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HOMESTAY INTRODUCTION AND PHOTOS

Below, please place pictures that represent who you are. Use pictures of your
ECI family, home, school, friends and pets.
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MEDICAL AND LIABILITY RELEASE

We, the undersigned, parents of do hereby designate

(host family,if any) and/or Educational Consortium Institute

as guardian and authorize designated person(s) to provide consent to any x-ray examination, anesthetic, medical
or surgical diagnosis or treatment and hospital service that may be rendered to said child under the general or
special instructions of any physician or dental member of any qualified and licensed physician or hospital,
whether such diagnosis or treatment is rendered at any office of said physician or hospital. We further authorize
said physician or hospital to exercise his/her discretion in authorizing the disposal of any severed tissue or
member.

Permission is also given for the transportation of said child to and from any qualified physician or hospital by a lic
driver via ambulance, car, taxi, or other mode of transportation deemed necessary. We authorize a member of
ECI staff or chaperoning adult to accompany our child to the selected doctor or facility as needed.

It is understood that this consent is given after all reasonable efforts to contact us have been exhausted and with
consideration as to the urgency of the situation as advised by qualified medical professionals.

We, the parents, certify that we have purchased a health and accident insurance policy for said child that will be
in effect from during his/her entire stay in the U.S. We, the parents, shall assume full financial responsibility for
all medical bills incurred as a result of accident, injury or iliness sustained by said child during his/her stay in the
U.S. We, the parents, will not hold any officers, representatives, employees or agents of Educational Consortium
Institute (herein called ECI) responsibility for any and all complications that may be ensue as a result of those
treatments.

We, the parents, understand the inherent risks associated with this travel and agree that we will not hold ECI or
any officers, representatives, employees, or agents of that organization responsibility for any sickness, damage
caused by natural disaster, or any accident resulting from traveling by plane, train, bus, car, or any other form of
transportation.

Further, we forever, waive, release and discharge any and all rights, demands, claims for damage and causes of
suit or action that we may have against any and all officers, representatives, employees and agents of ECI.

We, the parents, hereby authorize representatives of ECI to obtain any and all documen-tation from a hospital or
doctor as it relates to our child’s treatment for the purpose of corresponding with us and/or presenting required
documentation to the insurance company.

Signature of Parent/Guardian Date

Print Parent’s Name:

Contact Phone Numbers

FATHER BIRTH DATE: MOTHER BIRTH DATE:

(Month / Day / Year) (Month / Day / Year)
Your child is required to carry health and accident insurance during his/her stay. Please make a copy of the
insurance policy and attach it to this form. If the student arrives without insurance, ECI will purchase the
insurance and invoice family.

Insurance Carrier:

Carriers Address:

Policy No.:

Effective date from: To:

“Riiildinn Brirdlnec Rehween Criltiirec”



ECI

STUDENT HEALTH REPORT

Please print this form and give it to your physician
This report must be completed by a licensed doctor.

Educational
Consortium
Institute

PO Box 2434
Aptos, CA 95001
USA

831-684-2661 Tel
831-684-2753 Fax
info@eci-ca.org

Student Name;

Date of Birth: / / City and Country of Birth:

PHYSICAL EXAMINATION OF STUDENT
(This examination is to be done by a Medical Doctor)

Height Weight Blood Pressure Pulse

Visual Acuity Hearing
(Without Correction) R / L / R / L
(With Correction) R / L / R / L /

Respiratory System

Cardiovascular System

Neurological System

Musculoskeletal System S

Urinalysis S.B. Alb _Sugar Micro
EN.T. Liver Spleen

Abdomen Skin Genitals

Comment regarding abnormalities .

Significant past iliness or injury

Please specify any allergies

Medication currently being taken

STUDENT'S MEDICAL HISTORY

Please mark answer "yes" or "no".
If you answered “yes”, please explain on a separate sheet.

