[image: image3.wmf]                                                                                          [image: image4.png]



[image: image1.wmf]                                                                                          [image: image2.png]




[image: image1.wmf]
FULBRIGHT

INDO-AMERICAN ENVIRONMENT LEADERSHIP PROGRAM
APPLICATION FOR FELLOWSHIP IN INDIA

READ ALL INSTRUCTIONS AND INFORMATION CAREFULLY BEFORE COMPLETING APPLICATION

	INSTRUCTIONS

1. All forms in this application are to be typewritten in black ink or printed from a computer.

2. Each page of the following application carries its own instructions which should be read carefully before proceeding.

3. Every question must be answered completely and carefully.  Please make every effort to limit your responses to the space provided.

4. Completed applications should be returned to IIE as soon as possible, and must be postmarked by Friday August 11, 2006 at the latest, to the following address: Attn: Aimee Fullman, National Selection Committee, Fulbright Indo-American Environment Leadership Program, Institute of International Education, 1400 K Street, NW, Suite 650, Washington, DC 20005-2403.

5. Incomplete applications will not be considered.

6. Do not mention the names of any Indian institutions with which you would like to complete your fellowship in the application.  The Confidential Information Sheet is included for that purpose.

	APPLICATION

	A Complete application consists of the following components:

	1.  Cover Sheet
2.  Application
In the application you will state biographical information, research objectives, curriculum vitae, and other information.  Please note the following special instructions on certain numbered fields in the application:

Research Objectives: (page 3, item 26) The description of your research objectives is an essential and highly important part of your application.  You should take great care in writing a clear and detailed description of the program you want to pursue.  An unclear, incomplete or overly brief statement can diminish your chances of acceptance.  Do not list your choice of institutions here or anywhere else in the application.  Please list this only on the Confidential Information Sheet Provided.

Curriculum Vitae:  Please attach a copy of your CV to your application.  Please limit your CV to three pages maximum.
3.  Confidential Information Form
The information you provide in this section is used for IIE’s internal purposes and as a release form to receive your medical report.  You may list your choice of Indian institutions on this form only.

4.  Letters of Reference
You must arrange to have at least three letters of reference sent to IIE as part of your application.  You should select individuals who have had first-hand experience with your academic and/or professional career and accomplishments.

Reference letter forms can be downloaded at www.iie.org (under program search for “Environmental Leadership”)  The individual making the recommendation must return the completed form to: Attn: Aimee Fullman, National Selection Committee, Fulbright Indo-American Environmental Leadership Program, Institute of International Education, 1400 K Street, NW, Suite 650, Washington, DC 20005-2403.

5. Copies of Correspondence with Indian Institutions (if any)
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FULBRIGHT

INDO-AMERICAN ENVIRONMENT LEADERSHIP PROGRAM
APPLICATION FOR FELLOWSHIP IN INDIA

Please read instructions carefully.  
(All sections should be completed and either word processed or typewritten on this form)

	1. NAME OF APPLICANT

	Mr.  

Ms.  
	 FORMCHECKBOX 

 FORMCHECKBOX 

	     
	     
	     

	
	
	Last
	First
	Middle

	2. NAME ON PREVIOUS ACADEMIC RECORDS: (If different from above)
     


	3. CURRENT POSITION, EMPLOYER AND WORK ADDRESS:

     
	4.WORK PHONE:      
	WORK FAX:      

	
	5. WORK EMAIL:      

	6. CURRENT HOME ADDRESS:

     
	7. HOME PHONE:                       CELL PHONE:        

	
	8. HOME EMAIL:      

	9. DATE OF BIRTH: (Month-Day-Year)
     
	10. GENDER:

 FORMCHECKBOX 
 Male      FORMCHECKBOX 
 Female



	11. BIRTHPLACE: (City, State/Province, Country)

     
	12. COUNTRY OF RESIDENCE:      

	13. COUNTRY(IES) OF CITIZENSHIP:

     
	13B. DATE OF NATURALIZATION: (If applicable)
     

	14. MARITAL STATUS: (Single, Married, Divorced, Separated, Widow, Widower, etc.) 

     
	15: AGES OF CHILDREN: (if any)

     

	RESEARCH PLANS

16. WHAT IS YOUR PROPOSED MAJOR FIELD OF RESEARCH AND WHAT SPECIFIC AREA OF YOUR FIELD DO YOU PLAN TO SPECIALIZE IN?

     




	17.  EDUCATION
List educational institutions attended in reverse chronological order, including any in which you may be presently enrolled:

	INSTITUTION AND LOCATION
	MAJOR FIELD OF STUDY
	DATES (Month and Year)

From                       To
	ACTUAL NAME OF DEGREE OR DIPLOMA
	DATE RECEIVED OR EXPECTED

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


	NAME OF APPLICANT:      

	18. LIST SCHOLARSHIPS OR FELLOWSHIPS HELD AT PRESENT OR IN THE PAST: (Give source or sponsor, amount, where held, and duration)

     

	19. HAVE YOU PREVIOUSLY BENEFITED FROM A FULBRIGHT AWARD? IF SO SPECIFICALLY DESCRIBE HOW AND DATES OF AWARD.

	20. INDICATE ANY OTHER ACADEMIC HONORS OR PRIZES WHICH YOU HAVE RECEIVED, WITH TITLES AND DATES:

     

	21. LIST ANY BOOKS, ARTICLES OR THESES PUBLISHED BY YOU, ESPECIALLY IN YOUR PROPOSED FIELD OF RESEARCH: 
(Give title, place and date of publication)

     

	22. LIST PROFESSIONAL SOCIETIES, FRATERNITIES OR OTHER ORGANIZATIONS IN WHICH YOU NOW HOLD MEMBERSHIP OR IN WHICH YOU HAVE BEEN ACTIVE IN THE PAST: (Indicate if you have held an elected office)

     

	23. TEACHING EXPERIENCE: (Including any teaching positions you have held or currently hold)

     

	24. RESEARCH: (Including any research you have completed or in which you are currently involved)

     

	25. WORK EXPERIENCE 

Provide at least last 5 years, beginning with most recent.

	POSITION
	INSTITUTION/ADDRESS
	DATES

From                     To

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	NAME OF APPLICANT:      

	26. 

	RESEARCH OBJECTIVES

	Write a clear and detailed description of your research objectives, and give your reasons for wanting to pursue them.  Be specific about your major field and your specialized interests within this field.  Describe the kind of program you expect to undertake, and explain how your research plan fits in with your previous training and work, and your future objectives.  Your statement is an essential part of your application.  Unclear, incomplete or impractical proposals can result in your being referred to a host not suited to your needs. 
Do not mention specific organizations with which you would like to complete your fellowship.


     
	NAME OF APPLICANT:      

	27. 

	PERSONAL STATEMENT

	Please provide a narrative statement discussing your professional, academic and future plans.  It should not be a mere listing of facts.  It should include information about your education, practical experience, special interests, career plans, and your purpose in applying for the fellowship in India.  Describe any significant factors that have influenced your educational or professional development.  Comment on the number of years of practical experience already completed in the field in which your fellowship will be done in India. 
Do not mention specific organizations with which you would like to complete your fellowship.


     
	NAME OF APPLICANT:      

	28.  KNOWLEDGE OF LANGUAGES: (Rate yourself Excellent, Good, or Fair.  Include all languages in which you have some competence.)
       Mother Tongue:      

	LANGUAGE
	READING
	WRITING
	SPEAKING

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	29.  IF YOU HAVE TRAVELED, LIVED, OR STUDIED IN ANY COUNTRY OTHER THAN YOUR OWN FOR MORE THAN A MONTH, INDICATE PLACES, DATES AND REASONS:

     

	30.  PLEASE PROVIDE THE NAME, EMAIL, ADDRESS AND TELEPHONE NUMBERS OF INDIVIDUALS TO BE NOTIFIED IN CASE OF AN EMERGENCY:
	31.  PLEASE LIST ANY CLOSE RELATIVES OR FRIENDS IN INDIA:

 (Name, email, address and relationship)

	IN THE U.S.
	IN INDIA
	

	     
	     
	     

	32.  PLEASE DESCRIBE ANY PHYSICAL IMPAIRMENT YOU MAY HAVE: (This information is gathered for statistical purposes and to ensure appropriate placement.  The Fulbright Program does not discriminate on the basis of race, color, religion, sex, national origin, and/or physical impairment.)

     

	33.  FUTURE PLANS: (Describe the career you plan to pursue after completion this research fellowship (e.g. teaching, government, business, industry or any plans you might have for continued study or research in your home country).  Also indicate if you will be returning to former employment or if you have been promised a position in your home country after completing your fellowship).
     


	BY MY SIGNATURE, I CERTIFY THAT:

A. TO THE BEST OF MY KNOWLEDGE, THE INFORMATION PROVIDED IN MY APPLICATION IS ACCURATE AND COMPLETE.

B. IF SELECTED I AGREE TO COMPLY WITH THE LAWS OF MY HOST COUNTRY
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	NAME OF APPLICANT:      

	CONFIDENTIAL INFORMATION FORM

TO BE COMPLETED BY APPLICANT

	1.  Are there any Indian institutions at which you would prefer to complete your fellowship?     FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No

While it is not necessary for you to identify institutions if you have no preferences, you may list in priority order three institutions of your choice.  USEFI will take your preferences into consideration insofar as possible.  Be sure to give detailed reasons for each choice, and confirm that these institutions offer programs in your field of interest.

	INSTITUTION (Specify department if there is one)
	SPECIFY REASON FOR PREFERENCE

	I.      
	     

	II.      
	     

	III.      
	     

	2.  If you plan to conduct your research at or in cooperation with an Indian university and have already been in contact with faculty or administrators please list the names of these institutions below and indicate the response you have received, if any.

	UNIVERSITY
	DATE OF APPLICATION
	RESPONSE TO APPLICATION

	     
	     
	     

	3. If you have corresponded with persons at any other institutions in India, list the names of these contacts and their institutions and departments below and attach copies of all your correspondence with them.  Correspondence only does not constitute an application for admission.

	INSTITUTION
	Name of Department and Contact Person,

With telephone number and/or email address

	     
	     

	4.  Indicate if you are planning to apply for a fellowship, scholarship, assistantship or other educational grant or loan from another organization, government or educational institution: (This information will not prejudice your application.)

     

	5.  PERMANENT ADDRESS:


	STREET:      

	
	CITY:      
	STATE:      

	
	ZIP/POSTAL CODE:      
	COUNTRY:      

	
	TELEPHONE:      
	FAX:      
	EMAIL:      

	6.  AUTHORIZATION FOR RELEASE OF INFORMATION

PLEASE SIGN BELOW AS YOUR AUTHORIZATION FOR IIE:

(1) TO RECEIVE THE MEDICAL EXAMINATION FORM.
(2) TO RECEIVE INFORMATION ON THE STATUS OF YOUR APPLICATION, INCLUDING FINAL DECISIONS, FROM INDIAN INSTITUTIONS.
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DATE:         


	NAME OF APPLICANT:      

	APPLICANT EMPLOYER INFORMATION SHEET

TO BE COMPLETED BY AN OFFICER OF THE APPLICANT’S INSTITUTION

	1.  HOW WILL THE APPLICANT’S PROPOSED PROGRAM BE USEFUL TO YOUR INSTITUTION? 

     

	2.  HOW WILL THE INFORMATION/SKILLS GAINED BY THE APPLICANT IN INDIA BE USEFUL TO HIS/HER WORK AFTER HIS/HER RETURN TO THE JOB?

      

	3.
	Mr. /Ms.      

 FORMTEXT 
     

 FORMTEXT 
       is currently a full-time employee of our institution, if awarded this fellowship, arrangements will be made to allow for his/her participation.

OFFICER’S SIGNATURE: ____________________________

NAME:      

 FORMTEXT 
     
TITLE:      

 FORMTEXT 
      

TELEPHONE:      



	FULBRIGHT INDO-AMERICAN ENVIRONMENT LEADERSHIP PROGRAM

APPLICATION FOR RESEARCH FELLOWSHIP IN INDIA

	CONFIDENTIAL LETTER OF REFERENCE

This letter of reference must be written by a teacher under whom the applicant has studied or pursued research in the proposed field of research or by someone who has supervised the applicant in work related to the proposed field of study.  This letter must be word processed or typewritten.

	NAME OF APPLICANT:      

	NAME OF REFEREE:      

	TITLE:      

	INSTITUTION:      

	1.  HOW LONG HAVE YOU KNOWN THE APPLICANT?      

	2.  IN WHAT CAPACITY HAVE YOU KNOW THE APPLICANT?

      FORMCHECKBOX 
 Teacher of Professor           FORMCHECKBOX 
 Employer of Job Supervisor           FORMCHECKBOX 
 Research Advisor           FORMCHECKBOX 
 Other (Please Specify)      

	3.  PLEASE PROVIDE A CANDID EVALUATION OF THE APPLICANT’S PAST PERFORMANCE AND ABILITY TO PURSUE AND SUCCESSFULLY COMPLETE A RESEARCH PROJECT IN THE PROPOSED FIELD.  Your statement will be given considerable importance by the application review committee, and should, therefore, be as complete and detailed as possible.  Your comments should be continued on the following page if more space is required.

     

	NAME OF APPLICANT:      

	CONFIDENTIAL LETTER OF REFERENCE (Continued)

	4.  EVALUATION OF APPLICANT (Continued)

     

	5.  IN THIS RATING CHART, PLEASE EVALUATE THE APPLICANT IN COMPARISON WITH OTHER STUDENTS/PROFESSIONALS WHOM YOU HAVE KNOWN DURING YOUR PROFESSIONAL CAREER.

	
	Excellent
	Very Good
	Average
	Below Average

	Intellectual Ability
	     
	     
	     
	     

	Knowledge of Field
	     
	     
	     
	     

	Work Habits
	     
	     
	     
	     

	Seriousness of Purpose
	     
	     
	     
	     

	Potential for Significant Future Contribution to Field
	     
	     
	     
	     

	Resourcefulness and Initiative
	     
	     
	     
	     

	Emotional Maturity
	     
	     
	     
	     

	Adaptability to New Situations
	     
	     
	     
	     

	Leadership Qualities
	     
	     
	     
	     

	Teaching Potential
	     
	     
	     
	     

	

	[image: image7.wmf]NAME (Print):      
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SIGNATURE: 
	DATE:        

	PLEASE RETURN DIRECTLY TO IIE AT THE FOLLOWING ADDRESS: Attn: Aimee Fullman, National Selection Committee, Fulbright Indo-American Environmental Leadership Program, Institute of International Education, 1400 K Street, NW, Suite 650, Washington, DC 20005-2403.  UNDER NO CIRCUMSTANCES SHOULD THE COMPLETED FORM BE RETURNED TO THE APPLICANT.

	


	FULBRIGHT INDO-AMERICAN ENVIRONMENT LEADERSHIP PROGRAM

APPLICATION FOR RESEARCH FELLOWSHIP IN INDIA

	CONFIDENTIAL LETTER OF REFERENCE

This letter of reference must be written by a teacher under whom the applicant has studies or pursued research in the proposed field of research or by someone who has supervised the applicant in work related to the proposed field of study.  This letter must be word processed or typewritten.

	NAME OF APPLICANT:      

	NAME OF REFEREE:      

	TITLE:      

	INSTITUTION:      

	1.  HOW LONG HAVE YOU KNOWN THE APPLICANT?      

	2.  IN WHAT CAPACITY HAVE YOU KNOW THE APPLICANT?

      FORMCHECKBOX 
 Teacher of Professor           FORMCHECKBOX 
Employer of Job Supervisor           FORMCHECKBOX 
Research Advisor           FORMCHECKBOX 
 Other (Please Specify)      

	3.  PLEASE PROVIDE A CANDID EVALUATION OF THE APPLICANT’S PAST PERFORMANCE AND ABILITY TO PURSUE AND SUCCESSFULLY COMPLETE A RESEARCH PROJECT IN THE PROPOSED FIELD.  Your statement will be given considerable importance by the application review committee, and should, therefore, be as complete and detailed as possible.  Your comments should be continued on the following page if more space is required.

     

	NAME OF APPLICANT:      

	CONFIDENTIAL LETTER OF REFERENCE (Continued)

	4.  EVALUATION OF APPLICANT (Continued)

     

	5.  IN THIS RATING CHART, PLEASE EVALUATE THE APPLICANT IN COMPARISON WITH OTHER STUDENTS/PROFESSIONALS WHOM YOU HAVE KNOWN DURING YOUR PROFESSIONAL CAREER.

