PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE 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 SCHDOL PRIOR YO PRACTICE DR PARTICIPATION

Physieal examination faken Apili 1 and Iheraatter Is valid fer the fallowing iwre schoal years; physical examination taken hefare April 1 Is valid only for the remalnder of that school
year and tha lellowing school yaar.

NAME (Last) (Flest) (Middie Iniftat) _______ Dats of Blith
Aga Sex___ Grmde_____ School Gity

Present Address __ Telephone

QCleared withad resiriction Qi Claared, withthe following guaiifications:

Nt cleared O Panding further evalualion i For 8li sporis QFar cartain sporls:

Heasan:

Recommandalions:

I have examined tite abave-named studenat and completed the preparticipalion physizal evalwation. Yas athlefe daes sot presend apparent clinteal contralndications to praciice and partictpate
in the spori(s) as outtined abava. A copy af lhe physieal exam Is on record [n my alffes and can he made availatife to the schog! at ifa requast of the parenls. If condltions arlsa aller fe ath-
lele has been elearad for participation, a physieian may rescind fha clearance unil} fke probicm 15 resolved and tie potenilal consequesces are campletely sxplained to the athlale {and par-
anisfgtiardians).

Name of Physiciaw {Print/Type)
SIGHATURE OF LICENSED PHYSICIAN {(MD OR DO)/PA/APNP*:

Clinic Hame
Address/Clinic Gly State Zip Code
Telephone g Date of Examination __

* Physicians may authotize Nurse Practitioners to stamp this card with the physiclan’s signature or the name of the cliric wilh which the physician Is affillated.
Parenis’ Place of Employment
Family Physician - Famity Denfist
Nama of Private [nsurance Carrier Tefephone

Subscriber Member Name (Primary Insured)

Emergency lnformation
Allergies

Other information (medication, etc.)

Immunizations  QUp to date (see aftached dasumentation) (I Not up fa date - specify
{e.g., tetanusiiphtheria; measles, mumps, rubstla; hepatitis A, B; infuienza; poliomyeliis; pneurmococeal; meningocoecal; varicelta)

1. 1 hereby give my permission for Ihe above named student to practice and compete and represent the school in WIAA approved interscholastic sports ex-
cept those restricted an this card.

2. Pursuant to the requirements of the Heafth Insurance Portability and Accountabllity Act of 1998 and the regulalions promulgated thereunder (collectively known
as "HIPAAY), { authorize health care providers ofthe student named above, including emergency medical personnel and ofher similarly trained professionals that
may be allending an inferscholastic event or practice, to disclose/exchange essential medical infomation regarding the injury and treatment of this sludent to
appropriate school dislrict personnel such as but not limited fo: Principal, Athletic Director; Athlefic Trainer, Team Physician, Team Coach, Administrative Assis-
tant fo the Athletic Director andfor other professional health care providers, for purposes of lreatment, emergency care and injuty record-keeping.

SIGNATURE OF PARENT/GUARDIAN DATE
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