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Brewster

SUMMER
PROGRAMS

80 Academy Drive, Wolfeboro, NH 03894
603-569-7155 FAX: 603-569-7050

IMPORTANT INFORMATION CONCERNING MEDICAL FORMS

sayaidyfprtunuuTIsImEsMIaTIIguIAMuaindus Taouwnd

AlL health forms must be completed and received prior to the student’s arrival at the Thai Scholar Orientation
Program. WUUTILIMAINIATIIgEAmInDUANINNBUY sApsnIantayslaunTudmany st uacasfis Brewster

Academy nawinfiniSuudunisfsanigawsn
Required Forms Checklist: s7un1siansnsvianuaihinGoudeninsgs Brewster Academy:
1 | 1 Medical History - to be completed by parent and student Us: Jiinnantawmd finsanuszasalpugunasasussindou
2 | | Brewster Medical Authorization form - to be completed by parent and student
wwuaygralnlndouquairadunmsineymeuiea
3 [ ] Physical Examination- to be completed by a physician #5103 1375235190 70 Ansonuasaasalauwme
4 [ | Immunization Record - to be completed by a physician. Please note that these are New Hampshire state

required immunizations. If the student is attending prep school in another state that has other requirements,
he/she will be contacted regarding any additional immunizations needed. *Please send to

n@br: T my.org as soon as it's completed.
tufinnsindndu Ansanuszasulovwme laomonsiedudimualiindoudaslasunisiadausingiutudinnsdadnduil
Wullmataimuatasigluasiifusiduninam: sasinduudesiiafne o ladouss dudlsondnuludgiv
pndvadmusuandral vl Brewster Academy sxussliinouuasssovmulavasanseslafunsiadndulamadn

Wausmdnsanussasaiuiinnsdadaduuar valwssasiuds cbrown@brewsteracademy.org lauyiuft

5 [ 1 Medication Form - to be completed by a physician only if student is raklng prescription
medication. 31w9un13iEeY Ansanuassawlaowomd @wsnsdindeudassleoiastudnnd agdulsein)

@ [ | Medical Certificate xan13ns33gunm
7 [ ] Dental Exam xan13asaniaviuanss
8[ ] Spinal Exam #an13@33an7: @naunds

9{ ] Eye Exam xan1sasisguanai/as3edas i



1. Medical History Ussifimensuwmd nsenuasamnulsefunasswaziniZou

Medical History s:idinsnisunnt
To be completed by parent and student ot iy
Student Name:
Attach Student Photo
% Fire. saaten Date of Birth: (MM/DDYYYY) Sex: M___F
Home Add
Is the taking prescrip d 7 (ndeurindataerastudacmdegniets)
_Yes __No
If yes, the physician needs to ! di form. (sle sastriwmi Brewster

Academy medication form (1'1un\mﬂﬂn) Huvunaan)

Has the student at any time during his/her life had any of the following: #lzuwminid fonnvesindnelufinoly

Yes No URE: 1
__ __  ADHD (Tsnsu8du)

__ __ Alergles *Food (Isanfunnm13) *If yes, complete section below

_ ___ Allergies *Med (wnndune)  *If yes, compl ction below

__ __ Allergies *Other (1snqfiuntu ») *If yes, complete section below

Anemia (1salsfiasns)

Anxiety (Isnlandss)
*Asthma (lsanaufie) *If yes, complete section below
Back problems (lsntlamds)

Cancer (lwuzidy)

Chicken Pox (lanfgniia)

Chronic Sinusitis (saledadnaudnds)
Colitis (I lagnisy)

Concussion (M3nTenunsziflannieauss),

Depression (lsa@uini1)

__ ___ Diabetes (lsnimim)

. Eating Disorder (#3 L IiulsEnue )
__ __ Epilepsy (lsasudn)

. ___ Fainting or dizziness (e rnindn/Indouiee)
" Heart Murmur (fusuaniale)

