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FROM THE AMERICAN PEOPLE






	Bureau for Economic Growth, Agriculture And Trade

Office of Education

MEDICAL HISTORY AND EXAMINATION FOR FOREIGN APPLICANTS

(Medical History To Be Completed By Applicant)



	1.  LAST NAME – FIRST NAME – MIDDLE NAME

     
	2.  DATE OF BIRTH (MO/DAY/YR)

     

	3.  NATIONALITY

     
	4.  SEX

       FORMCHECKBOX 
  Male

       FORMCHECKBOX 
  Female
	5.  Contact information for monitoring contractor or implementing partner who can be contacted related to medical claims in your absence
     

	6.  TRAINING LOCATION (City, State for U.S. training) (Country for third country training)
     
	7.  LENGTH OF TRAINING

    (Weeks, Months, Years)

     
	8.  ESTIMATED DATE TO BEGIN

TRAINING (Month/Year)
     

	                                                                                              IMPORTANT NOTICE

  Before You Complete The Medical History Questionnaire, You Are Hereby Notified That:

- USAID does not provide medical insurance for dependents that accompany or join the applicant.
- A Medical condition resulting from an undisclosed pre-existing condition will not be covered by the USAID HAC insurance and may result in termination of your training program.  Likewise, a medical condition resulting from a previously undiagnosed condition may not be covered by the USAID HAC insurance and may become the responsibility of the applicant.  Your training program may be terminated if it is determined that your condition will significantly impact on your program, or if you cannot cover the cost of the medical care.  Public funds may not be used to cover the cost of medical care.
- I understand that by accepting USAID sponsorship I hereby waive any privacy rights that I have to such medical claims and agree to permit my insurance provider or its authorized representatives to release all information related to such claims to USAID. Such notification will include the date of the claim, the nature of the claim and copies of all documentation related to the claim. USAID shall use such claims information for reviewing its entire insurance program. I understand that I have the right to revoke this authorization by providing written notice to USAID.  Such revocation will result in automatic termination of USAID's sponsorship of the program, unless USAID otherwise agrees in writing.
 9.   I Understand And Accept The Terms Of This Notice.      FORMCHECKBOX 
  Yes                FORMCHECKBOX 
  No

	10.  CHECK EACH ITEM “YES” OR “NO,” EVERY ITEM CHECKED “YES” MUST BE FULLY EXPLAINED IN BLANK SPACE ON RIGHT

	YES
	NO
	a. Have you ever had any significant or serious illness or injury?

(if hospitalized, give place & dates)
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	b. Have you had any surgery or been advised by a physician to have surgery?  (Give place & dates)
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	c. Do you currently use any drugs for treatment of a medical condition?  (Give name of & dose)
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	d. Have you ever been a patient in a mental hospital or sanitarium or treated by a Psychiatrist?  (Give place & dates)
	     

	11.  DO YOU NOW HAVE, OR HAVE YOU EVER HAD THE CONDITIONS LISTED BELOW?  (Indicate “Yes” or “No” To Each Item)

	YES
	NO
	(Check Each Item)
	YES
	NO
	(Check Each Item)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	a.  Epilepsy, convulsions, “fits”
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	m.  Tropical disease (malaria, bilharzias, amoebas, 

      leprosy, filariasis, yaws, etc.)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	b.  Eye disease, vision defect in both or either eye
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	c.  Tooth or gum disease (periodontal disease)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	n.  Depression, excess worry, attempted suicide, or

     other psychological symptoms

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	d.  Asthma, emphysema, or other lung conditions
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	e.  Tuberculosis or live with anyone who has tuberculosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	o.  Drug or narcotic habit such as marijuana, cocaine,

     heroin, LSD, or any derivatives

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	f.  High blood pressure, heart disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	g.  Stomach, liver (hepatitis), gallbladder disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	p.  Bleeding disorder, blood disease (sickle cell anemia)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	h.  Hernia (rupture)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	q.  Acquired Immune Deficiency Syndrome (AIDS)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	i.  Kidney or bladder disease, stone or blood in urine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	r.  Tumor, abnormal growth, cyst, or cancer

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	j.  Diabetes (sugar in the urine)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	s.  Skin disorder, growths, psoriasis

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	k.  Joint disease or injury, swollen or painful joints
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	t.  Female disorder, growths, psoriasis

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	l.  Back pain, wear a back brace or support
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	u.  Pregnancy

	I CERTIFY THAT I HAVE READ THE ABOVE INSTRUCTIONS AND ANSWERED ALL QUESTIONS TRUTHFULLY AND TO THE BEST OF MY KNOWLEDGE.

	12.  PRINTED NAME OF APPLICANT
     
	13.  DATE
     
	14.  SIGNATURE OF APPLICANT




	NOTE For the Examining Physician:  Please review this Medical History and make appropriate remarks on the Physician’s
 Examination Form for any boxes checked yes.  Any additional tests must be indicated on the Examination Form.  Any test result s that indicate a pre-existing condition(s) must be noted and explained.


