
HUNTER/DEAKIN Exchange 
July/August 2018 Australian Studies Application 

Please fill in (type or print legibly) the following information: 

Name: __________________________________________________________________________ 

Session (July or August): ___________________________________________________________ 

CUNY Emplid: ___________________________________________________________________ 

Date of birth: ____________________________________________________________________ 

E-mail: __________________________________________________________________________ 

Passport Number: ________________________________________________________________ 

Please complete the following forms and return to the Office of Education Abroad (1447 East) by 
May 1, 2018 with a 1-2 page statement of purpose, a photocopy of the photo page of your passport, 
and a copy of your unofficial transcript (you may print this from CUNYfirst).

*Note: You must apply to Hunter's Office of Education abroad before completing Deakin's online
application. We will send nominees instructions for completing this component after acceptance.
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CUNY INTERNATIONAL TRAVEL PARTICIPATION, WAIVER, 
AND  EMERGENCY CONTACT FORM 

This form (the “Release Form”) has been developed by the CUNY Office of the General Counsel (OGC) and 
cannot be altered or adapted except in the answerable fields without approval from OGC. 

PART A to be completed by the Program Director (then duplicated for completion of Part B by 
participating students) 

Description of Activity 

_____________________________ (“College”) of The City University of New York (“University”) believes 
that participation in organized, off-campus activities by its students can be an important part of a student’s 
learning experience. Off-campus activities may, however, involve certain risks, both to the participating 
students and to the College/University. In order to participate, each student must read carefully, complete, and 
sign this Release Form and submit it to the Program Director prior to the Activity. 

Destination of Activity: 

Dates of Activity: 

Name of Campus Director: 

Name of Field Director or Chaperon(s) (if applicable): 

Contact Telephone Number on Date(s) of Activity: 

Description of Activity: 
(including travel to and from Destination of Activity) 

PART B to be completed and signed by the participating student; if under 18, also by his/her parent or legal 
guardian and notarized. 

I wish to participate in the Activity, and in consideration for being permitted to participate in the Activity, 
I hereby represent and agree as follows: 

ASSUMPTION OF RISK 

1. I understand that participation in the Activity involves risks not found in study at the College.,
These risks can range from a) minor injuries such as bruises and strains, to b) major injuries such as
broken limbs, loss of sight, neck or back injuries, heart attacks and concussions, to c) catastrophic
injuries, including paralysis and death, and also include risks of damage to or theft of personal
property, and risks involving traveling to and within, and returning from, Activity sites and other
foreign countries; foreign political, legal, social and economic conditions; different standards of
design, safety and maintenance of buildings, public places and conveyances; local medical and

CUNY INTERNATIONAL TRAVEL PARTICIPATION, WAIVER, 
AND EMERGENCY CONTACT FORM 
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weather conditions; and other matters described in the U.S. Department of State Country Specific 
Information (and Travel Warnings and/or Travel Alerts, if any) and in the Centers for Disease 
Control and Prevention Travel Notices that I have accessed at http://travel.state.gov and at 
https://wwwnc.cdc.gov/travel/notices and reviewed carefully. I understand that there may be other 
risks not known or reasonably foreseeable. I have sought and obtained information and advice that 
I feel are necessary and appropriate. 

2. I VOLUNTARILY ACCEPT AND ASSUME ALL OF THE RISKS IN PARTICIPATING IN
THE ACTIVITY.

3. My participation in the Activity is voluntary.

WAIVER OF LIABILITY 

4. I, for myself and on behalf of my family, heirs and personal representative(s), HEREBY
RELEASE, INDEMNIFY AND HOLD HARMLESS, The City University of New York
(“University” or “CUNY”), any student organization and/or related entity of CUNY that organized,
sponsored and/or funded the Activity, the City of New York, the State of New York, and the
officers, directors, employees, representatives, agents and affiliates of any and all of them
(“Released Parties”) FROM ANY AND ALL LIABILITIES, CLAIMS, DEMANDS, ACTIONS
AND CAUSES OF ACTION WHATSOEVER arising out of or related to any loss, damage or
injury (including death) to me or others, or to any property belonging to me or others,

(a) caused by, deriving from, or associated with my presence at, participation in, or travel to or from
the Activity, WHETHER ARISING FROM THE NEGLIGENCE OF THE RELEASED PARTIES
OR OTHERS, except for such damages or injury as may be caused by the gross negligence or
willful misconduct of the officers, directors, employees, representatives, agents or affiliates of any
of the Released Parties; or

(b) arising at a time when I am not under the direct supervision of University, including, without
limitation, during travel and/or activities other than those specifically required in order to
participate in the Activity that I may choose to undertake before, during or after the Activity, and/or
that are caused by my failure to remain under such supervision.