YES NO YES
Measles 11 chicken Pox
Rubella [ [ Kidney disease
Mumps [ 1 1 Congenital anomalies
Allergies [ 1 Menstrual disorder

[ [ Orthopedic problems

1 [ Conwulsions

Pulmonary disease [ [ Neurological disorders

Cardiac disease L1 [ 1 Accidents

Endocrine disorder [ 11 Operations
L 1™1

Eating disorder Emotional or mental disorders

Eye problems
Hospitalization

000000000
(00000000
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IMMUNIZATION HISTORY / RECORD

Student Name: Date of Birth: / /
Vaccine: Give date each st 2nd 3rd 4th 5th
does was given. mo/day/year mo/day/year mo/day/year mo/day/year mo/day/year
: : Polio (TOPV)
ECI DPT and/or DT (Diptheria,
Tetanus
Measles If no ilmmunization, give date when student had
. Rubeola-1 red meast fneasles.
Educational | (Rubeda-10day, red measies) —
- If no immunization, give date when student had rubella.
Consortium Rubella
Institute (German measles, 3 day measles)
If no immunization, give date when student had mumps.
Mumps
Varicella If no immunization, give date when student had chicken
(Chicken Pox) pox.
PO Box 2434
Aptos, CA 95001-2434 "
U'S) A Hepatitis B
iMMUNIZATION REQUIRED FOR SCHOOL ADMISSION INTO AMERICAN HIGH SCHOOLS
1. Polio At least 3 doses Additional doses required if last dose was received before 4
years of age.
831-684-2661 Tel 2. Diptheria-Tetanus-Pertussis (DPT) At least 4 doses ‘ o
831-6(2;—37::::x Diptheria-Tetanus (TD) only OR Booster equired within past 10 years
WW 1-Ca.
W € (7 years and over. At least 3 doses

3. Measles (Rubeola, 10 day measles) |Two doses on or after one year of age OR laboratory-confirmed disease
verified by a physician plus one dose.

4, Rubella (German measles, 3 day) Two doses on or after one year of age OR laboratory-confirmed disease
verified by a physician plus one dose.

Two doses on or after one year of age OR laboratory-confirmed disease

5. Mumps vaccine verified by a physician plus one dose.

One dose on or after one year of age , but prior to age 13 OR two doses administered at
6. Varicella (Chicken Pox) least 28 days apart after age 13 OR laboratory-confirmed disease verified bya physician.
7. Hepatitis B Three doses recommended
Tuberculosis (TB) Skin Test Date (needs to be within past six months) [positive [J Negative / Normal.

Please explain any positive reaction and follow-up:

I, the undersigned, have given a thorough pysical examination and reviewed the medical history of this student. | certify
that all importnat madicl information has been included, and that the above information is complete and accurate.

Physician's Signature: Date:

Physician's Name Printed: Medical License Number or Seal

Physician's Business Address:

EDUCATIONAL CONSORTIUM INSTITUE, PO BOX 2434, APTOS CA. 95001 PHONE 831-684-2661 FAX 831-684-2753
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SIGN AND RETURN THIS COPY TO ECI

LIABILITY WAIVER
We, as the parents or legal guardian of the student in this program hereby release all officers, Board of Directors
employees, representatives and volunteers from and against all claims, damages, losses and expenses including
attorney fees arising out of this exchange program. We also release anyone directly or indirectly employed by
ECI or anyone for whose acts any of them may be liable, except where caused by the active negligence, sole
negligence, or willful misconduct of State of California, their officers, employees, representatives and
volunteers.

Signature of father or legal guardian: date:

Signature of mother or legal guardian: date:

TRAVEL AUTHORIZATION
We authorize ECI to make decisions on my behalf for participation in activities that may require my child to
travel, such as school activities, home-leave travel by car, bus or train, under the rules and regulations of the
schools, laws, regulations and the policy as established by ECI. ECI will contact me for my permission for any
trips outside of these conditions.

Signature of father or legal guardian: date:

Signature of mother or legal guardian: date:

ACKNOWLEDGMENT

We have read, understand or have had explained to us the student handbook and the rules and
regulations as they apply to this program. We also acknowledge that we have received the student
handbook and accept responsibility for knowledge of its content.

Signature of student: date:
Signature of father or legal guardian: B date:
Signature of mother or legal guardian: - date:

PHOTOGRAPHS FOR PROMOTION

I understand that by participating in this program I also give ECI permission to take and use my
pictures to send to my family and use for promotional purposes.

Signature of student: date:
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