*ALLERGIES (lsrusi):
Typical response (217197 1aan3un ):

Tr (nydnw):

Does your child carry an Epi-pen? (dndeunsmnusdeummmadumotsgnidunioly) _ Yes _ No

*ASTHMA (lsemoufin): Inhaler or treatment type (Soumusynfiindonts wianisdnwleuisiu):

How often is inhaler used? (ndvutsumusynuoundafivele ) times/per (nd3/fa919138" )
What triggers asthma attacks? (fens: fuentmaufevaninon )

‘Hdl 1 2 PNOD

Has the student at any time during his/her Life had arvy of the fnlwwlns?ﬂm\.u':\im!umﬁm-;|-'m'\1|a.hmﬁmn‘|.uﬂn§nlu

Hemorrhoid (linlsiaimi11)
Hepatitis (lsnlafsdudnuny)

High blood pressure (linnawulafinga)
Low blood pressure (lwnwdulafad)

Insomnia (Tvwenlame)

Kidney problems (l7a\q)

Malaria (fsruianin)
Measles (lia¥a)
Migraines {lsaluinsu)
Mononucleosis (lsnfindoluludmilafis)
MRSA (I3 faifla MRSA)
e . Mumps (lsaananu)

Preumania ﬁ!ndnﬂmu)

Rheumatic Fever (lsaltgufing

... Selzure Disorder ([vaaudn)

___ __  Appendectomy Surgery (nasdalafadniay)

Hernia repair Surgery (nsundalalion)

Tonsillectomny Surgery (nrasdvseamands )

. Other Surgery(niasindaiiu)

Thyroid Disarder (a1 fsunfias s o intenq)

Urinary tract infection (laemm zdneu)

. Weight gain or loss (lwindafufunioasas)

__ __  Whooping coughfPertussis (l3nlanmu)
Women Only: (émiunindmmandul  +Age of first menstruation ifiredufeundmmidany)
Irregular periods (Us: {derlind)

— Severe ps (arastsdndougusy)

Honest disclosure of medical history is necessary to provide appropriste care for the student. We certify that the
above answers are true and complete. We are awdre that any falsification or omission of fact may result in
immediate discharge from mmmnhupmm m:uﬂmmmpnb anwmm&mm!ﬂﬁwwmmrﬁnh

Tayuwinyonandniabaniudon S Teadud oy WTITHGNADS ALY ey ol
e UL 07 TR sy s 8 5 W sur Ay 8198 A IR Sougne A nS s oyl noviu
Parent Signature: Date:
Student Signature: Date:

+Do you want to receive the influenza vaccine at prep school this fall? ___ Yes Mo If the answer is yes, please
have your parent sign here: dndousosnriunsdeindndastulondalang onsdtdofnge o atoudsosinae Fall Dowial
windgina dnifuuiosisgnnsoaraafi:

Parent Signature:

‘M4 2 o2 MO



2, Brewster Academy Medical Authorization asuulnuiunatewuaziniZoy

Brewster
SUMMER
PROGRAMS
80 Academy Drive, Wolfeboro, NH 03894
603-569-7T155 FAX: 603-569-T050

Brewster Academy Medical Authorization
This form is a permission statement that must be completed and signed by a parent or guardian and student.

Student’s name: ; Birth date:

Home address:

___ Male Female Student Email:

Parent's full name:
Address:
Email Address:
Phone Numbers: (h) [w) ()

3 an while in the LAtEs
Mrs. Nipatta Bunjonglikitsarn, Minister (Education)
Office of Educational Affairs, Royal Thai Embassy, 1906 23 Street. NW, Washington, DC 20008
Email: ts@oeadc.org, Phone: (w) 202-667-6084 (c) 202-403-4420

2

We respect the privacy of our students’ medical care, yet we urge students to communicate with their parents about any medical
Issues. Parents and students agree, as a condition of anrollment, to consent to the release of any medical records, including
Informatian relating to drug er alcohol treatment and testing and mental health records. Such records will be released to faculty
and administrators at Brewster Academy, and their agents, on a need to know basis when a health care professional at Brewster
Academny has determined such release is in the best interest of the student andjer the community.