	REPORT OF MEDICAL EXAM FOR FOREIGN APPLICANTS

(To Be Completed By The Examining Physician)



	15.  NAME OF PARTICIPANT                                                                                                                                                          Photo

     

	16.  HEIGHT
     
	17.  WEIGHT
     
	18.  BLOOD PRESSURE
     
	19.  CORRECTED VISION
L20:                     R20:       

	20.  URINALYSIS (Sugar, blood, etc.)
     
	21.  BLOOD SEROLOGY TEST FOR SYPHILIS

(optional)
 FORMCHECKBOX 
 Positive              FORMCHECKBOX 
 Negative 
	22.  CHEST X-RAY REPORT (Date)
     

	23.  PREGNANCY TEST (HCG)   (optional)
    FORMCHECKBOX 
  Positive             FORMCHECKBOX 
  Negative
	24.  ELECTROCARDIOGRAM REPORT (if indicated by history or physical)
     

	25.  CLINICAL EVALUATION:  (EVERY ITEM CHECKED “ABNORMAL” MUST BE FULLY EXPLAINED IN BLANK SPACE ON RIGHT)

	NORMAL
	(CHECK EACH ITEM)
	ABNORMAL
	DESCRIBE ABNORMAL FINDINGS

	 FORMCHECKBOX 

	Head, Nose, Mouth
	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	Ears, Hearing Acuity
	 FORMCHECKBOX 

	


	 FORMCHECKBOX 

	Lungs and Chest
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	Heart, Rhythm & Sounds
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	Vascular System, Varicosities
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	Abdomen, Hernia, etc.
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	Hemorrhoids, Fistula Prostate
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	Urinary System
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	Spine, Arms, Legs, etc.
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	Skin, Lymph Nodes, Scars
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	Neurological
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	Emotional Stability
	 FORMCHECKBOX 

	

	26.  THE PHYSICIAN MUST COMMENT ON ALL ITEMS MARKED “YES” IN THE HISTORY AND COMMENT ON ANY CONDITION

       DISCOVERED DURING THE EXAMINATION.   ADDITIONAL TESTS MUST BE IDENTIFIED.  ANY TEST THAT INDICATES A PRE-EXISTING 

       CONDITION(S) MUST BE DOCUMENTED AND BROUGHT TO THE ATTENTION OF THE USAID APPROVING OFFICER.
     

	27.  SUMMARY OF ANY DEFECTS AND DIAGNOSIS

     
	RECOMMENDATION

 FORMCHECKBOX 
  Medically Qualified for Training

 FORMCHECKBOX 
  Not Medically Qualified for Training

	28.  NAME AND ADDRESS OF EXAMINING PHYSICIAN (Please Print or Type)

     

	29.  SIGNATURE OF EXAMINING PHYSICIAN
	30. DATE OF EXAMINATION

     


	ADMINISTRATIVE REVIEW OF MEDICAL EXAMINATION

(For Use By Post Training Office)

	1.  NAME OF CANDIDATE:  (Last, First, Middle)
     

	MEDICAL CLEARANCE ACTION

	ACTION BY SPONSORING UNIT OR DESIGNEE

 FORMCHECKBOX 
   Recommend Approval of Applicant’s Entry Into Training Program

 FORMCHECKBOX 
   Recommend Disapproval of Applicant’s Entry Into Training Program

 FORMCHECKBOX 
   Recommend waiver of Applicant’s medical ineligibility for the following reasons.  Health cost liability for pre-existing medical conditions will be assumed by the Mission or Bureau.    (USAID signature located at bottom of this page)
 FORMCHECKBOX 
   Health cost liability for pre-existing medical conditions  will be assumed by the responsible party noted below:
     


	REASON FOR REJECTION / WAIVER OF INELIGIBILITY

     

	SIGNATURE
	PRINTED NAME
     
	DATE

     

	REVIEWED BY:

	SIGNATURE
	PRINTED NAME
     

	MISSION/BUREAU MEDICAL WAIVER ACTION

	Applicants rejected for training because of medical problems may be re-evaluated for training with a waiver of HAC coverage for specified pre-existing condition.

The USAID Mission/Bureau may determine to grant a waiver when:

1.  It is felt that the period of training will be of short duration and medical condition is unlikely to be activated or aggravated during that period;  or

2.  The training is considered essential to the program objective.

By granting this waiver request, the USAID Mission/Bureau accepts full responsibility to ensure payment of all claims arising from waived conditions.  This determination by the USAID Director or U.S. officer designee must be obtained prior to further processing of the applicant.

Waived Condition(s):   FORMTEXT 

     

	SIGNATURE
	DATE

     

	PRINTED NAME
     
	POSITION TITLE
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