PiAA COMPREHENSIVE INITIAL
PRE-PARTICIPATION PHYSICAL EVALUATION

INITIAL EVALUATION: Prior to any student partisipating in Prastices, inter-8chool Practices, Scrimmages, and/or Contests,
at any PIAA member school In any scheol year, the student is required to (1) complete a Comprehansiva Initial Pra-
Participation Physical Evaluation (CIPPE); and (2) have the appropriate person(s} completa the flrst six Sections of tha
CIPPE Form. Upon completion of Sections 1 and 2 by the parent/guardian; Sections 3, 4, and 5 by the student and
parent/guardian; and Section 6 by an Authorized Medical Examiner (AME), those Sections must be turned In to the
Principal, or the Principal’s designee, of the student's schoo! for retention by the school. The CIPPE may not be authorized
sarlier than May 1% and shall ba effeciive, ragardiess of when performed during & school year, untll tha fatter of the next
Apri) 30™ or the canclusion of the spring sports season,

SUBBEQUENT SPORT(S) IN THE SAME SCHOOL YEAR: Following complation of a GIPFE, the same student seeking to
participate in Practices, inter-School Practices, Scrimmages, and/or Contests In subsequent spore(s) In the same schoal
year, must complete Sectian 7 of this form aned must turn in that Section to the Principal, or Princlpal's designee, of his or
her school. The Principal, or the Principal's designae, will then determine whather Saction & need be complatad.

[SECTION 1: PERSONAL AND EMERGENCY INFORMATION]

PERZONAL INFORMATION
Student's Name MalefFemale (circle one)

Date of Student's Birth: / / Age of Studant on tast Birthday: Grade for Current Schaol Year:

Current Physical Address

Curren't Horme Phone # { H Parent/Guardian Current Cellular Phone #( }

Parent/Guardian E-mail Addrass:
Fall Spart{s): Winter Sport(s): Spring Sport{s):

EMERGENCY INFORMATION

Farent's/Guardian's Name Relaticnship

Address Emaergency Contact Telephone # { )

Secondary Emergancy Gontact Person's Name ‘ Relationship-

Address | Emergency Cantact Telephone # { )

Medical insurance Carrier Palicy Number

Address Telephone # ( )

Family Physician's Name . MD or DO (circle one)
Address Telephone # ( )

Student’s Allergies

Student’s Health Condition(s) of Which an Emergency Physician or Other Medical Personnel Should be Aware

Student's Prescription Medications and conditions of which thay are baing prescribed

Revised: March 24, 2024 BOD approved




ISECTION 2: CERTIFICATION OF PARENT/GUARDIAN|

The student’s parent/guardian must complete all parts of this form.

A, | hereby give my censant for born oh

who turned ort his/her last birthday, a student of Schosgl
and a resident of the public schoal district,
to participate in Practices, Inter-Gehoot Practices, Scrimmages, and/or Gontests during the 20 - 20 school year

in the sport{s) as indicated by my signature(s} foilowing the name of the said sport{s) approved below.

Fall Signature of Parent Winter Signature of Parent Spring Signature of Parent
Sports ar Guardlan Sparts or Guardian Sports or Guardian
Cross Baskalball Basebalt
EEZLE';W Bowliing Bays
Hockey Compalilive léa?r?sse
Foolkall Spirtt Suad "
: Girls’ | Lagrossa
Golf Gymnastics Softball.
Soguer Rifie Boys'
irls' ey Teonis
Girls Swimming -
Tennis and Diving Tc;aclé.& Field
Girts’ Track & Field { Ut‘oc*’)
Volleyball {indaor) Boys
Water Whreatling \éﬂ![aybal!
Pola ther
Other Other
8. Understanding of eligibility rules: | hereby acknowlsdge that | am familiar with the requirements of PIAA

concerning the eligibility of students at PIAA member schoois to participate in Inter-School Practices, Scrimmages, and/or
Contests invelving PIAA member schools, Such requirements, which are posted on the PIAA Web site at www,piaa.org,
include, but are not necessarily limited to age, amateur status, schogl attendance, health, fransfer from one school to
another, season and qut-of-seasoh rules and regulations, semestars of altendance, seasons of sports participation, and
aeademic performance. :

Parent's/Guardian's Signature Pate / /.