5. I have no known physical or health-related reasons or problems that preclude or restrict my
participation in the Activity or I have disclosed to the College any physical, mental, and emotional
conditions or problems, permanent or temporary, including special dietary and medication needs, or
the need for visual or auditory aids that might impair my ability to participate in the Activity.  I, for
myself and on behalf of my family, heirs and personal representative(s), HEREBY RELEASE,
INDEMNIFY AND HOLD HARMLESS each of the Released Parties FROM ANY AND ALL
LIABILITIES, CLAIMS, DEMANDS, ACTIONS AND CAUSES OF ACTION WHATSOEVER
arising out of or relating to any loss, damage or injury (including death) to me or others, or to any
property belonging to me or others, caused by, deriving from, or associated with my failure to
disclose to the College any such conditions, problems, or needs.

OTHER REPRESENTATIONS 

6. I understand that each country has its own laws and standards of acceptable conduct, including
dress, manners, morals, politics, drug use and behavior.  I recognize that behavior that violates
those laws or standards could harm the University’s relations with those countries and the
institutions therein, as well as my own health and safety.  I will become informed of, and will abide
by, all such laws and standards for each country to or through which I will travel during the
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Activity and assume responsibility for my actions, understanding that the circumstances of an 
Activity may require a standard of behavior that may differ from that applicable on campus.   

7. I will comply with the University’s rules, standards, and instructions for student behavior generally
and for the Activity, including the College’s Code of Student Conduct, the Henderson Rules of
Public Order, and the expectations for student behavior described in the CUNY International Travel
Guidelines (collectively, the “standards”).  I acknowledge and understand that my compliance is
important to the success of the Activity and to the University’s/College’s willingness to permit
future similar activities.   I agree that the University has the right to enforce the standards, in its sole
judgment, and that it may impose restrictions, up to and including disciplinary proceedings and not
granting academic credit for and removing me from the Activity, for violating the standards or for
any behavior detrimental to or incompatible with the interest, harmony, and welfare of the College,
the University, the Activity or other participants.

8. I agree that, due to the circumstances of foreign study programs, procedures for notice, hearing and
appeal applicable to student disciplinary proceedings at the University may not apply.  If I am
removed from the Activity, I consent to going home at my own expense with no refund from the
University or College of any monies paid.  I will attend to any legal problems I encounter with any
foreign nationals or government of the host country.  The University is not responsible for
providing any assistance under such circumstances.

9. I understand that it is within the College’s discretion to change travel, accommodations, and other
arrangements as it deems necessary.  I understand that the College is not responsible for nor does it
represent or act as agent for, and cannot control the acts or omissions of any host institution or
service providers, including those who provide transportation, tour, dining or sleeping
accommodations.

10. I understand and agree that the University is not in any way responsible for my wellbeing with
respect to any travel to destinations beyond those specifically required for the Activity that I may
choose to undertake before, during, or after the Activity.

11. I have or will obtain and maintain the insurance pol icy required by the Universi ty
(“travel  insurance”)  which provides coverage for  heal th and hospi tal izat ion,
accident ,  repatr ia t ion,  and medical  and securi ty  evacuat ion.   I will be responsible
for the costs of such insurance and for any expenses not covered by insurance.

12. I also have or will obtain and maintain travel insurance coverage for all travel and activities other
than those specifically required in order to participate in the Activity that I may choose to
undertake before, during, or after the Activity.  Among other things, this means that I if I extend
my travel before or after the dates of the Activity, I will extend my travel insurance to ensure I
have coverage for the duration of my time abroad.  I will use my best efforts to register any travel
extensions and report any additional updates in CUNY-GO.

12. The University may, but is not obligated to, make any decisions and take any actions regarding my
health and safety that it considers to be warranted under the circumstances, and I hereby authorize
the University to make such decisions and take such actions.  I agree to pay all expenses
relating thereto and release the University from any liability for any such actions.

