Je Medical Authorization Form

SCHOOL Authorization to be completed by the participant and the parent/ guardian

PROGRAM INFORMATION FOR PARTICIPANTS AND MEDICAL PROFESSIONALS:

Participants attending The Traveling School (TTS) engage in rigorous academic programs while traveling
internationally. These areas are rustic and remote. Because of their remoteness, and because programs take place
in developing countries, transportation to modern medical care is sometimes difficult and may take over 24 hours.
Accessibility to mental health counseling and other specialty medical services cannot be guaranteed. Refrigeration
for specialty medications and foods is not available at all locations.

TTS programs involve physically, and sometimes emotionally, rigorous conditions. The challenges participants may
expect to experience include: group living, limited personal time, academic deadlines, extremely wet and dry
climates, heat, sun, snow, ice, cold, biting and stinging insects, exposure to wild animals, swimming, high altitude,
traveler’s diarrhea, snorkeling, rock climbing, rappelling, mountain biking, horseback riding, white-water rafting,
surfing, mountaineering, boating, strenuous physical activity, hiking, backpacking, field work in rugged terrain, and
other triggers for allergies such as smoke and dust. Prior physical conditioning is recommended, and a flexible and
enthusiastic attitude is a necessity.

PARTICIPANT INITIALS: PARENT INITIALS:

My signature below indicates | have:

e Read and understand the Program Information for Participants and Medical Professionals above

e  Provided honest, accurate, and complete health information to the medical professional conducting my
physical examination and to The Traveling School

e Discussed, or will discuss, the immunizations and malaria prophylaxis recommended by the Centers for
Disease Control and Prevention for this program with a Travel Medicine Specialist or with my physician
and will have immunizations completed and appropriate malaria prophylaxis prescriptions filled prior to
the semester start

e Purchased a health insurance policy which is valid internationally and will remain in full force and effect
for the duration of my Traveling School semester

By my signature below, | hereby specifically authorize my physician,

name of medical provider
of , to release confidential patient information, and/ or
city and state

medical records pertaining to my child, to The Traveling School (“TTS"),
name of participant

or its representative, to the extent necessary for the Medical Provider to complete the Physical Examination Form
and to assess the appropriateness of TTS for the Participant at this time. Furthermore, | hereby expressly authorize
the Medical Provider to release such additional information as the Medical Provider deems necessary or
appropriate to respond to any additional questions TTS may have regarding whether TTS is appropriate for the
Participant based on the release of information authorized by this form. | also give TTS permission to discuss this
information with a medical consultant designated by TTS. | recognize that this information may be protected by
state and federal regulations, and that | am hereby waiving such rights. | understand that | may revoke this
authorization at any time (except retroactively), and, in any event, this authorization will expire automatically one
year from the date signed.
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By my signature below, | hereby authorize The Traveling School to give first aid to Participant in the event that the
Participant is injured. | understand that TTS shall make every effort to obtain prior-authorization (if Participant is
under 18 or if Participant is unable to give authorization) for any required medical or dental treatment from the
parent/ guardian or individual listed on the Medical Review form as the Participant’s Emergency Contact. In the
event that prior-authorization cannot be obtained, | authorize the personnel of TTS to exercise their prudent
judgment in engaging physicians to provide diagnosis and treatment; in admitting the Participant to any hospital;
and in giving permission for such diagnosis, treatment and admission on the Participant’s behalf as may be
required. | agree that all costs of such services shall be charged to and paid for by the Participant and/ or her
parent/ guardian.

Participant Signature Date
Parent/Guardian Signature Date
Parent/Guardian Signature Date
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