	
	Excellent
	Very Good
	Average
	Below Average

	Intellectual Ability
	     
	     
	     
	     

	Knowledge of Field
	     
	     
	     
	     

	Work Habits
	     
	     
	     
	     

	Seriousness of Purpose
	     
	     
	     
	     

	Potential for Significant Future Contribution to Field
	     
	     
	     
	     

	Resourcefulness and Initiative
	     
	     
	     
	     

	Emotional Maturity
	     
	     
	     
	     

	Adaptability to New Situations
	     
	     
	     
	     

	Leadership Qualities
	     
	     
	     
	     

	Teaching Potential
	     
	     
	     
	     

	

	NAME (Print):      
SIGNATURE: 
	DATE:        

	PLEASE RETURN DIRECTLY TO IIE AT THE FOLLOWING ADDRESS: Attn: Aimee Fullman, National Selection Committee, Fulbright Indo-American Environmental Leadership Program, Institute of International Education, 1400 K Street, NW, Suite 650, Washington, DC 20005-2403.  UNDER NO CIRCUMSTANCES SHOULD THE COMPLETED FORM BE RETURNED TO THE APPLICANT.

	


	FULBRIGHT INDO-AMERICAN ENVIRONMENT LEADERSHIP PROGRAM

APPLICATION FOR RESEARCH FELLOWSHIP IN INDIA

	CONFIDENTIAL LETTER OF REFERENCE

This letter of reference must be written by a teacher under whom the applicant has studies or pursued research in the proposed field of research or by someone who has supervised the applicant in work related to the proposed field of study.  This letter must be word processed or typewritten.

	NAME OF APPLICANT:      

	NAME OF REFEREE:      

	TITLE:      

	INSTITUTION:      

	1.  HOW LONG HAVE YOU KNOWN THE APPLICANT?      

	2.  IN WHAT CAPACITY HAVE YOU KNOW THE APPLICANT?

      FORMCHECKBOX 
 Teacher of Professor           FORMCHECKBOX 
Employer of Job Supervisor           FORMCHECKBOX 
Research Advisor           FORMCHECKBOX 
 Other (Please Specify)      

	3.  PLEASE PROVIDE A CANDID EVALUATION OF THE APPLICANT’S PAST PERFORMANCE AND ABILITY TO PURSUE AND SUCCESSFULLY COMPLETE A RESEARCH FELLOWSHIP IN THE PROPOSED FIELD.  Your statement will be given considerable importance by the application review committee, and should, therefore, be as complete and detailed as possible.  Your comments should be continued on the following page if more space is required.

     

	NAME OF APPLICANT:      

	CONFIDENTIAL LETTER OF REFERENCE (Continued)

	4.  EVALUATION OF APPLICANT (Continued)

     

	5.  IN THIS RATING CHART, PLEASE EVALUATE THE APPLICANT IN COMPARISON WITH OTHER STUDENTS/PROFESSIONALS WHOM YOU HAVE KNOWN DURING YOUR PROFESSIONAL CAREER.

	
	Excellent
	Very Good
	Average
	Below Average

	Intellectual Ability
	     
	     
	     
	     

	Knowledge of Field
	     
	     
	     
	     

	Work Habits
	     
	     
	     
	     

	Seriousness of Purpose
	     
	     
	     
	     

	Potential for Significant Future Contribution to Field
	     
	     
	     
	     

	Resourcefulness and Initiative
	     
	     
	     
	     

	Emotional Maturity
	     
	     
	     
	     

	Adaptability to New Situations
	     
	     
	     
	     

	Leadership Qualities
	     
	     
	     
	     

	Teaching Potential
	     
	     
	     
	     

	

	NAME (Print):      
SIGNATURE: 
	DATE:        

	PLEASE RETURN DIRECTLY TO IIE AT THE FOLLOWING ADDRESS: Attn: Aimee Fullman, National Selection Committee, Fulbright Indo-American Environmental Leadership Program, Institute of International Education, 1400 K Street, NW, Suite 650, Washington, DC 20005-2403.  UNDER NO CIRCUMSTANCES SHOULD THE COMPLETED FORM BE RETURNED TO THE APPLICANT.

	


The Fulbright Indo-American Environmental Leadership Program
REPORT OF MEDICAL EXAMINATION

INSTRUCTIONS TO PROSPECTIVE GRANTEES

In advance of your medical examination:

· Complete pages 1 and 2 of the form.

· Sign and date the form on page 2.

· Familiarize yourself with the instructions to the physician.

· Understand the scope of the clinical examination and the tests required for your age and/or known condition, so that you can be sure that the requirements of the form will be met.

· Read the enclosed information on AIDS and malaria.

