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Dear Participant,  





This form is important for ensuring that you will be able to safely participate in the internship and to ensure you receive appropriate treatment should a medical emergency arise during the internship.  If upon reviewing the internship description, you have concerns about your ability to participate, you should discuss them with your medical provider and call us to discuss whether this internship is appropriate for you.  All medical information provided here is confidential and will be known only to the leaders of the wolf-moose project. After filling out this form completely and accurately, please sign, date and return it to us.  If you develop any medical conditions after submitting this form, notify us immediately.





PARTICIPANT NAME:________________________________________________________________________











Medications:�
�



( Yes�



( No�



Do you take any prescription or non-prescription medications?  If yes, please list the medication, reason for taking it, and length of time you’ve been taking it.











�
�






Have you ever had any of the following conditions? Please check all that apply and use the space provided on the next page to describe additional details.�
�
(�
Active Hepatitis  Type:�
(�
Epilepsy / seizures�
(�
Skin conditions�
�
(�
Anemia�
(�
Head injury�
(�
Kidney or liver condition�
�
(�
Cancer�
(�
Headaches/migraines�
(�
Musculoskeletal condition (osteoporosis, fibromyalgia, etc)


�
�
(�
Chronic lung condition�
(�
Heart condition (e.g., disease, murmur, irregularity)�
(�
Orthopedic problems (sprains, strains, fractures)


�
�
(�
Chronic back condition�
(�
Heat or cold sensitivity�
(�
Tuberculosis, exposure to TB


�
�
(�
Dizziness/balance condition�
(�
High blood pressure�
(�
Stomach/intestinal conditions


�
�
(�
Eating disorder�
(�
Immune system condition�
(�
Joint condition (arthritis, bursitis, etc.)�
�
(�
Endocrine / thyroid condition�
�
�
�
�
�






If you have checked any of the conditions above, please provide details below.


 If there is not enough space, please attach additional pages.





( Yes�
( No�
( N/A�
If you have asthma, can you self-medicate?�
�
( Yes�
( No�
( N/A�
If you have diabetes/hypoglycemia, can you self-medicate?�
�
( Yes�
( No�
�
Have you ever been hospitalized or had surgery? If yes, please include details below.


�
�
( Yes�
( No�
�
Have you ever been diagnosed with a learning disability? If yes, please include details below as they relate to needs you may have during the expedition.


�
�
( Yes�
( No�
�
Do you have any allergies (include drugs, food, insect stings, etc.)?  If yes, please include details below.


�
�
( Yes�
( No�
�
Do you smoke?


�
�
( Yes�
( No�
�
Do you have any conditions that are not already listed above?�
�






Summer Intern


Health Form





Participant Affirmation


 I have reviewed this form and the description of the Expedition’s conditions and I understand the physical demands of the expedition for which I have signed up. I have discussed any concerns with my medical care provider.  I have answered all the questions on this form truthfully and completely.











PARTICIPANT SIGNATURE:_________________________________________________   DATE:_________________








Vision and hearing:�
�
( Yes�
( No�
Do you have difficulty seeing in low light conditions or have unusual difficulties at night?�
�
( Yes�
( No�
Do you have color blindness?�
�
( Yes�
( No�
Do you have glaucoma, macular degeneration, cataracts or other visual impairment? If yes, please provide details:








�
�
( Yes�
( No�
Do you wear corrective lenses?�
�
( Yes�
( No�
Are you hearing impaired?  If yes, please describe to what extent (e.g., corrected to what percent with hearing aid, hear no sound, difficulty hearing with background noise, require sign language, read lips, need TTY/TDD):








�
�






Please email a signed pdf of this form to � HYPERLINK "mailto:lmvuceti@mtu.edu" ��srhoy@mtu.edu� 





If you are unable to contact us by email, please mail a hard copy to:


Dr. Sarah R. Hoy


re: Summer Internship


School of For. Res. & Environmental Science


Michigan Technological University, 


1400 Townsend Dr.


Houghton, MI 49931














Mental Health:�
�



( Yes�



( No�



Have you ever been diagnosed with or been treated for a psychiatric condition, such as bipolar disorder or depression?  If yes, please provide details:











�
�
( Yes�
( No�
Have you been in counseling with a psychiatrist or psychologist within the past 2 years? Reason for counseling:








�
�









