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This health form is a vital part of signing up to be a volunteer on an Earthwatch expedition. Without this health form including the doctor’s
signature (page 4) on file, Earthwatch Institute cannot permit you to participate in an expedition.
Fill out the participant portion of this form completely (pages 1-3).
(1 Ask your doctor to read the Project Conditions, Health Information, and Emergencies in the Field sections of your Expedition Briefing and
ask the doctor to sign the last page of this form, verifying that you are able to participate.
Have your health form signed by your doctor within one year prior to the start date of the expedition
Accurate completion of this form will not only help us match you with an expedition that suits your preferences and abilities, but will be helpful if
you have a medical emergency while on the expedition. Participants who do not disclose medical conditions that limit their ability to safely
participate on an expedition risk removal from the team at their own expense. You must alert Earthwatch of any changes to your medical status
or medications that occur after submission of this form.

FRHEREICDOLT:

RIVTATTEMLTW K RELRFHERERTAILESMEOEETY . EMERICOVTORFOERIE. YD
TOEMEILEMERDOEM., HEL IS 2—R U (CDC 254> www.cde.govitravel ) [ICTRERLTESW, AEHIZEKS

TRABRICHEEAENVELRSESIHYET . ABT)—J10J ICLFHERIC OV TREBELTLES,

Vaccinations: You are responsible for any applicable vaccinations for your particular project. Please check with your doctor, local travel clinic,
or the CDC online (www.cdc.gov/travel/) for the latest information on travel medicine. Some countries require certificates of vaccination to enter.
Your Briefing document will have this information.

Project title Team No.
SmMy5HHRER F—LES
First Name Family Name

Age . .

Ay Height & cm Weight {AE kg

Have you ever had any of the following conditions? Please check all that apply and use the space provided on the next page to
provide additional details. FEDIEKRDHDHIEZLTIIDICFVILRBICEOERERAL TS,

L[] Anaemia(& M)

[] cancer (EftfES)

] Chronic lung conditions (124 ti%E )

] Chronic back conditions (124 &)
|:| Cognitive disorders (Alzheimer,
memory loss, dementia, etc) (FR4NEE
(FILYINAT—, FEfERREK. BBHMAELE)
[] Dizziness/ balance conditions (&%
L, FHERERER)

[] Eating disorder E&EE)

|:| Endocrine /thyroid conditions

(R RS/ AR ETRE)

L] Epilepsy/seizures (TAh A~ FHE)
] Head injury (GEEBSME)

|:| Heart conditions (murmur,
irregularity) (MR (DS . TEAR)

[ ] Heat and/or cold sensitivity (&g~
EREE)

] High Blood Pressure (& 11E)

[l Immune system conditions (§3&E<
AT LfE)

[ ] Kidney or liver conditions (E¥fig.~ F
fErEE)

L] Malaria(=3Y7)

[l Tuberculosis/exposure to TB (#&#%
IE 515 )

] Migraines / severe headaches ({F3&
&, BLULEER)

|:| Musculoskeletal conditions
(osteoporosis, fibromyalgia, etc)
(HEREE (BHERE. REHH)

L] Nervous system conditions (multiple
sclerosis, Parkinson, etc) (##E Rk &
(BHMEILE., /SA—FOVURREE)

] Orthopaedic problems (sprains,
strains or fractures) (Z& s 41 %l B & fiE 4K
(R EN B

[] skin conditions (FZfE%§)

[ Sleep apnea (B AR B ST 0% )

[] Stomach / intestinal conditions (& .~
E%)

L] Asthma (i &) — cause RE: Do you self-medicate?(B2#%%) [ ]Yes [INo
[ ] Diabetes/Hypoglycaemia (#EFR#%. € M#EE) type B: Do you self-medicate? (B 2#%%) []Yes [No

[] Active Hepatitis (FFigi#) Type %!:
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Have you been hospitalised or had surgery in the past two years ? (iB% 2 ERIDARCFHiDEER) [JYyes [INo
If yes, please include details in the space provided below. (AL TEHREIZE®R)

Do you have any phobias which might inhibit your participation? (Z%#EZ f=1F53 MK UVEREE) Llyes [INo
Please describe in the space provided below (B IETEREIZEt)
Do you have any allergies? (Including drugs, food etc; list the reaction and treatment in the space [lyes [INo

provided below.) (ZLIILF¥—(FE. BYIIHTHI0LET) . HpEZTORELEBEEE TRRAICER)

If you have checked any of the conditions above, please provide as much detail as possible here, including dates of
treatment/surgery, and potential effects on your participation on this expedition:

EROVTIANCEZLETIAFT ARCFHOB M. HESMRICEZON S REMRE TESLIFTEHLITRRALLESLY,

We may need to contact you to discuss your condition to assess how it may affect your ability to safely and effectively participate on your
chosen expedition. F&/ZBMT BN TEEHEFT /=012, Ba7-DRERXTIZDNDTHILEDLEEZLHBYET

Mental Health (¥§ %@ R EE)

Have you ever been diagnosed with or been treated for a psychiatric condition such as bipolar [lyes [INo
disorder or depression? (B EEOELLE THRAM O OBBREZ T2 HYFETH)

If yes, please provide details: (#HALIEFELLER)

Have you ever been hospitalized or in residential treatment for psychiatric care? [lyes [INo
(FERELARD-OICARX ETEERELZL-CENHYETH)
If yes, please provide the dates of hospitalization/treatment: (HALIEZF D AR ITESE D BFEELA)

May we contact your psychologist/psychiatrist? [lyes [INo
(BN AEEZH-BEHMNEXIBHIMEISERLTEEVLTT DY)
Psychologist/psychiatrist name and phone number: (EEDEZHIEEZRS) !

Medications (fRFAE)

Do you take any prescription or non-prescription medications for the previously-mentioned Llyes []No
conditions? (CNETIZH IFIAERICDONT, LAZEE fiREOVTNUAZRALTHETH)

If yes, please list the medication, reason for taking it, length of time you’'ve been taking it, and the current dosage.
RALTW O THNIE, EDFELE. RADCEH. RALTLSHM. REDRAEZEML TZEL,

Vision and Hearing (R h&BEH)

Do you have difficulty seeing in low-light conditions or have unusual difficulties seeing at night? [lyes [INo
(EDFNECH HAWFEREDOBEHICHBIEIHYETH)

Do you have color blindness? (BEER&EIZHYETH) [Jyes []No
Do you have glaucoma, macular degeneration, cataracts or other visual impairment? |:| Yes |:| No

If yes, please provide details: (#M[E. BREME. HNE. ZOMOB[HEZ(EHYET M, HHHES. FHIERBRL TS

Are you hearing impaired? (BEHICEEIEHYETH) Llves [No
If yes, describe how this could affect your participation. (L& 256 . AESMICEDLSHZELHYETH)

Current Level of Physical Activity (RE O HHKR) Please check the box that applies to you. (LI FTv5)

Activity Type Frequency Time / distance Relaxed Moderate Intense

EYOER S [ B #< BRI N—FIZ
Walking |:| |:| |:|
Running : : :
Swimming : : :
Other (specify) I:' I:' I:'
Other (specify) I:' I:' I:'
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R FREEBAE (REEECA)
Easil Moderately With
y

. N e Not at all
Stamina(RX%#3F) fEEI %ﬁ\l/v:eill %3 dgf/::;;\y TEGL

Before tiring | can walk 1 mile / 1.6 km (JENF(Z 1.6 F0O%H(+5)

Before tiring | can walk 5 miles / 8 km (JEh 912 8 FO&I+5)

I can hike 3 hours over rough terrain (/KD £\ Fs% 3 BfEI2(15)

I can hike 3 hours with a 40Ib / 18 kgs pack over rough terrain
GERDZ LI E 18k DRIPEE BT 3 BRIEI1T5)

HI N

HI N
[]
[]

Do you use any walking aids? (HITEMmSBEEEERLTOET M) [ Jves [ ] No
Please elaborate on the type of aid (e.g. cane, crutches, walker, wheelchair) and reason for need.

LLHNIE FALTLDIO (B, MER. 173, EETF) LE0ERZRERL TSN

Swimming Ability (Zk$k 51)

|:| Non-swimmer (K T74:0Y) |:| Recreational swimmer (4Lik(F5)
[ ] strong swimmer Gk +3) [ ] current water life-saving certificate (A & fiBI &% EH)

Comments (optional) (IZhHhIEIr k) |

If you will be participating in a water-based project, please complete and return the water skills form.

GE: KICEET DHREICSINT HIHE L, Bk Water Skills 74+ —LZERHELTEELY)

SMBIZKZEE

L. D BHLAAEREDOERDMEHEEELEL, T, FAFAOF) DA AT FADF) R EIZBMTEENE S DI
IEFCEELNDDEEFBMMLEL=, AL, HBELELICCOBRIAAES KUV IT) =4 T IZREBDORHEDKRIZDOLTHES:
Fll ZLCC DB EIAZED IR TCOEMICERICEF-RRICEZAFL . SFRKRICOVWTERICETRI S ECEST, Fis
E(IZHREADSMAEONDZEFHNEERELTVET,