· At the time of your medical examination:

· Assure that your health is evaluated in items 58 and 59 and that the form is signed by a physician.  (Although physicians’ offices sometimes use a physician’s assistant or R.N. to help perform the examination and tests, only a physician may sign the form.)

· Ask your physician to mail the completed form and test results to IIE as soon as possible. (If the form is incomplete or if the results of the required tests are not reported, IIE will return the form to you. This step costs time and may require a return visit to the physician. Please do everything you can to prevent such delays.)

After the medical examination:

· Follow up with the physician’s office to assure that the form and subsequent test results have been forwarded to IIE.

PHYSICIANS SHOULD RETURN COMPLETED FORMS DIRECTLY TO:

Attn:  Aimee Fullman
National Selection Committee

Fulbright Indo-American Leadership Program

Institute of International Education

1400 K Street, NW, Suite 650

Washington, DC 20005-2403

Tel: (202) 326-7710
Fax: (202) 326-77698
Email: afullman@iie.org

GUIDELINES FOR THE EXAMINING PHYSICIAN

The individual you are examining is a candidate for a Fulbright grant or accompanying dependent who will reside in a location outside the United States. Many of these locations are remote, unhealthful and have limited medical support from doctors, nurses, laboratory facilities and hospitals. Many illnesses and injuries that can be handled routinely in more developed countries become major or life-threatening problems in many underdeveloped locations abroad.

Your assessment of the physical and emotional state of the grantee (or the grantee’s dependent) is a significant part of the evaluation of his/her suitability for overseas assignment. The effect of adverse environmental conditions, such as altitude, air pollution, poor sanitation and exposure to tropical diseases, on any existing medical problems should be considered.

Please evaluate thoroughly all items listed on the examination form. It is most important that you:

· Comment on all items checked “Yes” on the medical history, items 13-19.

· Record all physical findings after completing the examination as requested. The results of a physical exam performed in the past six months may be reported.

· Order and record (or attach copies of) all laboratory and x-ray data requested. It is important that all of the tests be reported as requested for the age or condition of the examinee. Guidelines for age are noted on the physical examination form. Results of tests (excluding laboratory tests) performed in the past six months may be reported.

· Comment on all indicated follow-up examinations and conditions that may require frequent observation or prolonged treatment. Please indicate your overall opinion of the examinee’s health in items 58 and 59.

· Sign and date the portion of the examination form that you completed.
EXAMINEE COMPLETES PAGES 1 AND 2 (Please print all sections IN INK OR USE TYPEWRITER)

	1. NAME OF EXAMINEE (last name, first name, middle name)

     
	2. IF DEPENDENT, FULL NAME OF FULBRIGHT GRANTEE

     

	3. DATE OF BIRTH

     
	4. PLACE OF BIRTH

     
	5. SEX

 FORMCHECKBOX 
M      FORMCHECKBOX 
F
	6. HEALTH PLAN ACCOUNT NUMBER
     

	7. MAILING ADDRESS

     
   PHONE NUMBER:      
   FAX NUMBER:      
	8. NAME OF HEALTH PLAN

     

	
	9. CITY AND COUNTRY OF GRANT

     

	
	10. ESTIMATED ARRIVAL DATE:      
      LENGTH OF GRANT:      

	11. FAMILY HISTORY        *(if relative has a chronic disease, please specify)

	Relation
	Age
	*State of Health
	If Dead, Cause of Death
	Age at Death
	Dependents
	Age
	State of Health
	If Dead, Cause of Death
	Age at Death

	Father
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Mother
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	
	
	     
	     
	     
	     
	     

	Brothers
	     
	     
	     
	     
	     
	     
	     
	     
	     

	and
	
	
	
	
	     
	     
	     
	     
	     

	Sisters
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	
	
	

	12. HAS ANY BLOOD RELATIVE (parent, brother, sister, children) HAD:      

	YES
	NO
	(Check each item)
	Relationship
	YES
	NO
	
	Relationship

	     
	     
	Allergy
	     
	     
	     
	Heart Disease
	     

	     
	     
	Diabetes
	     
	     
	     
	High Blood Pressure
	     

	     
	     
	Glaucoma
	     
	     
	     
	Cancer (Type)
	     

	     
	     
	Emotional Disease
	     
	     
	     
	
	     

	ANSWER ALL QUESTIONS [Do not use “PA” (Previously Answered)]

	13.     a. Examinee’s Statement (or evaluation) of Present Health:

     
          b. Medications currently used and for what purpose
             (please list):

     
	14. Any special examination or treatment indicated at the present time?

            FORMCHECKBOX 
  YES (Specify)                                            FORMCHECKBOX 
 NO

15. Do you have any condition that would limit your assignment because of climate, altitude, isolation, lack of adequate medical care or other?