C. Disclosure of records needed to determine eligibility: To enable PIAA o determine whather fthe herain named
student is eligible to participate in interscholastic athietics involving PIAA member schaols, | hereby consent to the ralease
to PIAA of any and all portions of school record files, beginning with the seventh grade, of the herein namead student
specifically including, without fimiting the generality of tha foregolng, birth and age recerds, name and residence address
of parent(s} or guardian(s), residence address of Ihe siudent, health records, academic wark completed, grades received,
and attendance data,

Parent's/Guardian’s Signature Date ! !

. Permission o use hame, {ikenass, and athletic information: | consant fo PIAAs use of the herein named
student’s name, likeness, and athletically related information in video broadeasts and re-broadcasts, webcasts and raports
of Inter-School Practices, Scrimimages, and/or Contests, promiotional literature of the Agsoclation, and other materials and
releases refated to interscholastic athlatics.

Parent's/Guardian’s Signature Date / /

E. Permission to administer emergency medical care: | consent for an emergency medical eare provider to
administer any emergency medical care deemed advisable to the walfare of the herein named student while the student is
practicing for or participating in later-School Practices, Scrimmagas, end/or Contests. Further, this authorization permits,
if reasonable efiorts to contact me have been unsuccessful, physicians to hospitalize, secure dppropriate consulation, to
order injections, anesthesia (local, general, or both) or surgery for the herein named student. | hersby agree to pay for
physicians' andior surgeons’ fees, hospital charges, and related expenses for such emergency medical cara, | further
give permission to the school's athletic administration, coaches and medical staff to consult with the Authorized Medical
Professional who executes Section 7 regarding a medicai condition or injury to the herein named student.

Parent's/Guardian’s Signature Date / /

F. Confidentiality: The information on this CIPPE shall be treated as confidential by school personnel. It may be used
by the school's athlelic administration, coaches and medical staff lo determine athletic ellgibilty, to identlfy medical
conditions and injurias, and to promote safety and Injury prevention. in the event of an emergsncy, the information
containad in this CIPPE may be shared with amergency medical personnel.  Information about an injury or medical
condition will not be sharad with the public or media without writien consent of the pareni(s) or guardian(s),

Parent's/Guardian’s Signature Date / /




ISECTION 3: UNDERSTANDING OF RISK OF CONCUSSION AND TRAUMATIC BRAIN INJURY]

What is a concussion?
A coricussion I8 a brain injury that:
« Is caused by a bump, blow, or jolt fo the head or body.
Can change the way a student's brain normally works,
Can ogcur during Practices and/or Contestis in any sport,
Can happen even ¥ a student has not kst consclousness.
Can be sérious even If a student hag just been "dinged” or “had thelr bell rung.”

& » » @

All concussions are serfous. A concussion can affect a student's ability ta do schoolwark and ather activities (such as
playing video games, working on a computer, studying, dtiving, or exarcising), Most students with & concussion get
hetter, but it is imporiant to give the concussed student's brain time to heal.

What are the symptoms of a concussion?
Concussions cannot be seen; however, Ih a potentizily concussed student, one or more of the symptoms listed below
ray become apparent and/ot that the student "doesn’t fesl right” soon after, a few days after, or aven weeks after the

injury.
» Headache or “pressure” in head « Fealing slugglah, hazy, foggy, or groggy
+  Nauses or vorniling « Difficulty paying attention
« Balance problems or dizziness s Memory probietns
«  Double or blurty vision =+ Confusion
« Bothered by light or nolse

What shouid students do if they belisve that they or someonas slse may have a concussion?

= Students feeling any of the symptoms set forth above should immediately tell their Coach and their
parents. Also, If they notice any teammate evidencing such symptoms, they should immediately tell thelr Coach,

+ The student should be evaluated. A licensed physiclan of medicing or tsteopathic madicine (MD or DO),
sufficlently familiar with current concusgsion managament, should examine the student, determing whether the
student hag a concussion, end dststiming when the student [s cleared to return o participate in interscholastic
athlatics.

s Concussed students should give themsalves time to get batier. If a student has sustained a concussion, the
student's brain needs time to heal. While a concussed student's brain Is still healing, that student is much more
likely to have another concussion. Repeat concussions can increase the time It takes for an already concussad
student to recover and may cause more damage to that student's brain. Such damage can have long term
canseguences. It Is fmportant that a concussed student rast and not retur to play untif the student receives
permission fram an MO or DO, sufficlently famillar with currgnt concussion management, that the student s
symptom-frae. '

How can students prevent a concussion? Every soort is different, but there are steps students can take to protect
themselves. 4
« Use the proper sporfs equipment, including personal pretective equipmant, For equipment to properly protect a
student, It must be;
The right equipmant for the sport, position, or activity,
Worn correctly and the correct size and fit; and
Uzed every time the student Practices and/or competes.

