
Commerce	
  High	
  School	
  Athletic	
  Training	
  
Student-­‐Athlete	
  Health	
  Care	
  Provider	
  Visit	
  Form	
  

	
  
The	
  Commerce	
  High	
  School	
  Athletic	
  Training	
  staff	
  would	
  like	
  you	
  to	
  complete	
  this	
  form	
  so	
  our	
  
office	
  has	
  documentation	
  of	
  the	
  athletes	
  visit	
  as	
  well	
  as	
  any	
  related	
  recommendation	
  you	
  have	
  
for	
  his/her	
  rehabilitation	
  and	
  other	
  care.	
  We	
  thank	
  you	
  in	
  advance	
  for	
  getting	
  this	
  to	
  our	
  office	
  
as	
  quickly	
  as	
  possible.	
  

	
  
Date	
  of	
  visit:	
  ____________	
   Name:	
  _________________________	
  Sport:	
  _______________	
  
	
  
Physician	
  Name:	
  _______________________________Physician	
  Phone#:_________________	
  
Physician	
  Address:	
  _____________________________________________________________	
  
Physician	
  Email:	
  _______________________________	
  Physician	
  Fax#:	
  ___________________	
  
	
  

1. Diagnosis:	
  _______________________________________________________________	
  
________________________________________________________________________	
  

	
  
2. Prescribed	
  treatment	
  and	
  rehabilitation	
  protocol:______________________________	
  

________________________________________________________________________	
  
________________________________________________________________________	
  
________________________________________________________________________	
  
________________________________________________________________________	
  
________________________________________________________________________	
  

	
  
3. Is	
  the	
  athlete	
  released	
  to	
  full-­‐contact	
  athletic	
  activity?	
  	
   YES	
   NO	
  

Restrictions/modifications:	
  _________________________________________________	
  
________________________________________________________________________	
  
________________________________________________________________________	
  
________________________________________________________________________	
  
________________________________________________________________________	
  

	
  
	
  

4.	
   Follow-­‐Up	
  	
   YES	
   NO:	
  	
  When:	
  ____________________________________________	
  
	
  
	
  
Physician	
  Signature:	
  __________________________________________	
  Date:	
  _____________	
  
	
  
	
  
Please	
  return	
  Form	
  to:	
  
Amanda	
  Parsley	
  MS,	
  ATC,	
  LAT	
  
Head	
  Athletic	
  Trainer	
  /	
  Commerce	
  High	
  School	
  
903-­‐886-­‐3756	
  (office)	
  /	
  903-­‐	
  (Fax)	
  	
  
amanda.parsley@commerceisd.org	
  


