The
SCHOOL Physical Examination Form

All information contained in this questionnaire is confidential and will only be used by The Traveling School. Please attach
additional pages, if necessary.

Participant’s full name:

Date of Birth: Date of Exam:

EXAMINING PHYSICIAN:

Physician Name:

Phone: Email address:

Mailing Address:

Medical Degree (circle): MD DO PA RN

PROGRAM INFORMATION FOR PARTICIPANTS AND MEDICAL PROFESSIONAL

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: PHYSICIAN INITIALS:

To be completed by examining physician:

Height: Weight: Pulse: Blood Pressure:
Vision:R__/  uncorrected:R___/  corrected R__/  uncorrected:R__/  corrected
Normal Abnormal Findings Initials

1. Eyes

2. Ears, Nose, Throat

3. Mouth & Teeth

4. Neck

5. Cardiovascular

6. Chest & Lungs

7. Abdomen

8. Skin

9. Genitalia
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10. Musculoskeletal: ROM, strength, etc.
a. Neck
b. Spine
Normal Abnormal Findings Initials
c. Shoulders
d. Arms/hands
e. Hips
f.  Thighs
g. Knees
h. Ankles
i. Feet
11. Neuromuscular
Medical History: Please explain any yes answers below.
1. Is this participant seriously underweight or overweight? Yes No Don’t know
2. s there a history of eating disorder, such as bulimia or anorexia, within the last two years? Yes No Don’t know
3. Does participant have any allergies (including allergies to medication and/or food)? Yes No Don’t know
4. If participant has allergies, is there a history of asthma, anaphylaxis, or other dangerous Yes No Don’t know
allergic conditions? Student must bring prescribed inhalers and/ or epi-pens.
5. Is this participant currently under medical treatment or taking medication? Yes No Don’t know
6. Does participant have any speech, hearing, eyesight, or physical impairment that might affect Yes No Don’t know
her participation in this program?
7. s there any history of behavioral disorders such as difficulties in relationship with authority Yes No Don’t know
figures or peers?
8. Has participant received counseling or mental health treatment within the last two years? (If Yes No Don’t know
yes, participant must submit completed counseling form from the treating professional.)
9. Isthere any congenital malformation or chronic condition that may require additional Yes No Don’t know
treatment?
10. Would carrying luggage, or conducting strenuous travel, cause the participant hardship? Yes No Don’t know
11. Has participant ever stopped exercising because of dizziness or passed out during exercise? Yes No Don’t know
12. Has participant ever had a broken bone, had to wear a cast, or had an injury to any joint? Yes No Don’t know
13. Has participant ever suffered a heat-related illness (heat stroke)? Yes No Don’t know
14. Has participant ever suffered a high altitude-related illness (altitude sickness or HAPE)? Yes No Don’t know
15. Has participant had surgery or been hospitalized in the past year? Yes No Don’t know
16. Has the participant missed more than 5 consecutive days of participation in usual activities Yes No Don’t know
because of illness, or has the participant had a medical illness diagnosed that has not been
resolved in the past year?
17. Does participant have a regular menstrual cycle? Yes No Don’t know
18. Recommendation for physical activity: (if limited, please explain) Unlimited Limited

Please explain any “Yes” answers above:
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ON THE BASIS OF THE PARTICIPANT’S MEDICAL HISTORY AND YOUR PHYSICAL EXAMINATION, DO YOU FEEL THIS
INDIVIDUAL CAN SUCCESSFULLY AND SAFELY PARTICIPATE IN A TTS PROGRAM AS DESCRIBED IN THE PROGRAM
INFORMATION FOR PARTICIPANTS AND MEDICAL PROFESSIONALS ON PAGE 1 OF THIS FORM?

[l Yes

0 No

l, consider that

name of medical/treating professional name of patient/student
is fit to participate in a Traveling School Semester as described above. Having received permission from said
applicant, | am willing to further discuss problems pertaining to this issue with the professional staff of The
Traveling School.

Signature of Medical or Treating Professional: Date:
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