NORTHWESTERN STATE UNIVERSITY OF LOUISIANA
International Student Resource Center
INTERNATIONAL STUDENT HEALTH RECORD

Please complete all the following information and return to international@nsula.edu:

1. Name:

Last First Middle
Sex (Circleone): OM [OF Date of Birth:

month day year
Permanent Address:

Street Address City State Zip CodeCountry

2. Notify in case of emergency:

Name: Relationship:

Phone Number: Address:

3. Indicate any serious diseases, illnesses, injuries, or operations you have had:

4. Have you had any counseling or treatment for emotional problems in the past five years? [ Yes O No
If yes, please give the name and address of counselor, psychiatrist, or psychologist:

5. Are you currently taking any medication? [J Yes [ No
If yes, please give the name of the medication, dosage, etc.

6. Please list al allergies:

7. Please give date of last Tetanus-Diphtheria booster, if known

8. NSU Health Insurance Plan: All NSU international students on an F-1 or J-1 visa are required to have health insurance
coverage. Students on F-1 visas are automatically enrolled in the Student Health Insurance Plan at registration and the
premium is added to the student's tuition & fees and do not have the option to waive coverage.

All Exchange International students on a J-1 visa are required to have health insurance coverage, either through the
Student Health Insurance Plan contracted by NSU or through another individual or family plan. Sponsored J-1 students
by NSU who do not provide proof of coverage by the start of the semester, will be automatically enrolled in the Student
Health Insurance Plan at registration and the premium is added to the student's tuition & fees

Insured Students who are enrolled in the Student Health Insurance Plan may also enroll their eligible dependents.

9. Medical Consent: | hereby grant permission to Northwestern State University’s Health Services physicians and nurses
to render emergency treatment or other medical care that might be deemed necessary to my health and well-being.
| also grant permission for hospitalization at an accredited hospital when necessary for executing such care.

Date Signature

A member of the University of Louisiana System
nsula.edu |@nsula | Facebook.com/NorthwesternState
Revised 9/20/2021
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