| hereby consent for the Health Services at Brewster Academy to direct health care providers to carry out accepted procedures
for diagnoslis, immunization, medical and minor surgical treatment or counseling for my child while attending scheol, | autharize
the Health Center to share necessary and appropriate medical information with the treating physician and to release information
necessary to process insurance claims. | authorize the Brewster Academy staff to administer OTC (over the counter) and
prescription medication as directed and to provide medication to my child for self-administration if needed. | alse give permission
far my child's immunizations to be completed in aceardance with all applicable Laws.

rizati
In rare instances when any emergency arises and where delay might jeopardize the recovery of my child, | hereby authorize the
appropriate physicians or surgeons te give necessary anesthesla and perform emergency surgery on my child. | understand that in
the event of an emergency, the School will use all reasonable efforts to contact me or the Llegal guardian as soon as possible.

Persons treating my child should be aware of the following Allergies or Medical Conditions:

Signature of parentfguardian Date Student signature Date



4

3, Physical Bamination #831894A1IA9TNME Fnsenuazacnulasuwnd (2 uh)

Physical Examination- Page |

To be completed by physician
Student Name:
Home Address:
Date of Birth: Age: Sex: M ____F  Date of Examination:
Place of E:
Does the student have allergies? Yes No If yes, what allergies?

Does the student take medication? Yes
Are all NH required immunizations up to date? (See i form)

Please List boosters given at this visit

No If yes, prescribing MD, please complete medication form.

Blood Pressure: / Heart rate: Height Weight

International Students: TB (PPD): Required within é months of arrival on campus.

Date Planted: / / Date Read: / /______mm induration:

If greater than I0mm, CXR required. CXR results: Include copy of report.
Was INH therapy started? If so, please provide details.

Are there abnormalities in any of the following systems? (Please explain)

Head, eyes, ears, nose, throat

Vision without glasses / Vision with glasses /! Wears contact lenses? ___Yes ___ No
Respiratory
Heart Murmurs (; L ding. supine, +/- Valsalva)

Gastrointestinal

Metabolic/Endocrine

Neuropsychiatric
Skin

LABORATORY EXAMINATION:
I. Blood Examination
Blood Group Blood Film
Hemoglobin Malaria __Negative___Positive
Hematocrit Microfilaria  ___ Negative___ Positive
(for clinical suspected case only)
WBC % CELL[cu.mm
PMN
LYMPH
MONO
EOS
BASO
Others

L

B

b

2R

2. Serological Test
VDRL ___Negative____Positive

I 1 o2 P M Q

Physical Examination- Page 2
To be completed by physician

LABORATORY EXAMINATION continued

3. Urine[Urethral Examination

Urinalysls Urethral discharge swab microscoplc exam
Coler (for clinical suspected case only)

Sp. Gravity Findings.

pH
Sugar
Albumin
Blood
Bacterla
Others

Miecrescopic Exam
Urine Emit Test (opiate, amphetamine, marijuana) Megative Positive

4. Biechemical Analysis
Creatinine
FBS
Cholesterol
Triglyceride

5. Stool Examination
Parasites

E. Histolytica __ Megative  Positive

Others

6. Chest X-Ray
Findings

7. Other Examination
(Suggested by clinical exam physici

| hereby certify that the examinee is:
Student Name

_. Physically ready for study abroad and able to participate in sports.
Physically ready for study abread and able to participate in sports with the following restrictions:

Physically not ready for study abroad or to participate in sports,

Physician's Name Title

Physician's Signature Date

"MHde 2 o2 N U



4. Immunization Record tufinn1sintadu Ansenuazasulnsuwmd

Brewster Academy Summer Programs
80 Academy Drive, Wolfebora, NH 03894

Immunization Record
The State of New Hampshire and Brewster Academy have the Following immunization requirements.
ALl immunizations must be completed PRIOR to student’s arrival en campus.
This farm must be completed by a physician.

