MEDICAL RELEASE FORM
Botswana Government Training Sponsor ships

[, , authorize any hedth care provider who treats me to

rlease any and dl information regarding my hedth to the Embassy of Botswana This
authorization covers dl medica professordls, including, but not limited to, my primary
care physgcian, any other medicd specididt, and/or emergency room hedth professond |
conault. Specificaly, | dlow the rdease dl information, including diagnoss, prognosis,
and treatment, regarding any illness or other medicd condition | may have. The Embassy
of Botswana is further authorized to release information about my medica condition to
an other third party, which needs the information in order to participate effectively in the
adminigraion of my scholarship.  This authorization is vaid for the duraion of my

academic program.

Signed. Date;

Dear




