival of a natural disaster)
	

	Comments:
	     
	

	
	
	
	
	
	
	


	GENERAL HEALTH INFORMATION
	

	Hearing:   FORMCHECKBOX 
 Normal     FORMCHECKBOX 
 Corrected    
	Vision:   FORMCHECKBOX 
 Normal     FORMCHECKBOX 
 Corrected    
	

	 FORMCHECKBOX 
 Piercings, specify locations:
	     
	

	Comments:
	     
	

	
	
	
	
	
	
	


	MEDICATIONS
	

	 FORMCHECKBOX 
 Youth does not take any daily medications
	

	 FORMCHECKBOX 
 Youth takes daily medications (if more than three medications, please attach additional sheets with information)
	

	Medication name:
	     
	Reason for taking:
	     
	

	Dose and when:
	     
	

	Medication name:
	     
	Reason for taking:
	     
	

	Dose and when:
	     
	

	Medication name
	     
	Reason for taking
	     
	

	Dose and when:
	     
	

	Comments:
	     
	

	
	
	
	
	
	
	


	FIRST AID and OVER THE COUNTER MEDICATIONS

	The chaperones are not medically trained personnel; they are parents of youths on the trip. In the event that a student needs minimal first aid the following over the counter medication may be dispensed.  
Using a pull-down menu unselect or cross-out medications that you DO NOT want dispensed to your child

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Comments:
	     
	

	
	
	
	
	
	
	


	PARENT/LEGAL GUARDIAN AUTHORIZATION FOR HEALTHCARE

	This health history is correct and accurately reflects the health status of 
	     

	
	(youth’s name)

	I understand this information will travel with the chaperone and shared as the DSCI chaperones feel necessary. DSCI has permission to obtain a copy of my child’s health records from providers who treat my child during the exchange. Providers treating my child during exchange may discuss with DSCI chaperones my child’s health status regarding care and treatment.

	Please identify any additional medical/health or other information (e.g. youth afraid of needles etc.) that a medical provider in another country should take into account in the event or an emergency.

	Comment:
	     

	
	
	
	
	
	
	


	EMERGENCY MEDICAL AUTHORIZATION FORM

	In the event of an injury or illness that requires medical attention to our son/daughter/ward
	     

	
	(youth’s name)

	I hereby authorize DSCI representatives or its agents to secure treatment deemed necessary, including the administration of an anesthetic and surgery. 

	
	
	Date:
	     
	

	(parent/custodial signature)
	
	
	

	
	     
	
	
	

	(parent/custodial printed name)
	
	
	

	
	
	
	
	
	
	


	SUBMIT TO:

	Duluth Sister Cities International

Attention: Duluth Sister Cities International Student Delegation Exchange to  FORMDROPDOWN 

301 W. 1st Street, Suite 308

Duluth, MN 55802
	

	duluthmnsistercities.org   (   218-727-8375   (   carol.brekke@duluthmnsistercities.org
218-727-8375

Carol.brekke@duluthmnsistercities
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