o -4 dy [7% [ ¥/=N = v gj 1 a
Nams of student: Date of Birth: sex - UNLLUUNDIUU WIBNUSLINNITRAIAYURAILLALLIALAA
. . DATE EACH DOSE IS GIVEN [mun'rhjdaylryurb . . . ‘d' @ Y]
VACCINE 7 N o N ‘lﬂmmaamuwmmamaLtwvmmﬂugmfm n99N

Polio = OPVJIFV: 3 doses required, with
the Last dose after the child's 4™ birthday

St St s Uayalyl uazastenouusziunsaaungIUIa

administraticn.
DPT- Diphtheria, Tetanus. Pertussis: 4 or

il s syt | -winldaunsaliunnddnsransususniinastona
Hepatitis B - Three doses required. Must v v
have at least 30 d batween First and Y] Y]
second dose. susaslila 9 uns. Uszanudvdarunetuialu
Tdap Booster - Tetanus, Diphtheria,
Acellular Partussis: One-time dose of

ap st yues of ape ] ABIZNITTUNITUNNEVDS N, NATIVGUAIWAETH

MMR - 7 doses required. First dese MUST
be after the student s | year old; |
atherwise, a third dese is required.

& v v Yy A a o
- 1 Juglastoyalv viveazhnraaniune1u1adue

MUST be after the student is | year old; OR, date and copy of tter lab report:
otherwise, a third dose is required.

Caborstry confrrmaion of cihen pox VUD9sguazaNYY Namnsaaniunslinte

disease is required. )
Meningococcal - 1 doses required. First Menactra

Y ) A v oA a v ¢ Y}
dose at age I sacond after 1§ years old. _WINABISUNISRAIATULNY Vo lriknndoanlususas

Indicate if Menactra or Menomune. Mamomuna
TB - Mantouy - within the Last & months 'y

interstions! Students Only DatePlanted: Nunnu1gn1sanlIaTuluasenalidie

**If 10 mm or greater, CXR required, and
send a copy of report, ** Date Read:

Mm induration:

If INH Therapy has been complated.
please give dates:

List names and dates of any adﬂ‘nml. Immunizations given:
Vacsine Date | Vascing Date [ Vaccine | Em_|
] [ [
Is student receiving allergy Injections? Yes Ma
If yes, and if the injections are to be continued, a doctor's SIGNED autharization and schedule is needed,

Date: Signature of physician completing form:

Physician’s name and address:



5. Medical Form swaunslden finsenuasacnnilnoummd
awetnidvuiifedbomaludurmd sgiliudszd)

Brewster Academy Medication Information
Te be completed by physician if student is on any medication.

Student Marme: Date of Birth:

Medication Allergies:

[ ] Student is not taking any prescription medication.
[ ] Student medication information is indicated below.

Doctor, please be aware that 2 student is required to take his/her medication as ordered. Please discuss with

student and parents if medication is required on non-class days to avoid confusion and insure compliance.

Medication: dose: frequency: route:

Reason for medication:

How long has the student been on this medication?

Please check one: [ ] Med should be taken at scheduled frequency only for class and study time.
[ ]Med should be taken at scheduled frequency every day including non-class days.

Medication: dose: frequency: route:

Reason for medication:

How long has the student been on this medication?

Please check one: [ ] Med should be taken at scheduled frequency only for class and study time.
[ ]Med should be taken at scheduled frequency every day including non-class days.

Madieatt

P i dosa: frequency: route:

Reason for medication:

Heow Long has the student been on this medication?

Please check one: [ ] Med should be taken at scheduled frequency only for class and study time.
[ ]Med should be taken at scheduled frequency every day including non-class days.

