B PREPARTICIPATION PHYSICAL EVALUATION
MEDICAL ELIGIBILITY FORM

WISCONSIN INTERSCHOLASTIC ATHLETIC ASSOCIATION ~ ATHLETIC PERMIT CARD
(Print or Type) '
ALL STUDENTS PARTICIPATING IN INTERSCHOLASTIC ATHLETICS MUST HAYE THIS CARD ON FILE AT THEIR SCHOOL PRIOR TO PRACTICE OR PARTICIPATION

Physical examination taken April 1 and thereafter is valid for the foliowing two school years; physical examination taken before April 1 is valid only for the remainder of that school year
and the following school year.

NAME {Last} (First) (Midele Initial) Date of Birth
Age Sex assigned at birth {F, M or Intersex) Grade School City
Present Address Telephone

L1 Medically eligible for alf sports without restriction

[ Wedically eligible for alt sports without restriction with recommendations for further evaluation or treatment of

[ Medically eligible for certein sports

LI Not medically eligible pending further evaluation
LI Not medically eligible for any sports

Recommendations:

| have examined the above-named student and completed the preparlicipation physical evaluation. The athlete does not have apparent clinical contraindications to practlce and can par-
ticipate in the sport{s) s cutlined on this form. A copy of the physical exam findings are on record in my office and can he made available to the school at the regjuest of the parents, If
conditions arise after the athlete has been cleared for participation, the physician may rescind the medical ellglblity urill the problem is resolved and the potential conssquenees are com-
pletely explained o the athlets (and parents/guardians).

Name of health care proféssional (PrintType)

SIGNATURE OF HEALTH CARE PROFESSIONAL (MD OR DO)YPA/APNP*:

Cfinic Nama

Address/Clinie City State Zip Code

Telephone Date of Examination

* PHYSICIANS may authotize Nurse Practitioners to stampg this card with the physician's signatura or the name of the clinic with which the physician is affiliated.

Parants’ Placa of Employmeant

Family Physigian Famlly Dentist

Nare of Private Insurance Carrler i Talophone

Subscriber Member Name (Primary Insured)

Emergency information

Allergies

Medications

Other Information

Immunizations 0 Up to date (see attached dosumentation) U Not up to date - specify
(e.g., tetanue/diphtheria; measles, mumps, rubelia; hepaiitis A, B; infiuenza; poliomyelitis; pneumococcal; meningococeal; varicelia)

1. Iheraby give my permisslon for the above named sfudent to practice and compete and represent the scheol in WIAA approved Interscholastic sperts excapt thesa restrictad on this card,

2. Pursuent to the requiremenis of the Health Insurance Portabllity and Accountability Act of 1986 and the regulations promulgated ersunder (collectively known as “HIPAA", | authorize health care

previders of the student named above, Including emergency medical parsonnal and other similarly trained professionals that may be attending an interscholastic event or practice, o disclose/ex-

change assential medical information regarding the Injury and traatment of this student to appropriate schoal district persannel such as but not limited to; Principal, Athletic Direcior, Athlatic Trainer,

Team Physiclan, Team Coach, Administrative Asslstant to the Athlstic Diractor and/or other professional haalth care providers, for pumposes of treatment, emergency care and injury record-keaping,

SIGNATURE OF FARENT/GUARDIAN DATE