«  Follow the Coach's rulas for safely and the rules of the sport,
¢ Practice good sparismanship at alf fimes.

If a student believes they may have a coneussion: Don't hide it. Reportit. Take time to rasover,

b hereby acknowledge that | am familiar with the nature and risk of concussion and traumatic brain njury while
participating In interscholastic athletics, Including the risks associated with continuing to compete after a concussion or
traumatic bran injury.

Student's Sighature Date / /

| hereby acknowledge that | am familiar with the nature and risk of concussion and traumatic brain iniury whife
paricipating In Interscholastic athletics, Including the risks associated with continuing to compete after a concussion or
traumatic brain injury.

Parent's/Guardian’s Sighature Data / /

S




[SECTION 4: UNDERSTANDING OF SUDDEN GARDIAC ARREST SYMPTOMS AND WARNING SIGNS|

Wiat is sudden cardiac arrest?

Sudden cardiac arrest (BCA) cocurs when the hesrt suddenly and unexpectadly stops beating. When this happens bload stops flowing ta the brain and
other vital organs., 3CA Ia NOT a heart attack, A heart altack may cause SCA, but they are not the same. A heart attack is caused by a blockage that
staps the low of blood lo the heart, SGA is & malfunction in the heart's efectrical syslem, causing the heart lo suddenly stop baating.

How common is sudden cardiac arrest In the United States?

There are about 350,000 cardiac arrests that oceur outsids of heapitals each year. Mare than 10,000 individuzls undar the age of 25 dle of SCA sach
year, 5CA is the number ona killer of student athletes and the leading cause of death an schaol sampusaes,

Are there warning signs?

Although SCA happens unexpectedly, some peaple may have signs ar syrplams, sush as

«  Dizziness or lightheadadness when axarclsing; ¢ Fatlgue (extrame or recent onset of tradnass)
s Falnling or passing out during or aftar exercising; v Weakness,
»  Shortness of breath or diffieuity breathing with exerclse, »  Chest pains/pressure or tightness during or after exerclse.

that Is nat asthma related;
s Racing, skipped beats or fluftering heartbeat (paipitations)

These sympioms can ho unclear and cenfusing In athlstes. Some may Igrore the signs or think they ara normal results off physicel exhaustion, If the
sondilions that cause SGA ara diaghosed and fraated befare a ifz-threatening event, sudden cardlac death can be pigventad In many yeung athlates,

What are the risks of practicing or playing after experiencing thess symptoms?

Thera are significant risks associated with continuing to practios or play after expeniencing these symptams, The symptoms might mean something s
wrong and the athlete should be chocked befars returning to play. When the heart stops dus to cardiae arrest, 8o dees the hlood that flows to the brain
and other vilal organs. Death or permanent brain damage can ccour in just & few minutes, Most paople who experlencs & SCA die from it survival
rates ara below 10%, :

Act 73 — Peyton’s Law - Electrocardiogram testing for student athletes
The Act is Intended to-help ieep student-athistes safe while precticing or playing by providing education about SCA and by raquiting notiflcation to

parents thal you can request, at your expense, an electrocardiogram (EKG or EGG) as part of the phyalcal examination ta help uncover hiddan heart
iasuea that can lead to SCA.

Why do heart conditions that put yvouth at risk go undetected?

+  Upto 80 percent of underlying heart issuss are missad whan using only the history and physical exam;
«  Mosl heart condifions that can lead to SCA are not detectahle by [stening te the heart with a stethoscope during a routine physical; and
o Often, youth don't repart or racognize sympioms of & polential heart condltion,

What is an selectrocardiogram (EKG or ECG)?

An ECG/EKE fe & quick, painiess and noninvesive test that measurss and records & moment in tima of the heast's elsctricel activily, Small elsctrode
patohes are altached fo the skin of your shast, arms and fage by a techniclan, An ECGG/EKG provides Informalion about the structure, function, rate and
rhythm of the heart, : ’

Why add an ECG/EKG to the physical examination?