Printed Name of Physician:

Address:

Phone: FAX

Physician's Signature: Date:




AIBEINITATIVEFVNN

LBNEITNYINUNITATIVFUAINYDILNTYUNY
TS 62 - USA (Au199n9)

6. HANTIVFUNININNY - T LAYANSATIUNITUWNG NN, FIRT 2 YA WIaUFUN

7. UszdAn1sasailu 52y Diagram vasiluusiazd dnhezlsthefuiludlaths Quiusesunnddaad
Teeth Diagram)

8. HAN15A529ANAR TA9 YasnszaNFUNAs WuAuiuwwndIumunzdmIunsEufnATinng
Usne visan1sudatugs iy Football, Hockey, Rugby 3ol (luSusasunmdnasulseineuia)

9. MINTIMN TLYVUMEEAFBUALYN (Uand (Bes &u 812 wilus musievidelai 19 contact lens

Gl 1 v v 1 o = N [ Y [ ¢ 1
wIBKIUMT Aaglduiunianlaiegnudawisali wWudu (luiuseswnndwasulsineiua)

V9 7 - 9 10150652 LSINeUIa AN Le
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6. Medical Certificate HANIRIINGTAIN NITATIVGUVAINAY — §n
Tnvauznssunsunnduss nw. (efunseitidsudle 20 an. 62)

MEDICAL CERTIFICATE
Mental Health Examination

Place of Examination:

Date of Examination:
I e that the above date 1 examined .
ity Examinee’s NAMe: ....ocuiiiiimiiii e s s s ssssssmsanssas sn
- , Name: Age Sex OMOF
anzila Date of Birth: Marital Status 0 M
Home Address: Date of EXamination: ...ccveieeiemssmrsmroisssssimmmssssssssssass s
I examined specifically for evidence of any of the

following items: Summary of Results:

A. MEDICAL HISTORY

Have you ever in your life, including childhood, had any of the following:- I hereby certify that the examinee has no current evidence of
Yes No detailed information psychiatrie disturbance that interferes with the ability to study.

--en —  Asthma =

———— == Hypertension ...

———— —me= Hemopiysis oo e e

-e- - Heart diseases  ....cocoveiiiiiiiii

-—— == Diabetes mellitus ......cceeirirniiiieniniie (SIZNAture) i s,
-e- - Jaundice

L L E:::ff Y { Psychologist

-e- = Otorrhea

e == HErMIA e e e sr e are s (Date)-m e -
-e- - Hemorrhoid . (ATHAGON). cveeeveeeeeeeeeeeaeeenens
-e- - Accidents = e

--en —  Fracture

--e- == Surgical OPeration. ... ..covvoriiiiiirr e

———— === Alcohol consSumMption......ccooriiiiiir e

Your LMP. ...

1 certify that the above answers are true and complete, | am
aware that any falsification or omission of fact result in my immediate
discharge from the scholarship programme.

thoevunmmiuMedical



7. Dental Bam NANITATIVNIINUANTTY

Logo 154n8nuna Meglssnerurauazivasnasie

PrvATHAL 2 HOBSTAL

FDENNITATIINIIUANTTY

Medical Certificate

Dental Department, Phyathal 2 Hospital

Date 1.8l 2o
Patlent’s name Age ... years SeX..... |, [N
Address
This is to certify that was seen here for dental examination
Diagnosis G'CUI' (,"7‘.vi }\"/.wl ,”7
Oral examination findings. Eadl ompntn . ) fnew A fomelis Tivn ,_:/f Tl"f"""' g‘v;‘.’" .
14 (ét-'Jh", 'r:.'u-." 71y zL«-ﬂ’:lJ ('/1:4,;.. 2 palew Jus & g fﬂf;(x_ . @V v
; Teeth Diagram wuulanla
R aY.VAig l .!. gv. ‘ .V.V.v'v“
(3) v'
@@@9 ¥ W@@%@ ..
aww. B aulagLnNdlnga
: 18, wazUsenuns1lsaneuna
Summary Hesl f)\)
Signature. (e
(w )




Kyphosis

8. Spinal Bam NAN1INTVNISHNEUNRS

L i a
080 Neglsameuiauaziuasinsie

159neIUa

Tuiusasuwnd

FIDENITATIINTEYNFUNAY

Medical Certificate

wail (No). D15/600385

it (oate). 7 Aprl 2015

R

S wrnwmet] £ unrlues (Physicsan)...

