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FLORIDA ATLANTIC UNIVERSITY COLLEGE OF MEDICINE
SELF-INSURANCE PROGRAM

Extra-Curricular Student Activity (ECSA)

Student Name:  ___________________  
FAU Identification Number:  ____________________

College:            ___________________

Name and Address of Entity Providing ECSA:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name and Contact Information of ECSA Supervisor:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Description of ECSA:  ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ (Attach Additional Sheet if Necessary)

Date(s) of ECSA:  ___________________________

I, ______________________________, certify that the information set forth above is true to the 
                (Name of Student)
best of my knowledge and belief:

________________________________________      __________
                    Student’s Signature                                         Date


                                                       CONFIRMATION

I have reviewed the information set forth above and confirm that while engaged in the Extra-Curricular Student Activity set forth above, the student will be participating in an approved course of study or training program of the Florida Atlantic University College of ____________.

________________________________________     __________ 
                     Dean’s Signature                                          Date             


Please FAX (352-273-5424) or email ( reidm@ufl.edu ) a copy of completed
form to:  FAUCOMSIP, Attn: Merry Reid