Adding an BCG/EKG to the history and physicel axem can suggest further tasting or help identlly up to two-thirds of heart conditions that can lead to
SCA. An ECG/EKG can be ordered by your physiclan for screening for cardiovascular dissase or for a varlaty of symptoms such as chast peln,
palpitations, dizzinass, fainting, or family history of heart disease.

ECG/EKS scraenings should be considersr svery 1-2 yaars because young hoarts grow and ghangs,
ECGEKS soraenings may incroass senslivity for detaction of undiagnosed cardiac disease but may not pravent SCA.
ECG/EKS screenings with abnormal findings should be evaluated by trainad physiolans, '
If the ECG/EKG screaning has abnormal findings, additional testing may need to e done (with associated cost and risk) befors a diagnosis
can bo made, and may prevent the student from participating In sports for & shorf periad of time untl the testing is complated and mors
spacific resormmendations can be made.

o The ECG/EKDG can have false positive findings, suggesting an abnormallty that dees not really exlat ffalse posiive findings aeour less when

ECG/EKGa are read by o medical pragtiionar proficient In ECGIEKS Interpratation of children, adolescants and young athletes),

s ECGs/EKGs result in fewer false positives than eimply using the custent history and physical exam.
The American Collage of CardiologylAmerican Hoart Assoclation guidelines do not resommend an ECG or EKG in asymptomatle patients but
do suppert local programs Ih which EQG or EKG can be applied with high.quality resources,

Remaval from play/returm to play :
Any student-Gthlete who has signs or symptorng of SCA must be remaved from play (whioh includas all athietic activity), The symptoms van happen
before, during, or after activity,

Before returning to play, the athlste must be evaluated and clesred, Clearanse to retumn to play must be In writing, The evaluation must be performed
by a lisensed physiclan, certified reglsterad rursa practifoner, or cardiclogist (heart doctar). The lleensad physiclan o certified registered nurse
practitioner may consult any other licansed or certified medical professiorals,

I hava reviewad this form and undarstand the symptoms and waming signs of SCA,  have also read the information abiaut the slectrocardiogram testing
and how it may help to detect hidden heart izsues,

Date___ / /

SBignature of Student-Athlete ) Print Student-Athlate’s Name
Date_ [/ _J

Signature of Parent/Guardian Print Parent/Guardian's Nama

PA Dapartment of Health/CDC: Sudden Cardlac Arrast Symptome and Warning Slgns Infarmation Sheet Acknowledgement of
Recelpt and Raview Farm. 7/2012 PIAA Revised Celober 28, 2020




