~ E PREPARTICIPATION PHYSICAL EVALUATION
MEDICAL ELIGIBILITY FORM

WISCONSIN INTERSCHOLASTIC ATHLETIC ASSOCIATION ~ ATHLETIC PERMIT CARD
(Print or Type)
ALL STUDENTS PARTICIPATING IN INTERSCHOLASTIC ATHLETICS MUST HAVE THIS CARD ON FILE AT THEIR SCHOOL PRIOR TO PRACTICE OR_PARTICIPATION

Physlcal examination taken April 1 and thereafter Is valld for the following two school years; physical examination taken bafore Aprll 1 Ie valld only for the remalnder of that schoo! year
and the following school year.

NAME (Last) (Flrsty (Middie Inttial) Dats of Birth
Age Sex assigned at hirth (F, M or Intersax) Grade ____ School City
Present Address Telephone

O Medically eliglble for all sports without restriction

0 Medically ellglble for all sports without restrictlon with recommendations for further evaluatlon ot treatment of

0 Medically ellgible for certaln sports

13 Kot medically eligible pending further evaluation
[ Not medically eliglble for any sporis

Recomimendations:

1 have examined the above-named student-and completed the prepartlclpation physical evaluatlon, The athlete does not have apparent clinical contralndicatlons to practice and can par-
ticlpate in the spart(s) as outlined on this form. A copy of the physical exam findings are on record In my office and can be made avallable to the soheol at the request of the parents, It
conditlons arlse after the-athlete has been cleared for partlcipation, the physiclan may rescind the medical eligiblity untll the problem Is resolved and the potentlal consequences are com-
pletely explalned to the athlets (and parents/guardians).

Name of health care professlonal (Print/Typs}

SIGNATURE OF HEALTH CARE PROFESSIONAL (MD OR DOYPA/APNP*:

Clinlc Name

Address/Clinlc Clty State Zp Code

Telephaone Date of Examination
“PHYSICIANS may authorize Nurse Practiioners to stamp this card with the physlclan's signature or the name of the dlinic with which the physiclan Is affifiated.

Parents' Place of Employment

Family Physlclan Family Denfist

Name of Privale Insurance Carrier Telephone

Subscriber Member Name (Primary Insured)
Emergency Infotmation.
Allergles ; s

Medications

Othet Informatlon

Immunizations O Up to date (sea attached documentation) T Not up to date - spacify
(e.g.,telanus/diphtheria; measles, mumps, rubelfa; hepatlils A, B; Influsnza; pollomyeliis; pneumococcal; meningococcal; varicella)
1. lhereby glve my permlsslon for the above named student to practice and compete and represent the school In WIAA approved Interscholastlc sporis except thoss restricted on this card.
2, Pursuant to the requiretments of the Heallh Insurance Portabifity and AccountablBty Act of 1996 and the regutations promulgated thereunder (collectively known as *HIPAA™, | autharize health care
providers of the student named above, Including emergancy medieal personne! and other similarly trained professlonals that may be atiending an Interscholastic event or praciice, to disclose/ex-

change essentlal medical information regarding the Injury and treatment of this studant to appropriate school district personnel such as but not fimited to: Princlpal, Athlefic Director, Athlstio Tralner
Team Physlclan, Team Goach, Adminisirativa Assistant to the Athletic Director and/or other professional health care providers, for purposes of traatment, smergency care and injury record-kaeplng:

SIGNATURE OF PARENT/GUARDIAN DATE