X WHERIEMFELIEINHEF L FE 0 LLERTEREREDEEFIIEFEED TTHE SN, BUENELATEINDS
EFMAE. X BRE. REE. B, EZNELINAENZEHERIILESLVARLZEDHIEIE, T—RAIAYFREF—LIZE
RBZEECTICABLET L. TILEEREHBEITL GAOF) DERE. A FADF) DRRABLIVLEIZDNTT—R I+ YF
[ZIRETHIEECCICERICHFALET . AL ZEOLI=ARICHNDLNEEIERET R THISZEICRELET . ZOERICIX.
REMEZAIIOVVTEEEN. ChIERETHTASNEVEETHoTERILTY . . 7T—RVAYFHRIOERICEHEHLIF
BEBEMEDRHEEZEZICATRL. AERTERRIE 7 EFRERFELTHECEERELET,

Participant Affirmation

| understand the physical demands of the project for which | have signed up. | understand it is my responsibility to determine if | am (or my
child is) able to participate safely given any medical conditions | (or my child) may have. | have reviewed this form and the project conditions in
the Briefing document with a doctor. | have answered all questions on this form truthfully and completely, and understand that truthful

condition and treatment to Earthwatch. | agree to pay for any and all costs associated with such treatment, including the costs of evacuation, if
any, that are not covered by insurance. | understand that Earthwatch will disclose information on this form to the lead field staff of the project to
which | am (or my child is) travelling and will hold this information on file for a period of at least seven years following my (or my child’s) return
from the project.

T—A9+vFHFA (FADF) DEAREITERERMDILE.
Earthwatch [] may(ZBHEF) [ may not(FB&HFEH A) contact my (or my child’s) doctor.

Volunteer

Signature: Date: BH{#

BmEEL (dd/mmmflyyyy)
For participants under the age of 20

Parent

Signature: Date: B{#

RESER (dd/mmmflyyyy)
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@ BRELAE (KFERCA)
Bk RE~OSMER

HYEDHA
T—RAIAvFIE, ERGEEFNEE T #HATDO I —IILERRICEL S TVWIHEEDTIEDN=O. BEEDLLEIZRSUT«T%E
FEOCTWET, COAIK I R—CBIZREBOREICRTIVTATTEMT S IZEYELT=,

HEDT—242%4128 % Project Conditions, Health Information, Emergencies in the Field DIEBIZ(E., SHEDBES, BEU LK
REFERIEZOMBICETIEFMBRESBEINLEHINTLET,

REIZBTEERNHNER. SMEORBREICHTIVRIZEED L. COANBEELGEMTELSEEZLNDLITLIESTRICHES
EEFEAL. BELEHBELWVLET,

Doctor’s Approval for Project Participation

Your application is incomplete without the signature of a doctor. Please note that the medical professional signing this
form may not be related to the applicant in any way, including by marriage.

To the Doctor:
Earthwatch is an international non-profit organisation that sends volunteers to all parts of the world to assist scientists doing field
research. Your patient has volunteered to join the project listed on the previous page.

Please review the Project Conditions, Health Information, and Emergencies in the Field sections of the Project Briefing document,
which address the rigour of the project and any medical concerns specific to the project and the region.

After discussing the project’s physical demands and health risks with your patient, if you feel that your patient is fit and able to fully
participate, please fill out the information and sign below.

(Please write clearly) [&o>&EYEHEELZELY,

Patient name: Exam Date: 2% H
SoEL (dd/mmm/yyyy)

How long have you known the patient?
ENBULDOHFECOZZEZZTOEIT M

Doctor’s name:

Doctor’s address:

Speciality:

Telephone/Fax: E-mail:

Comments:

Office/Surgery
Stamp (optional)

ET—RAIAvFDOREICETORELDBRE., ANMEREEEL. RRENMERTHYAEICHELGSMTESLEAFTT . F
= FFEDRZELFIVHILELBERBRICLHYVEE A,

| have reviewed the health risks and physical demands of the Earthwatch project, and believe that my patient is in good health and
able to fully participate on this project. | am not related in any way to the patient.

Signature of the .
Doctor Current Date: At

HYEER (dd/mmml/yyyy)

CIRELTOEEEARRIENEICRETHIEOBVNLSENLERDOTISERINET A,
HREGET—ROAVFICEHET HRGRELIIBFRERFTEIENHYET . BRODBAREITSERTT,
R REBEFENEENEANT —AVAVF-Dv/ Y
T113-8657 RRERMBXREEXIAE1-1-1 RRRZREREFEGREZRARE T—FHAIO B4R
Tel. 03-6686-0300 Fax 03-6686-0477 E-mail: info@earthwatch.jp (Feb.2015)
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