13. Except for any University scholarships or similar funding, I am assuming full financial
responsibility for all costs and expenses incurred by me in connection with the Activity,
including, without limitation, financial responsibility for damage or destruction to property of third
parties.

14. I will not hold myself out as having the power or authority to bind or create liability for the
College or the University.
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16. This Release  Form represents my complete understanding with the College and the University
concerning their responsibility and liability for my participation in the Activity.  It supersedes any
previous or contemporaneous understandings I may have had with the College or the University on
this subject, whether written or oral, and cannot be changed or amended in any way without my
written concurrence.

17. I agree that this Release Form be constructed in accordance with New York law.  I agree that this
Release Form will be binding to the fullest extent permitted by such law.  If any part of this Release
Form is held to be unlawful, that part will be limited only to the minimum extent necessary to
comply with the law, and the validity of the remaining parts will not be in any way affected.

18. This is my contact information:

Name: CUNY ID: 

Phone:   Email: 

Date of birth: Citizenship(s): 

Number of passport you will use for travel: 

Relationship: 

19. This is my emergency contact information:

In case of emergency, notify:

Name:

Phone:

Email:

20. Check one:

I am at least eighteen years old.

I WISH TO PARTICIPATE IN THE ACTIVITY.  I HAVE READ ALL OF THIS RELEASE 
FORM AND I FULLY UNDERSTAND IT.  I AM VOLUNTARILY SIGNING THIS 
RELEASE FORM WITH THE INTENTION TO BE BOUND BY ITS TERMS.  NO 
REPRESENTATIONS, STATEMENTS, OR INDUCEMENTS NOT CONTAINED IN THIS 
RELEASE FORM HAVE BEEN MADE TO ME BY ANY OF THE RELEASED PARTIES.   

Date: Signature: 

If participating student completing and signing this Release Form is under the age of 
18, then the following page must be completed and signed by the student’s parent or 
legal guardian in the presence of a notary. 

I am not yet eighteen years old, so I have secured the signature of my parent or guardian (see next page)
as well as my own.
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IF STUDENT IS UNDER THE AGE OF 18, THEN THE STUDENT’S PARENT OR LEGAL 
GUARDIAN MUST COMPLETE AND SIGN THE FOLLOWING IN THE PRESENCE OF 
A NOTARY: 

1. I am the parent or legal guardian of the student named above who signed on the previous page.
2. I give my permission for my child to take part in the Activity described on the first page of

this form with the understanding that there are potential risks associated with the Activity.

3. I understand that my child is expected to behave responsibly and to follow the University’s
discipline code, policies and standards, and that failure to do so may subject the student to
removal from the Activity.

4. I have read and understand this Release  Form, and I confirm that the information
provided by my child is accurate and complete.

5. I agree that in the event of an emergency injury or illness, the staff member(s) in charge of
the Activity may act on my behalf and at my expense in obtaining medical treatment for my
child.

6. I am and will be legally responsible for the obligations and acts of my child as described in
this form, including such parts as may subject me to personal financial responsibility.

7. I agree, for myself and for my child, to be bound by its terms.

_ 
Print First and Last Name of Parent or Guardian Signature of Parent or Guardian 

STATE OF ) 
) ss.: 

COUNTY OF 

On this day of 

) 

, 20    , before me personally appeared 

to  me  known  and  known  to  me  to  be  the      person 
described in and who executed the foregoing instrument and acknowledged that s/he executed the same. 

Notary 
Stamp 

Notary Public 



HEALTH INFORMATION QUESTIONNAIRE

NAME ________________________ BIRTH DATE ____________ SEX_____ 
PROGRAM_____________________________________ 

The purpose of this form is to help HUNTER COLLEGE to be of maximum assistance to you should the need arise during your study abroad 
experience. Mild physical or psychological disorders can become serious under the stresses of life while studying abroad. It is important that the 
program be made aware of any medical or emotional problems, past or current, which might affect you in a foreign study context. The 
information provided will remain confidential; and will be shared with program staff, faculty, or appropriate professionals only if pertinent to 
your own well-being. HUNTER COLLEGE may not be able to accommodate all individual needs or circumstances. This information does not 
affect your admission to the program. Please note: the nondisclosure of a physical or medical condition may affect our ability to provide 
information relevant to your specific needs abroad.  