            FORMCHECKBOX 
  YES (Specify)                                            FORMCHECKBOX 
 NO

	PRIVACY ACT OF 1974: This information is requested for the purpose of assisting the Fulbright Program administrators to determine your medical status.  Failure to provide full information concerning your health could result in the hampering of the medical review process.  The information on this form is used solely for medical and administrative purposes.


	ANSWER ALL QUESTIONS [Do not use “PA” (Previously Answered)]

	YES
	NO
	EXAMINEE WILL CHECK “Yes” or “No”
	EXPLANATION (Indicate question number)

	     
	     
	16. Have you ever had significant illness or injury not noted elsewhere? (Specify condition and dates)
	     

	     
	     
	17. Have you ever been a patient in a mental hospital or sanatorium, or been treated by a psychiatrist or psychologist for an illness? Give date, name of doctor, and/or hospital.
	

	     
	     
	18. Have you been denied life insurance? Give details.
	

	19. DO YOU HAVE NOW, OR HAVE YOU EVER HAD, SYMPTOMS NOTED BELOW?  

ANSWER EVERY QUESTION COMPLETELY.

	YES
	NO
	(Check each item)
	YES
	NO
	(Check each item)
	YES
	NO
	(Check each item)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Frequent or sever headaches
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Frequent indigestion
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Recent gain or loss in weight

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Epilepsy, fits or fainting spells
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Stomach, liver or intestinal trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Malaria, amoebic dysentery or other tropical diseases

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Eye trouble or visual defect in either eye
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Gall bladder trouble or gall stones
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Stutter or stammer habitually

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Skin diseases
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Jaundice or hepatitis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Frequent trouble sleeping

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Ear, nose or throat trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Rupture or hernia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Nervous trouble of any sort

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sever tooth or gum trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Piles or other rectal disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Depression or excessive worry

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Asthma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Blood in or on stool, or black (Tarry) stool
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Attempted suicide

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hay fever or other allergies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Frequent or painful urination
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Any drug or narcotic habit

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Shortness of breath
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Kidney trouble, stone or blood in urine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Excessive bleeding after injury or tooth extraction

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chronic cough
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sugar or albumin in urine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Any reaction to serum immunization, drug or medicine

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Coughing up blood
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Tumor, growth, cyst, or cancer

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Tuberculosis, or close association with anyone who had or has tuberculosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Rheumatic fever
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Do you use alcohol?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Pain or pressure in chest
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Arthritis, rheumatism or joint pain
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Are you a cigarette smoker?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Palpitation or pounding or heart
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Painful or “trick” shoulder or knee
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Do you use any medication regularly?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Swelling or feet or ankles
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Recurrent back pain; wear a back support or brace
	
	
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	High blood pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Bone, joint or other deformity
	
	
	

	FEMALES ONLY: Specify any GYN surgery or disease:

     

	20.  I certify that I have reviewed the foregoing information supplied by me, and that it is true and complete to the best of my knowledge.

                                                                                                                                           
      SIGNATURE OF EXAMINEE                          DATE                                                   TYPED OR PRINTED NAME OF EXAMINEE


PHYSICIAN COMPLETES REST OF FORM

	REPORT OF MEDICAL EXAMINATION ON    

21. SIGNIFICANT AND/OR INTERVAL HISTORY: Please review the medical history on Page 2 and make appropriate comments on all items checked “YES.”  You are required to inform the examinee of any abnormality that you have noted and/or that may require medical attention.

	22. RACE (Check one)

White_____     Black_____

Other_________________
	23.

Height _________ in.   

