WISCONSIN INTERSCHOLASTIC ATHLETIC ASSQOGIATION ALTERNATE YEAR ATHLETIC PERMIT CARD

Physical Date L SGHQOL YEAR 20, - 20

NAME GRADE DATE OF BIRTH
Last First Middle Initial

Present Address Telephorie

Parents' Place of Employment

Family Physiclan Family Dentist

Name of Private insurance Carrier Tolephone

Subscriber Member Name (Primary Insurad)

1. | hereby give mxepennlsslnn for the above namaed student to praclice and compsts and represent the school in WIAA approved gports.

2. | alzo altest ta the fact that the above named studert has had ne h]ugcor liness serious enaugh {0 warrant a medical evaluation lortgfaﬂlclpallng this schoal year.

3, Pursuant to the requirements of the Haalth Insurance Portability and Accountability Acl of 1836 and the regulations promulgalsd theraurder (collectively known as *HIPAAY), | author-
Ize health cara providers of the student named above, Inciuding simergency medical personnel and other similarly tralned professionals that may be atanding an Interscholastic avent
or practice, to disck arge tlal mewical Information regerding the Injury and treatment of this student to sppiopriale school distrct persennal such as but not limited to:
Principat, Aihletic Divecir, Athletic Trainer, Team Physiclan, Team Coach, Administrativa Asslstant to the Athietic Direstor andvor other professianal heailh carg providets, for purposes
of raatment, emergency care and ijury record-keeplng.

4. It 8 recommended that Infermaflan regarding your chid's alergles arus prescribed medicalion be made avaiable.

PARENT: If thara Is any question thet s student may not be qualffled for athistic compsatition witheut, at leest, a parllal re-evaluafion, cantact your medical advisor before sigring card.

SIGNATURE OF PARENT DATE
ALL STUDENTS PARTICIPATING IN INTERSCHOLASTIC ATHLETICS MUST HAVE THIS ALTERNATE YEAR CARD ON FILE AT THEIR SCHOOL PRIOR YO PRAGTIGE OR PARTICIPATION
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