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	East View High School

Athletic Training
4490 E University
Georgetown, TX 78626

Fax: (512) 943-1817
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	Physicians Referral


Name: ______________________ Date: ___________ Grade: _________ Sport/Activity: _____________________

Evaluating Athletic Trainer Notes:  _________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Evaluated by: ___________________________________________

	To Be Filled Out By Parent / Guardian


I _________________________ give ________________________ permission to release medical information for 
        Parent/Guardian Name (Print)
               Physician and/or Clinic Name





                   
_________________________related to his/her _____________________ injury/illness to become a confidential record of the East View                

                     Athlete Name                                                                                     Injury/Illness
Athletic Trainers.      ____________________________  __________
                                        Parent/Guardian Signature
            Date
	Please provide the following information so this individual may be treated according to your instructions.


Diagnosis: ______________________________________________________________________________________

	RECOMMENDED ACTIVITY
	RECOMMENDED THERAPY (check all that apply)

	_____ Complete Rest          _____ Weeks  _____ Days

_____ Non-Contact workout          _____ Weeks  _____ Days
_____ Full Contact 
Restrictions: __________________

____________________________________________________

____________________________________________________

____________________________________________________

____________________________________________________

_____ Release to Athletic Trainer / Treat as Needed


	_____ Cold / Hot Therapy             _____ Flexibility / ROM

_____ Flexibility Exercises            _____ Bike

_____ Core Activities                     _____ Jog / Run

_____ Cupping                               _____ Agility Drills

_____ Muscle Stimulation             _____ Lower Body Workout

_____ Ultrasound                           _____ Upper Body Workout

_____ Dry Needling                       _____ Tape / Brace

_____ Progressive Resistive Exercises

_____ Other: _________________________________________


Any Special Instructions/Limitations: _______________________________________________________________

________________________________________________________________________________________________

Date of next appointment (if necessary): ______________________ Office Phone #: _________________________

Printed Name of Physician/Stamp: __________________________________ Fax #: _________________________

Signature or Physician: ___________________________________
	Please return this form with the student, or by fax, as they may be unable to participate without the completed form.


Thank You,

Melissa A, Harrington, M.Ed., ATC, LAT
     




Malia Garza, M.Ed., ATC, LAT
Athletic Trainer






           

Athletic Trainer

Office: (512) 943-1800 x 8122





   
 Office: (512) 943-1800 x 8109
Cell: (512) 848-6536






   
Cell: (512) 876-7241