MEDICAL HISTORY 

1. Are you generally in good physical condition? (If no, please explain.) Yes___ No___ 

2. Have you ever been treated or are you currently being treated
for any psychological or emotional problems? (If yes, please explain.) Yes___ No___ 

3. Do you have any allergies to drugs or foods? (If yes, please list ALL) Yes___ No___ 

4. Are you taking any medications? (If yes, please list ALL medications.) Yes___ No___ 

5. Have you had any major injuries, diseases or ailments in  the past five years? Yes___ No___ 
(If yes, please explain.) 

6. Are you a vegetarian or are you on a restricted diet? (If yes, please explain.) Yes___ No___ 

7. When was your last tetanus shot? ____________ 

8. Is there any additional information (concerning medical conditions or mental, learning, or physical disabilities)
that would require accommodation or be helpful for the program director to be aware of during your study abroad 
experience? (If yes, please explain.)        Yes___ No___ 
_________________________________________________________________________________ 
_________________________________________________________________________________ 
_________________________________________________________________________________ 

I certify that all responses made on this Health Information Questionnaire are true and accurate, and I will 
notify HUNTER COLLEGE hereafter of any relevant changes in my health that may occur prior to the start of the 
program. I further understand that, in the event of an emergency abroad, HUNTER COLLEGE reserves the right to 
notify my parent(s), guardian, spouse, or designated agent (if not a minor.)  

SIGNATURE OF PARTICIPANT DATE 

____________________________________________________________________________ 
SIGNATURE OF PHYSICIAN       DATE



PHYSICIAN’S STATEMENT 

TO THE APPLICANT: Please authorize by your signature below the release of any medical 
information that may be relevant in the opinion of your physician to your participation in the 
study abroad program.  

____________________________________________________________________________ 
Your name         Program name and location 

Application for: Spring 20 ____ Fall 20 ____ Summer 20____ Intersession 20____ Academic Year 20___- 20___ 

____________________________________________________________________________ 
Length of term away  

____________________________________________________________________________ 
Signature           Date  

TO THE PHYSICIAN: Please indicate if the student named above has a history of chronic or 
disabling physical conditions; any allergies which may require either continuing or emergency 
treatment; any special dietary problem; or any other physical or emotional condition which might 
affect his/her well-being or that of fellow students while living or traveling outside the United 
States for an extended time. Please list the generic names for any prescription medicine the 
student requires which may not be readily obtainable abroad.  

Physician’s Name (print): _______________________________________________________ 

Address: ____________________________________________________________________  

Signature:___________________________ Date: __________________________________  

A DOCTOR’S STAMP AND/OR LICENSE # IS REQUIRED  

NOTE: An extension may be provided for submission of physician’s forms if necessary.  Please 
hand in the rest of the application as soon as possible.         



Health Care Proxy Form Instructions 
Item (1)  
Write the name, home address and telephone number of the person you are selecting as your agent. 

Item (2)  
If you want to appoint an alternate agent, write the name, home address and telephone number of the 

person you are selecting as your alternate agent. 

Item (3)  
Your Health Care Proxy will remain valid indefinitely unless you set an expiration date or condition for 

its expiration. This section is optional and should be filled in only if you want your Health Care Proxy to 

expire. 

Item (4)  
If you have special instructions for your agent, write them here. Also, if you wish to limit your agent’s 

authority in any way, you may say so here or discuss them with your health care agent. If you do not state 

any limitations, your agent will be allowed to make all health care decisions that you could have made, 

including the decision to consent to or refuse life-sustaining treatment. 

If you want to give your agent broad authority, you may do so right on the form. Simply write: I have 

discussed my wishes with my health care agent and alternate and they know my wishes including those 

about artificial nutrition and hydration.  

If you wish to make more specific instructions, you could say:  

If I become terminally ill, I do/don’t want to receive the following types of treatments.... 

If I am in a coma or have little conscious understanding, with no hope of recovery, then I do/don’t want 

the following types of treatments:.... 

If I have brain damage or a brain disease that makes me unable to recognize people or speak and there is 

no hope that my condition will improve, I do/don’t want the following types of treatments:.... 

I have discussed with my agent my wishes about____________ and I want my agent to make all decisions 

about these measures. 

