
 

 

Application for Intensive Hebrew Winter Ulpan 
International School 
University of Haifa 

 
Instructions 
 
All of the following materials must be submitted before your application will be 
processed: 
 
___ Application Form 
___ Medical Form 
___ Photographs: Six passport-size photographs (5 cm x 5 cm) with your name 

written on the back of each. 
___ Application Fee: A personal, bank, or traveler's check in the amount of US 

$60.00 and made payable to The University of Haifa needs to be included with 
the application.  The fee can be paid in Euro or Israeli shekels for the 
equivalent amount. 

 
 

 
 

Upon completion, all materials should be sent together to: 
 

Admissions Office 
International School 
University of Haifa 

Haifa 31905 
Israel 



 

 

Application for Intensive Hebrew Winter Ulpan 
International School 
University of Haifa 

 
 
A.  Introductory Information 

 
Name (first, middle, last):  __________________________________________________________ 

Age:  ________  Birthday:  _______________________ Circle one:     Male    Female     

Permanent Address: ______________________________________________________________ 

City  _____________  State  ________________  Zip  _________  Country  _________________ 

Permanent Phone:  _______________________________________________________________ 

Current Address:  ________________________________________________________________ 

City  _____________  State  ________________  Zip  _________  Country  _________________ 

Current Phone:  ________________________ Cell Phone:  _______________________________ 

Current Address and Phone Good Until: ______________________________________________ 

E-mail: ______________________________ Marital Status:  _____________________________  

Social Security/ID Number:  _____________  Israeli ID Number (where applicable):  ______________ 

Passport Number(s):  _____________________________________________________________ 

Countries of citizenship:  ________________ Place of birth: ______________________________ 
 
B.  Emergency Contact Information 

 
Emergency Contact Outside of Israel: 

Full Name:  _____________________________________________________________________  

Address:  ______________________________________________________________________ 

Home Phone:  ________________________ Cell Phone: ________________________________ 

E-Mail: ______________________________ Relationship to Student: ______________________ 

 
Emergency Contact Inside of Israel: 

Full Name:  _____________________________________________________________________  

Address:  ______________________________________________________________________ 

Home Phone:  ________________________ Cell Phone: ________________________________ 

E-Mail: ______________________________ Relationship to Student: ______________________ 

 
C.  Language Proficiency 
Indicate your language proficiency  
(scale: excellent, good, fair, poor, none, or mother tongue) 
 

Language Speaking Reading Writing 

English    

Hebrew    

Other:    

Other:    

Other:    

 



 

 

D. Previous Israel Experience 
Have you ever been to Israel?  __ yes ___ no 
If you participated in organized group programs, please indicate: 
 

Program Dates Length of Time 

   

   

   

   

 
If you visited independently or with family, please indicate the year of most recent visit:  _________ 
 
Were either of your parents born in Israel?    ___ Father ___ Mother  ____ No 

Are either of your parents Israeli citizens?  ___ Father ___ Mother  ____ No 

 
E.  Additional Information 

 
 
 
How did you find out about the International School at the University of Haifa? (check all that apply) 
___   A friend told me about the program 
___ An alumni told me about the program.  Name of alumni: _____________________________ 
___ I met your representative at: ___________________________________________________ 
___ I saw an advertisement for the program in a newspaper or magazine.  Name of  
 publication:  ________________________________________________________________ 
___ I received information through my campus study abroad office 
___ I received information from my campus Hillel 
___ A professor or advisor recommended the program 
___ I saw the International School’s website 
___ I found the program listed on another web page.  Specify:  ___________________________ 
___   Other (please specify)  _______________________________________________________ 
 
 
You may release my name, address, phone number, and e-mail to other students accepted to 
University of Haifa study abroad programs  ___ yes      ___ no 
 
You may release my name, address, phone number, and e-mail to organizations or individual 
students who request information about Haifa University students, at your discretion   
___ yes   ___  no 



 

 

F.  Terms and Conditions  
1.  I understand that upon my admission to the University of Haifa, my signature on this application 

form constitutes an agreement between myself and the University as to the terms of my 
compliance with all University regulations as well as the decisions of the University authorities.  

2.  The University will not be liable for any accident caused to me, and I hereby waive and release 
the University and its respective officers, employees and agents from any and all claims for any 
injury, damage, loss or expense arising from   

a.  the acts of any officer, employee or agent of the University, of any participant in the 
Program, or any other person, firm or corporation; or:  
b.  any illness or accident suffered by me, whether the injury, damage, or loss or expense 
occurs during the period of my participation in the Program or while I am in transit between 
my home and the University. 

Note: Students in the International School, like any other University of Haifa students, are 
insured by the University of Haifa against damage caused by negligent acts or omissions on the 
part of the University of Haifa or its employees, sustained either on the grounds of the University 
of Haifa, or while participating in activities initiated by the University of Haifa, even if they are 
outside the grounds of the University 

3.  The University is not liable for any loss or damage to my property. Therefore it is recommended 
that I arrange in advance of my departure, adequate insurance coverage for theft, loss or 
damage to any personal belongings of material value which I may take with me.  

4.  All students in the International School must have a valid health insurance policy for the duration 
of their studies in Israel. The University of Haifa provides students with an Israeli health 
insurance for their period of study.  If a student does not qualify for the Israeli health insurance, 
then the student must arrange health insurance independently.  This policy may be an 
extension of the student's family health coverage or a policy issued by the student's home 
university, but must be valid for Israel. 

5.  I am aware of and accept the University regulations prohibiting the possession, use, sale or 
transmission of marijuana, hashish, or any other illicit drugs or narcotics. I understand that any 
student found guilty of such may be subject to unconditional dismissal from the University, 
without any recourse.   