Weight _________ ib.   


	or _________ cm. 

or _________ kg.
	24. Pulse (Sitting) ______________________

	
	
	
	25. Blood Pressure (Sitting) ______________

	26. HEARING:

Spoken Voice (Check one)              Right:    FORMCHECKBOX 
  Normal        FORMCHECKBOX 
  Abnormal                  Left:    FORMCHECKBOX 
   Normal         FORMCHECKBOX 
   Abnormal

	CLINICAL EVALUATION
	NOTES: (Describe abnormal findings)


	Normal
	Check each item as indicated. Enter “NE” if not evaluated.
	Abnormal
	

	
	27.  Head, face, neck and scalp
	
	

	
	28.  Nose and sinuses
	
	

	
	29.  Mouth and throat
	
	

	
	30.  Ears (including otoscopic)
	
	

	
	31.  Eyes (including ocular motility, papillary reaction and opthalmoscopic)
	
	

	
	32.  Lungs and chest (including breasts)
	
	

	
	33.  Hearing (thrusts, size, rhythm, sounds)
	
	

	
	34.  Vascular system (varicosities, etc.)
	
	

	
	35.  Abdomen and viscera (including hernia)
	
	

	
	36.  Anus and rectum (hemorrhoids, fistulae, condition or prostate)
	
	

	
	37.  Endocrine system
	
	

	
	38.  G-U system
	
	

	
	39.  Extremities (strength, range of motion)
	
	

	
	40.  Spine, other musculoskeletal
	
	

	
	41.  Identifying body marks, scars, tattoos
	
	

	
	42.  Skin, lymphatics
	
	

	
	43.  Neurologic
	
	

	
	44.  Psychiatric
	
	

	
	45.  Sigmoidoscopic (recommended over age 50/required when indicated clinically)
	
	

	
	46.  Pelvic (Papanicolaou required over age 21)

Result class _________        (GYN consult and/or if abnormal)
	
	

	ALL TESTS ARE REQUIRED UNLESS OTHERWISE SPECIFIED



	47.  HEMATOLOGY
	(Recommended age 40 and over when indicated)

48.  HEMOCCULT

STOOL EXAM FOR OCCULT BLOOD

a.   Pos _____      Neg _____

a.   Pos _____      Neg _____

a.   Pos _____      Neg _____

x3 on successive days
	(X-Ray or PPD required)

49. CHEST X-RAY                       Date: ____________

Results:

or

TUBERCULIN TEST: PPD

Results: _____________ mm of induration

Previously Positive       Yes   FORMCHECKBOX 
     No   FORMCHECKBOX 

Previous BCG               Yes   FORMCHECKBOX 
     No  

	Hematocrit   

Hemaglobin 

WBC            

Differential:

Granulocytes 

Lymphocytes 

Eosinophils    

Other             
	_________%

_________gms

_________/cmm

_________%

_________%

_________%

_________%


	
	

	(Required age 18 and over)

50. SCREENING CHEMISTRY PROFILE TO INCLUDE: (Fasting)


	(Recommended age 40 and over/required when indicated)

51. ECG (Submit all tracings)

Results __________________________________________________________________________

	
	(Recommended over age 40/required when indicated clinically)

52. MAMMOGRAPHY

Results ___________________________________________________     Date ________________

	Blood Glucose  

Cholesterol       

Creatinine         

Uric Acid           

SGPT                

SGOT               

Alk Phos           

Billrubin            
	___________

___________

___________

___________

___________

___________

___________

___________
	

	
	
	(Recommended over age 40)

53. INTRAOCULAR TENSION

Right  __________________ mmHG

Left   ___________________mmHG
	(Required if going to malarial area)

54. G6PD

Normal  ___________     Deficient ___________

	(Optional)

55. URINALYSIS                                                                                RBC    ______________

Specific gravity _____________       Sugar   ______________        Casts   ______________

Albumin             _____________       WBC    ______________        Other   ______________

	(Optional)

56. SICKLE HEMOGLOBIN               Present ______________          Not Present ________________

	(Optional)

57. SEROLOGY (Specify test and results)

STS ____________________________________________            (Optional) HIV ___________________________________________

	58.   ASSESSMENT OF SIGNIFICANT FINDINGS
	RECOMMENDATION FOR TREATMENT/FURTHER STUDY

	
	

	59.  Do you consider the examinee physically and emotionally able to conduct a lecturing or research program (or if dependent, take up residence) in the country indicated in item #9 of the form?   Yes   FORMCHECKBOX 
      No   FORMCHECKBOX 

Explain:

	60.   SIGNATURE OF EXAMINING PHYSICIAN
	TYPED OR PRINTED NAME OF EXAMINING PHYSICIAN

	ADDRESS

	TELEPHONE
	DATE



 


_1108382174.bin

_1083420053.bin

