
San Francisco State University 

Short-Term Study Abroad Program 
 

Medical/Insurance Verification & Authorization Form 

 

SUMMER 2008 

 

 
Short-Term Study Abroad Program: Chine se  Fo re ig n Po lic y & Culture  (BSS/ PLSI/ IR 630, 3 units) 

Dates of Travel:  June  1-30, 2008 

Name of Student:__________________________________________________________________________________________ 

Phone number:  _____________________________________      Social Security No.:   _______________________________ 

Email address:   ____________________________________________________      Birth date:  __________________________ 

 

All stud e nts p a rtic ip a ting  in a  c o urse  re q uiring  tra ve l must c o mp le te  this fo rm a nd  re turn it p rio r to  d e p a rture . 

Stud e nts will no t b e  a b le  to  tra ve l unle ss a ll sig na ture s a re  in p la c e  a nd  the  fo rm is o n file  in the  Co lle g e  o f 

Exte nd e d  Le a rning  b e fo re  tra ve l b e g ins.   

 

Required Insurance Coverage 

All stud e nts p a rtic ip a ting  in a  Co lle g e  o f Exte nd e d  Le a rning ’ s Sho rt-Te rm Stud y Ab ro a d  p ro g ra m a re  re q uire d  to  

e nro ll a nd  p urc ha se  the  CSU-a p p ro ve d  me d ic a l a nd  a c c id e nt c o ve ra g e  p o lic y to  c o ve r a ny p o te ntia l lo ss 

a nd / o r illne ss tha t ma y o c c ur.  Be c a use  the  tra ve l insura nc e  p urc ha se d  thro ug h SFSU ha s limite d  c o ve ra g e , it is 

hig hly re c o mme nd e d  tha t yo u p ro vid e  CEL with a  le tte r fro m yo ur c urre nt me d ic a l/ a c c id e nt insura nc e  p ro vid e r 

sta ting  tha t the ir p o lic y c o ve rs yo u a b ro a d  a nd  a  c o p y o f yo ur insura nc e  c a rd . 

 

Physician Certification 

My sig na ture  b e lo w c e rtifie s tha t this stud e nt p a rtic ip a nt ha s b e e n e xa mine d  b y me  a nd  is p hysic a lly fit to  

p a rtic ip a te  in the  CSU stud y a b ro a d  p ro g ra m witho ut a ny d e trime nta l e ffe c t to  this ind ivid ua l’ s he a lth. Kno wn 

a lle rg ie s/ me d ic a l c o nd itio n(s) a re  no te d . 

 

 

____________________________________________________________________________________________________________ 

Physician’s Signature                                Printed Name                                                  Date 

 

 

________________________________________________________________    (_____)___________________________________ 

Business Address                                                                                             Phone Number 

 

Allergies/Medical Condition:  _______________________________________________________________________________ 

 

 

► CONSENT & ACKNOWLEDGEMENT ◄ 

 

I he re b y a utho rize  c o nse nt fo r me d ic a l tre a tme nt tha t ma y b e  d e e me d  a d visa b le  in the  e ve nt o f injury, 

a c c id e nt a nd / o r illne ss d uring  this Stud y Ab ro a d  Tra ve l Pro g ra m.  My sig na ture  b e lo w a c kno wle d g e s my 

und e rsta nd ing  o f the  me d ic a l a nd  insura nc e  re q uire me nts re q uire d  fo r p a rtic ip a tio n in this CSU stud y tra ve l 

p ro g ra m.  I c e rtify the  a tta c he d  d o c ume nta tio n a nd  info rma tio n to  this Medical/Insurance Verification a re  true  

to  the  b e st o f my kno wle d g e . 

 

 

 

___________________________________  ________________________________________________  ______________________ 

Participant Signature    Printed Name     Date 


