[image: image1.emf]
Medical Form and Authorization for Treatment
Health Status
I verify that I have no known health-related conditions or problems that preclude me from participating in this tour. I acknowledge that certain immunizations may be recommended, and that I am responsible for obtaining all recommended immunizations. I accept responsibility for educating and informing myself and discussing with my health care provider diseases, illnesses, and other health concerns that may result from traveling abroad.  I agree that Global Visionaries may, but is not obligated to, take any action it considers to be warranted under the circumstances regarding my health and safety. I authorize Global Visionaries to take any such action, including, but not limited to, admitting me to a hospital, consenting to the administration of anesthetics, the transfusion of blood and blood products, and surgery, and arranging for my medical evacuation. 

I understand that in the case that medical insurance is required, in most cases, my medical insurance policy is the primary insurance and GV’s is the secondary insurance, meaning that my insurance policy will be used first.  GV carries General Liability and medical insurance to cover all activities within U.S.A. and internationally.  
Costs of Special Medical Attention
I agree that I will be fully responsible for all costs and expenses which may be incurred in providing any special services to me, including any costs of rescue, transportation, medical attention or other special outlay for me personally.  I will reimburse Global Visionaries and its staff for all costs of these services as may be incurred by them for my benefit or at my request.  Without limitation of the foregoing, I authorize Global Visionaries to provide for or procure such medical attention for me as may be needed in the discretion of Global Visionaries as is more fully detailed in the Authorization for Treatment Form.

Disclosure and Notification to family
I hereby agree and consent that GV may, in its sole discretion, disclose to my family, legal partner or spouse of record any incident, event or matter arising out of or relating to my participation in this trip including, but not limited to, voluntary or involuntary withdrawal, serious illness, injury and/or hospitalization, arrest, evacuation or other such matters. This authorization supersedes any prior written request for confidentiality I may have filed with Global Visionaries. 

Authorization for Treatment    

l, (Adult Volunteer/Participant name) ________________________________________________, being 18 years of age or older, hereby give my consent for emergency medical and/or surgical treatment  in a local hospital/medical facility by a physician should my condition so require it, in the reasonable judgment of medical professionals and staff of Global Visionaries, a Washington non-profit corporation (“GV”), in my absence.  

I understand that in such a case, reasonable attempts would first be made to contact my emergency contacts, time and conditions permitting.  
When applicable, I authorize GV adult leaders to administer to me medications, both those prescribed prior to the trip and any deemed necessary by a medical professional during the trip.  I impose no specific limitation or prohibitions other than those that follow:

(If none, state so by writing “NONE” in the line here)    ____________________________________

**** Do NOT leave this line blank – write “NONE” if none. ****
I have read and understood this agreement prior to signing it and agree that this agreement shall be binding upon me (as participant or guardian), my heirs, executors, administrators, successors and any person claiming by, through, from or under me.

***Sign and date below.  Photocopy this form if you wish to keep a copy for yourself. ***
Participant Name (please print): 

Participant Signature: 
Date: 

Medical Information

Please list any past or present physical or mental conditions that will or could affect or limit your ability to participate in the tour (like mobility restrictions, impairments of your senses, cognitive difficulties, heart condition, dietary restrictions, allergies, arthritis, physical or mental illnesses, chronic or acute diseases etc) . Please also list medications that you are taking to treat these conditions and the daily dosage.

Physical/MentalConditions________________________________________________________________
Allergies_______________________________________________________________________________
Dietary Restrictions______________________________________________________________________

Is your tetanus shot updated? Yes____  No____
All Medicines


Dosage Per Day

Condition Medication Treats

1.

2.

3.

4.

5.

If taking more than 4 prescription medications, please copy this page to list additional medications

Doctor’s Name _____________________________Doctor’s tel_________________  City/State_____________________
Emergency Contacts

Please list the names of persons to contact in case of an emergency during your tour. Please give telephone number with area codes and an email address. The email address will be used only to provide important information regarding your tour and will not be shared outside GV.
Name ________________________________________________

Relationship____________________________________________

Day Phone with area code  ________________________________



Evening Phone __________________________________________
Email
_______________________________________________


Name ________________________________________________

Relationship____________________________________________
Day Phone with area code  ________________________________


Evening Phone _________________________________________
Email
_______________________________________________

For Youth Participants under 18 years of age:

Name_________________________________________

Parent Guardian Signature 1__________________________________________

Parent Guardian Signature 2__________________________________________

Date__________________________________
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