PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

WISCONSIN INTERSCHOLASTIC ATHLETIC ASSQCIATION - ATHLETIC PERMIT CARD
{Frint or Typs)

ALL STUDENTS PARTICIPATING |% INTERSCHOLASTIC ATHLETICS MUST HAYE THIS CARD OM FILE AT THER SCHOOL PRIOR_T0 PRACTIGE OR PARTIGIPATION

Physical examination taken Anril T and thereafter is valid for the follawing iwe scheel years; physical sxamination taken befors April 1 is valid onfy for the rematnder of 1hal schood
year and Be following scheol year.

NAME (Lasi) (First) {Micldle Inftfaf) _____ DateofBith
Age_ Sex___ fGrade__ S8chool City

Presant Address Telephone

[ Cleared without resiriction S Tigared, with the ol lowing gaatitieations:

{3 ot cleared £ Pending further evalieation [ For alt sports 3 For certain sparis:

Reason:

Recommendations:

t have examined lhe above-named student and compleled the prepariicipation physical evaluation. The athietz does not presen apparent glinical contraindieations 1o practice and paricipate
in the sport{s) as nullined above. & copy of the physical exam is on record in my office and san be made avaltable to the school at the request of tbe narents. f corditions arise atter the alh-
lete has been cleared for participation, 2 physician may reseind the clearance until the problem is resolved and the petential consequences are completely explained to the athlste {and par-
es/guardians).

Naime of Physiclan (Print/Type)

SIGNATURE OF LICENSED PHYSICIAN (MD OR DOY/PA/ARNP*:

Clinic Narne

Address/Clinic City Stata Zip Code

Teiephone Date of Examination

* Physicians may authorize Nurse Practitioners to stamp this card with the physician’s signature ar tha name of the clinic with which the physician is affiliated.

Farsnis’ Place of Employment

Family Physician Family Dentist

Name of Private Insurance Carrier Telephona

Subscriber Member Name (Primary Insured)

Emergency Infarmation

Allergies

Other Information (medication, ets.)

Immunizations (3 Up io date (see attached documentation) [ Not up 1o date - specify
(e.g., letanus/diphtneria; measies, mumps, rubella; hepatitis 4, B; influenza; poliomyelitis; pneumocoecal; meningocoseal; varicela)

1. Lhereby give my permissicn for the above named student to practice and compete and represent the school in WIAA approved interscholastic sparts ex-
capt thosa restricted on this card.

2. Pursuant to the requirements of the Health Insurance Portability and Accountability Act of 1996 and the regulations promulgated thereunder (collectively known
as “HIPAA"), | authorize health care providers of the student named aboeve, including emergency medical personngl and other similarly trained professionals that
may be attending an interscholastic event or practice, to disclose/exchange essential medical information regarding the Injury and freaiment of this student to
approptiate school district perscnnel such as tut not limited to: Principal, Athielic Director, Athletic Trainer, Team Physician, Team Coach, Administrative Assis-
tant to the Athletic Director and/or other professional health care providers, for purposes of treatment, emergency care and injury record-keeping.

SIGNATURE OF PARENT/GUARDIAN DATE




