
 
 

Application for admission into 
The European Studies Program 
 
All students must complete this form prior to taking part in any study abroad program. 
The completed application should be returned to: Dr. Kaylene Barbe 
 Sarkeys 116 or OBU Box 61166 
 878-2348 
 
Travel dates: June 2 to June 27, 2009 
 
Location(s): Strasbourg (France), Berlin (Germany), Paris (France) 
 
Responsible faculty member: Dr. Kaylene Barbe 
 
 
Instructions 
Please complete all sections, include all necessary 
attachments, sign and date the form and return it to 
address above by January 21, 2009. 
 
1. Personal Information  OBU ID#: 
Last name 

 

First name 
 

 

Gender (check as appropriate) M  □ F □ 

 
 

Date of Birth day month year 

 

Email address 
 
 

 

Current address 

 

 
 

 
 

 
 
 

Valid until 

 

Phone 

 

 
 
 

Permanent address (if different from current address) 

 

 
 

 
 

 
 

 
 

 
Emergency Contact 
Name 

 

Relationship 

 

Address 

 

 
 

 
 

 
 

Phone (home)   

Phone (office) 

 

Email address 

 

 
 

2. Passport Information 
Citizenship: 

  □ I have a valid passport 

  □ I do not have a passport (continue to #3) 

 

Passport # 

 

Place of issue 

 

Date of issue 

 

Date of expiration                                                                                          
Name As It Appears on Your Passport 
_______________________________________________ 
3. Health and Medical Information 
 Note: The information you provide below will not be 
used in any way to determine eligibility for this program.  
The following questions are designed to aid the sending 
and receiving university staff in the event of an emergency.  
The information you provide will remain confidential and will 
only be shared with the program staff and faculty. 

 

General state of health (check as appropriate) 

Excellent □ Good □ Fair □ Poor □ 

 

Describe any health conditions you have that require 
medical maintenance: 

 

 
 

 
 

Describe any other health concerns that you have at this 
time: 

 

 
 

 
 

Do you have any medical allergies?  If so, please list: 

 
 

 

 
 

 

Do you have any food allergies?  If so, please list: 
 
 

 

 
 

 

Do you have any dietary restrictions?  If so, please 
indicate: 

 

 
 

 
 

Do you have any medical conditions we should be aware 
of? 

 

 
 

 



4. Academic Information 
College / University currently attending 
 
 

Major field of study 
 

Minor field of study 
 

No. of hours accumulated 
 

Classification (check as appropriate) 

Freshman □ Junior □ 

Sophomore □ Senior □ 

Graduate □ 
 

Expected date of graduation: 
List the names of two professors or faculty who are familiar with your academic work and who could be a reference 
for you: 
Name of professor: ______________________________ 
 

Department: ___________________________________ 
 

Phone: _______________________________________ 
 
Name of professor: ______________________________ 
 

Department: ___________________________________ 
 

Phone: _______________________________________ 
 
 
 

List the courses for which you are seeking credit through this program: 
 
 

 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
In case of an injury, I hereby authorize and give consent to the program leaders to obtain and provide medical 
treatment and services for ________________________ 
as deemed necessary.                   (applicant name) 
 
______________________________________________ 
Signature of parent/guardian Date 
(required for applicants under the age of 18) 



 
 
5. Terms and Conditions Statement 
 I acknowledge that participation in a study abroad program involves some risk of injury, illness, or loss of 
personal property.  I agree to release and forever discharge Oklahoma Baptist University, its members individually, 
and its officers, agents, and employees, for all claims, demands, rights, and causes of action of whatever kind or 
nature, arising from unknown, foreseen and unforeseen bodily and personal injuries, including death, damages to 
property and the consequences thereof, resulting from my participation in this study abroad program and related 
activities. 
 I certify that, to the best of my knowledge, I am in good health and physically capable of undertaking an intensive 
program of foreign study; any medical or health-related problems have been explicitly described in this application. 
 I further agree that I shall be subject to the supervision and authority of the faculty in charge and to the standards 
stipulated by the faculty in charge.  I further acknowledge that the supervising faculty or program director has sole 
authority to make decisions regarding the continued participation of any individual in the program whose conduct may 
necessitate disciplinary action.  I further acknowledge the supervising faculty or program director to obtain and 
provide medical treatment and/or services that I may require during this study abroad program. 
 Finally, I am aware of and agree to abide by the following payment  condition: 

• A $250 non-refundable deposit is due by February 4, 2008. 
• The balance will be due in two parts: 

$1500 will be due on March 17th 
  $3200 will be due on April 14th 

 I further acknowledge and accept the schedule for refunds prior to departure, should I withdraw from the 
program.  I accept the following penalties for late withdrawal, as follows: 

• 30 days prior to departure – 75% of total price* 
• 29-16 days prior to departure – 50% of total price* 
• 15-0 days prior to departure – 25% of total price* 

*Additionally, any unrecoverable expenses or cancellation charges imposed by the airlines may also further reduce the actual amount which is 
refunded. 
 
 Note: In order for refunds to be processed, all withdrawals must be made in writing and will take effect the day 
the responsible faculty member signs and approves it. 

 

 

 

I hereby verify that all information provided on this form or in the attachments is true and complete to the best of my 
knowledge. 

 

______________________________________________ 
Signature of applicant Date 
(required) 
 
 