WauaneUszreFaannanssaa (Medcal Licanss No.)

g (Aga)... 18 Years |

'Iiw:':whm'mi‘;ﬂwﬂﬂcvmwzsn:ame).
(watissdndaling o) § . amaitaduil Date of Examination),.. [ ARG 2015

Fmdeduihilre (Oagrosis).....

WY A A fr 1% Ao Stofros
a\‘iuqﬁJIﬂﬂLLWVIElﬁdﬂifJ"\]

whanaT (Recommandation) LLZ”I 31.] sgﬁ’ U 0 sqisq W E] 1 U 1 a

- oo o
O $anmsFmadiiiasnslulimerncaliat ( Admitad to the hozpital. )
sendng {from ) o A, Mo}

O Whusumesidanlon ( Sick leave. )

/I"‘/ L Fawidud ( from ) P i flafto)

b £ z’l..é.....u.c.?!x:‘ﬂ?'.m..,_.,.A..c.,é,,..,...u.ut:;. T anh e

4

Physician
’ - . -3
e vwitesuinn B vindeifdoanas uarasnndafudnuti M Tawuvndnrade)

{Physican, pleasa check and sn 1he appropriate box)

{ ¥ 3 70 Vaehiie e |
Emindlemenng ol Frulutusesmd wedfunims

Haspital Stall / Depariment Patiert's name or Client

Normal Lordosis

PYT12-FNM-M30-023 | Hevsion - 01 bsued Oate 22002015, Page - 1

O S T



9. Eye Bam NANITATNFUAINA - ATIVINEUA

Logo Neglsameunanaziuasinsie
Tssnguna

luFusasunng

Medical Certificate AIVYNNITNTIINT

i (No)

Fu (Date). 71

Frmdn unsiamm ¢ v (Physician)

- - —
TmygrmisznnAnfinaansisah (Medical Licersa No.b

Wmaoainanns filssdr (Patinet = nama) . it non (Ane) i
amlszdndalnlon (HN) ot Date of Examination). 7 BEUM2588
Aagedadinlze (Digooss) "")’0('—3 < y;sht’ ”444 el (24 : ’/ !}i‘!';'z‘

et tipt..= F430.=.0.35 X 1O | momul

Lolet vision merenl (hy Do ktesk) o S g AULAgUNNEHN I
| warUseiiunslseneIuna

Musaseasill (Hecammandatinn

H v, £ s
O dnfmsfnradhadiiannaslulravem caiieda § Agmitac 1o the nospial )
TEw9na { from ) faia)

O wiwesansiBiaion { Sick leave, )

2 w FSURAUR { from ) iy 2af0)

G b - ormale Vivion _with. GRS
- Parmpk Colovy  veign. ? ) )
- Nermayt. Ly { Mo Lye pISItE 0r Arcase )

) 7 s
L il I NSTTITIIE b s :H.'-lwrﬂqrﬂ'.'l
Physclan
. 4 »ow . . v,
twssiv Ausnanare I wiindiandinenns uaraaunadadfdnatn M lreomdnenty)

{Physicean, please check and sign the sppopriala box)

Crscnnmncsissinsicsoy s o IR | ¢ ‘ (s ] |

9 2 e P By oY !

Fruidlrannsyas / wadsueu R lufussaunmsd vingiunmmsan i
Hospilal Siatf / Department Patiart's nama o Chant

PI2-eN MIOAIE L Havsnn D1 | fssund Dath - F2IUNARS . Paps o 11

K o




