o5/ &= MEDICAL HEALTH DETAILS
CiSS MI1.I MANDATORY SUPPLEMENTAL FORM

Student Name:

You have indicated to having a physical or mental health illness/condition on your application. CISS MLI requires additional
information in order to process your application. Please provide us with more details by answering the following questions:

1) Full name of the illness or condition:

2) Describe in detail how this iliness or condition affects you:

3) When were you first diagnosed?
4) Are you currently taking medication to treat this illness or condition? |:| No |:| Yes
If yes, please list the medication, dosage, and describe how often it is taken:

If yes, describe the symptoms that this medication helps:
If yes, are you (the student) able to self-administer and self-regulate the medication? No Yes
If yes, how will you ensure you have enough medication while in Canada?

5) Do you see a doctor/psychiatrist/therapis or specialist for this iliness or condition? D No DYes
If yes, please specify what type of doctor did you see?

How often do you see this doctor?

Will you need to consulting virtually with this doctor while you are in Canada? [ INo [ dves
6) Have you ever been hospitalized because of your illness or condition? |:|No |:|Yes
If yes, describe in detail how often:

If yes, what is the date of your last hospital visit for this illness or condition?
7) Will you require treatment while you are in Canada? |:| No |:|Yes
If yes, please provide details about how this will be managed:

8) Please describe how your illness or condition affects your daily life:

What foods, situations, or events might trigger symptoms?

What symptoms are considered “normal” for you?

What symptoms are signs that something is not“normal”?

9) Does this affect your diet or foods you can eat? |:| No |:|Yes
If yes, please provide details:

10) Does this affect your physical mobility?|:|No |:|Yes
If yes, please provide details:

11) Do you require any special accommodations/modifications at school? |:| No |:|Yes
If yes, please provide details:

12)Do you require any special assistance from your host family to help with this? |:| No |:| Yes
If yes, please describe:

13)Can you independently support yourself with basic requirements such as house chores, making basic meals,
personal hygiene, etc. |:| No |:| Yes

14)Are you able to secure your own medical insurances from your home country to cover any costs related to the
treatment of this condition while in Canada? |:| No |:| Yes
Pre-existing conditions are not covered by the insurances in Canada. If you are unable to secure insurances, you
(your parents/guardian) would be responsible for all medical bills related with the treatment of your condition
while in Canada. Please indicate that you undersand. |:| No |:|Yes

Thank you for answering these questions and for this disclosure. We ask these questions to ensure that we can
properly support you during your stay. Your answers are all confidential.

We will also require a doctor’s note written in original language and translated to English that includes:
* Full Diagnosis
* Treatment (history and medications)
* List of all symptoms
* Attestation that you are fit to participate in this travel/study abroad programme
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