
11 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 DN fllEAT THEIR SCHOOL PRIOR TO PRACTICE OR PARTICIPATION 

Phys I cal examlnallon la ken Apr/11 and theraattar Is valld ror the foll owing two s:chool years; phys lea I examination taken before Aprll 1 ls valid only for the remainder of !hat !chool 
year and me loll owing school year. 

NAME (Last), _____________ _ (First) __________ _ (Mlddle lnlfl�) __ Date of Birth ____ _ 

Ago__ Sex__ Grade School, ___________________ _ City ____________ _

PresentAddrns.s ______________________________ _ Telephone __________ _ 

OCloarnd Wi1hold reslrlclioo OCloared, wlfhthe lollowlng quamti:alfons: ___________________________ _ 

a Not cieareff o P&ndlng further e,valualion □Foran sports OFormtaln sporls: ______________________ _ 

Reason: ________________________________________________ _ 

RecommendaUons: _____________________________________________ _ 

I haw examined lite above�namod s!udenl aml completed lite prnpartlclpallon phys!&al evaluallon. The athlete does nol pre,�nl apparent cllnleal conlralndlcatlon.s to pracllce and parlldpale 
!n !he spor!(s) as oumnad above. A copy of the pbyslcal exam rs 11n record fn my olf!ee and can btt made avallabfo lo the school at IIUJ requesl of Ille parenls. If conditions arfsa all er !ho altl
lole bas bettn cleared for partlclpaUon, a ph�Jc/an may rescind the clttarance unUI llltt problem Is resolved and Urn piftanltal eonsequ1111ees: am completely exp fained to the alhlete (and par
ents/tiuardlans). 

Name of Physlcian(Prlnt/Type) ______________________________________ _ 

SIGNATURE OF LICENSED PHYSICJAN (MD OR 00)/PAIAPNP•: ____________________________ _ 

CllnfcName _______________________________________________ _ 

AddresS/Cllnlc, _______ ___________ _ GI�----------- Stale Zip COde ___ _ 

TelephOne ___________________ _c ____ _ Date of Examlnallon _______________ _ 

• Physicians may authortze Nurse Practitioners to stamp thfs card With Ute physician's signature or the name of the clinic wllh which the physician Is affiliated. 

Parents' Place of Emptoyment _________________________________________ _ 

Family Physician ___________________ _ Fami!yDenfist ___________________ _ 

Name of Private Insurance Carrier _________________________ _ Telephone __________ _ 

Subscriber Member Name (Primary Insured) _____________________________________ _ 

Emergency Information 

Allergies _______________________________________________ _ 

Other Information (medication, etc.) ______________________________________ _ 

Immunizations OUptodale(seeattacheddocumentatlon) ONotuplodate�specify ______________________ _ 
(e.g., le!anuskfiphtheria; measles, mumps, rubella; hepatitis A, B; infklanza; poliomyelitis; pneumococcal; meningococcal; varicelta) 

1, I hereby give my permission tor the above named student to practice and compete arxl repr,esent the school in WIAA approved interscholastic sports ex• 
cept tl'lOse restricted on this card. 

2. Pursuant to the requlremenfs of the Health Insurance Portability and Accountabillty Ad of 1996 and the regulaHons promulgated thareunder (oollectlvely known 
as "HIPAAj, I aulho�2e health care providers ofthe sludenlnarnedabove, induding emergency medical personnel arx:I other similarly tralne<l professionals Iha! 
may be attending an Interscholastic event or practice, to disclose/exchange essential medical lnfOffilation regarding tha Injury and lreatmant of this student to 
appropriate school district personnel such as but not limited fo: Principal, Athletic Director; Athletic Trainer, Team Physician, Team Coach, AdminislraliveAssls• 
tan! to the Athletic Direcior and/or other professional health care providers, for purposes of lreatment, emergency care and injury recorcHeeping. 

SIGNATURE OF PARENT/GUARDIAN _____________________ _ DATE _________ _ 
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