Examples of medical treatments about which you may wish to give your agent special instructions are 

listed below. This is not a complete list: 

• artificial respiration

• artificial nutrition and hydration (nourishment and water provided by feeding tube)

• cardiopulmonary resuscitation (CPR)

• antipsychotic medication

• electric shock therapy

• antibiotics

• surgical procedures

• dialysis

• transplantation

• blood transfusions

• abortion

• sterilization

Item (5)  
You must date and sign this Health Care Proxy form. If you are unable to sign yourself, you may direct 

someone else to sign in your presence. Be sure to include your address. 

Item (6)  
You may state wishes or instructions about organ and/or tissue donation on this form. A health care agent 

cannot make a decision about organ and/or tissue donation because the agent’s authority ends upon your 

death. The law does provide for certain individuals in order of priority to consent to an organ and/or tissue 

donation on your behalf: your spouse, a son or daughter 18 years of age or older, either of your parents, a 

brother or sister 18 years of age or older, a guardian appointed by a court prior to the donor’s death, or 

any other legally authorized person. 

Item (7)  
Two witnesses 18 years of age or older must sign this Health Care Proxy form. The person who is 

appointed your agent or alternate agent cannot sign as a witness. 



Health Care Proxy 
(1) I, _________________________________________________________________________ 

hereby appoint _________________________________________________________________  

  (name, home address and telephone number)  

_____________________________________________________________________________  

_____________________________________________________________________________ 

as my health care agent to make any and all health care decisions for me, except to the extent that 

I state otherwise. This proxy shall take effect only when and if I become unable to make my own 

health care decisions. 

(2) Optional: Alternate Agent  
If the person I appoint is unable, unwilling or unavailable to act as my health care agent, I hereby  

appoint _______________________________________________________________________  

 (name, home address and telephone number)  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

as my health care agent to make any and all health care decisions for me, except to the extent that 

I state otherwise. 

(3) Unless I revoke it or state an expiration date or circumstances under which it will expire, this 

proxy shall remain in effect indefinitely. (Optional: If you want this proxy to expire, state the 

date or conditions here.) This proxy shall expire (specify date or conditions): 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

(4) Optional: I direct my health care agent to make health care decisions according to my wishes 

and limitations, as he or she knows or as stated below. (If you want to limit your agent’s 

authority to make health care decisions for you or to give specific instructions, you may state 

your wishes or limitations here.) I direct my health care agent to make health care decisions in 

accordance with the following limitations and/or instructions (attach additional pages as 

necessary): 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

In order for your agent to make health care decisions for you about artificial nutrition and 

hydration (nourishment and water provided by feeding tube and intravenous line), your agent 

must reasonably know your wishes. You can either tell your agent what your wishes are or 

include them in this section. See instructions for sample language that you could use if you 

choose to include your wishes on this form, including your wishes about artificial nutrition and 

hydration. 
(5) Your Identification (please print)  

Your Name 

_________________________________________________________________________________  

Your Signature_______________________________________________ Date _________________ 

YourAddress______________________________________________________________________

_________________________________________________________________________________ 



(6) Optional: Organ and/or Tissue Donation  
I hereby make an anatomical gift, to be effective upon my death, of: 

(check any that apply) 

■ Any needed organs and/or tissues

■ The following organs and/or tissues

_________________________________________________________________________________

_________________________________________________________________________________ 

■Limitations______________________________________________________________________

If you do not state your wishes or instructions about organ and/or tissue donation on this form, it will 

not be taken to mean that you do not wish to make a donation or prevent a person, who is otherwise 

authorized by law, to consent to a donation on your behalf.  

Your Signature_______________________________ 

Date________________________________________ 

(7) Statement by Witnesses (Witnesses must be 18 years of age or older and cannot be the health 

care agent or alternate.)  

I declare that the person who signed this document is personally known to me and appears to be of 

sound mind and acting of his or her own free will. He or she signed (or asked another to sign for him 

or her) this document in my presence.  

Name of Witness 1 (print)____________________________________________________________ 

Address__________________________________________________________________________

_________________________________________________________________________________

Signature_________________________________________ Date____________________________ 

Name of Witness 2 (print)____________________________________________________________ 

Address__________________________________________________________________________

_________________________________________________________________________________

Signature_________________________________________ Date____________________________ 

State of New York 

Department of Health 1430 4/08 
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