I certify that the information given on this application is correct to the best of my knowledge.  
   
   

Signature of Student: ______________________________      Date: ______________________  

Signature of Parent or Guardian (for students under age 18): _________________    Date: _______ 



 

 

Medical Examination Form 
International School 
University of Haifa 

 
Part 1:  To be completed by applicant 
 
Name:  _____________________________   E-mail Address:  ____________________________ 

Social Security #:  _____________________ Passport #:  _______________________________ 

 
Medical History:  Please check all that apply and include dates 
 
_____   Heart Disease (including Rheumatic Fever) ___ / ___ / ____ 

_____   Gastrointestinal Disease (including ulcer) ___ / ___ / ____  

_____   Liver Disease ___ / ___ / ____  

_____   Kidney Disease ___ / ___ / ____  

_____   Mental Disease (including depression)  ___ / ___ / ____ 

_____   Neurological Disease (including epilepsy)  ___ / ___ / ____ 

_____   Lung Disease (including asthma)  ___ / ___ / ____ 

_____   Diabetes ___ / ___ / ____  

_____   Tuberculosis  ___ / ___ / ____ 

_____   Anemia  ___ / ___ / ____ 

_____   Hernia ___ / ___ / ____  

_____   Hypertension ___ / ___ / ____ 

 
Other diseases not listed above (including dates):  ______________________________________ 
_______________________________________________________________________________ 

 
Detail major operations and/or hospitalizations (including dates):  __________________________ 
_______________________________________________________________________________ 

 
Detail all allergies and drug reactions:  ________________________________________________ 
_______________________________________________________________________________ 
 
 

Applicant's Statement:  

I hereby certify to the best of my knowledge that the above medical information is correct. I 

understand that any illness suffered prior to arriving in Israel that has not been described on this 

medical form may result in my return to my country of origin at my own expense, or result in my 

treatment in Israel at my own expense. I affirm that I am not addicted to illegal substances (such as 

narcotics) and I understand that my use of such illegal substances may be grounds for my 

dismissal from the International School and the University of Haifa.  

Signature of applicant: _____________________________      Date: _______________________  

Signature of parent or Guardian (for under 18's): ______________________    Date:  __________  



 

 

Medical Examination Form 
International School 
University of Haifa 

 
Part 2: To be completed by a licensed physician who is not related to applicant 
 
Name:  _____________________________   E-mail Address:  ____________________________ 

Social Security #:  _____________________ Passport #:  _______________________________ 

 
Notes to the Examining Physician:  Your medical report is necessary for our evaluation of the 
student's application.  Any applicant who has been under the care of a specialist must submit a 
written detailed report giving complete diagnosis, prognosis, and evaluation.  If any changes arise 
in the applicant's condition within the last 10 days before departure, the application must submit a 
full explanatory medical letter.  This information will be treated confidentially.   
 
Physical Health 
    Normal  Abnormal Describe Abnormality 
Hearing   _____    _____  ____________________________ 

Vision   _____    _____  ____________________________ 

Chest, Lungs   _____    _____  ____________________________ 

Heart    _____    _____  ____________________________ 

Vascular System  _____    _____  ____________________________ 

Abdomen   _____    _____  ____________________________ 

G.I. System   _____    _____  ____________________________ 

G.U. system   _____    _____  ____________________________ 

Upper Extremities  _____    _____  ____________________________ 

Lower Extremities  _____    _____  ____________________________ 

Spine    _____    _____  ____________________________ 

Nervous System  _____    _____  ____________________________ 

Mental State   _____    _____  ____________________________ 

 

Height:  ____  ft.  ____  in. Weight:  ____  lbs. 

Urinalysis:  __________________________ VDRL:  ___________________________________ 

Hemoglobin:  ___________________________________________________________________ 

 

Current Medications: 

Generic Name:  Dosage:   Purpose: 

_______________________ ________________________ ____________________________ 

_______________________ ________________________ ____________________________ 

_______________________ ________________________ ____________________________ 

_______________________ ________________________ ____________________________ 

 
 
 



 

 

Mental Health 

Is the individual currently involved in psychological therapy of any kind?  ______________ 

If so, with whom?  ___ psychiatrist  ___ psychologist   

   ___ counselor  ___ social worker 

 

Is there any history of psychological or psychiatric care?  If yes, give dates:  

_______________________________________________________________________________ 

 

Has the applicant ever been advised to have counseling, psychotherapy, or psychiatric care? If 

yes, please explain circumstances. 

_______________________________________________________________________________ 

 

Additional comments:  

_______________________________________________________________________________

_______________________________________________________________________________ 

 
 
Physician's Statement 

1. I have read the "Notes to the Examining Physician" on the first page of the Medical Form and 

thereafter examined ________________________.  The results I have recorded represent, to 

the best of my knowledge, all the applicant's medical history and my findings on examination.  I 

understand that the program organizers in Israel rely on my report.  In my opinion, the 

applicant is physically, mentally, and emotionally capable of studying at the University of Haifa.         

___ Yes ___ No                                                                                                                       

If no, please explain:  _____________________________________________________ 

2. I recommend full physical activity.              ___ Yes ___ No  

If no, please explain:  __________________________________________________________ 

3. I recommend certain restrictions.                ___ Yes ___ No  

If no, please explain:  __________________________________________________________ 

4. The applicant can withstand certain changes in diet from which s/he is accustomed.   

___ Yes ___ No  If no, please explain:  _____________________________________ 

 

Physician's name (please print or type):  ______________________________________________ 

Address: _______________________________________________________________________  

Telephone: ______________ License Number:  ______________ Date:  _________________ 

 

Stamp and signature of physician: ___________________________________________________ 

 

 