Student's Name Age Grade
[SECTION 5: HEALTH HisTORY]
Explain “Yes" answers at the battom of this form.
Gircle questions you don't know the answers to.
Yes Mo Yes No
1. Has a doctor sver denied or restricled your | 1 23, Has a doctor gver teld you that you have 0 Q
participation in sporl(s) far &ny rgzasan? o ~ asthma or allergles? »
2 [0 you hava an ongeing medical condition C 0l 24. Do you caugh, wheeza, or have difficuity 0 ]
(like asthma or diabetes)? ‘ breathing DURING or AFTER exercise?
3 Are you gurrently taking any prescription or ) 25. Is thers anyona in your family who has | 1
nanpraseription (over-the-counter} medicines [ [ ] asthma?
or pills? 28, Have you ever used an lnhaier or taken 0 0
4. Do you have allergies to madicines, 0 ] asthma medicina?
pallens, foads, or stinging insecta? 27, Werg you born without or are your missing
. Have you ever passed out or nearly 0 0 & kidney, an eye, a testicle, or any ather (] |
passed oul DURING exercise? organt
8. Have you ever passed out or naarly M ) 28, Have you had infeatious mononuclessis 1 )
nassed out AFTER exercise? {mono) within the last manth?
7. Have you ever had discomfort, pain, or 0] 0 29. Do you have any rashes, pressure sores, } )
prassure in your chiest during gxercise? _ or other skinl problems? .
8. Doesgour heart race or skip basts during ) ) 30, ! fH?ve gou aver had a herpes skin 0 03
axrarciaa? nfsgtion? '
a. Has a doctor ever lold you that you have CONCUSSION OR TRAUMATIC BRAIN INJURY
(check all that apply): . B 31, Havg you gver had a cnncussiqn (i.e‘,', hall
L High blacd pressura O Heatmumar = U i";*j‘;%;,glmgi head rush) or-traumatle brain u aQ
[} High sholesterol [ Heart infection 32, Have'you been hit in the head and been o o
10 Has a doctor ever ordered a test for your 0 r confusad or logt your memary?
heart? {for exampla ECE, echocardiogram). 33, Doyou sxparience dizziness andior SIS
11 Has anyone in your family diad for no | . neadaches with exarcisa? ;
apparent reason? ‘ 34,  Have youever had a seizure? 0 ]
12. Doss anyone Inyaur family have a heart N . L
oroblam? o4 35, Have you.ever had numbness, tinging, or
13, Has any family mamber er ralative bean waakness in your amms of legs after baing hit 0 o
disabled from haart disease or died of Feart i | " 25 mﬁ}:‘\r‘f? o1 b e 16
» pro[t)nl'ems ar sudqen dea‘!h bflaf?re agﬂ‘!ﬁ1 S[i'?. . armsc ér 122‘; ;ttaeir bfa?;gui?i?orefaﬁi;g%w your ] !
. 0es anyone in your family have Marfan Aner Uemg | Jt
Syndrome?j iy i s d 37, When exgraising in the heat, do you have ) )
6. Have you ever spent tha night in & ] (2 38 smﬁ;i ?égﬂirc {S‘I?‘;ii?Er?sigfgaeo]ruzomeone
hospital? - Masad g ' i
16, Have you ever had surgary? 0 ) Eg}:ﬁf&j’?msly has gickle cell trait or sickle call W |
17 Have you ever had an ijury, iké a sprain, 39, Have you had any problems with yaur 0 0
muscle, or Iigamgnt tear, oF tendonitis, which 3 0 eyas or vision?
CIET'IUSEd y_rm.;_ta ;_nsts (aijct;;:al or Contast? 40, Do you wear glasses of contact lanses? A i
Fyas, circle affected area below; ‘ e N
18, Have you had any oroken or fractured - AN wefar pr'olgﬁw?e Fyenas, suoh a3 = =
hongs o dislacated joints? If ves, citcle ] [ ., 9oudles or a face shlald? "
selow: 42, Are you unhiappy with your weight? o ]
18, Hav?1 vou had A:R?Qg?r or ;’oint,inju_ry that 43, Arg you trving to gain or lose weight? ] ]
required x-rays, . GT, surgery, njections, : o
rehabilitation, physical therapy, & brace, a Q o 4. ymi—i]'av\sre?ggf SS‘ égﬁg?ﬁ;%?g%d you thange 1] ]
cast, or crutches? If yes, cinilg helow: o =
Huad - Mook Shoulthw Upper  Elbow - Forearm Tiandf Chesl 48, eatl;?m you limit of carefully cantrot what yau C‘! D
i Figery 4
Spper Lowker Hip ?'E}QH Knee  Caitishin ?\r:i]lg Faoti 44. Do you hava any congerns that you would 0 O
ack  hack ‘ . Toes ltke b discuss with 8 doctor?
20. Have you ever had & stress fracture? 3 ] MENSTRUAL DUESTIONS-1F APPLICABLE 0 ™
21, Have you been told that you have or have - v it o . .
you had_‘an xerey for atlantoaxial (neck) ) 0 47. Have yoll ever had a menstrual period? I ]
instability? 48, How old were you when you had your first
22, Do you regularly Use a brace or assistive £l 0 meansirual periad? L
device? 49, How many periods have you had in the
tast 12 months?
50, Whan was your kst manstrual period?
#'s Explain "Yes" answors here:
{ herehy certify that to the best of my knowledye all of the information harein is trus and complete,
Siudent's Signature Dale ! oo
I hereby cettify that le the best of my knowledge 2ll of the information berein s true and complete,
Parent's/Guardian’s Signature Date {




SECTION 6 PIAA COMPREHENSIVE INITIAL PRE-PARTICIPATION PHYSICAL EVALUATION
AND CERTIFICATION OF AUTHORIZED MEDICAL EXAMINER

Musi ba completed and signed by the Autherized Medival Examiner (AME) performing the herein named student's comprehensive
inttial pra-pacticipation physical evaluaton (CIPPE) and turned In to the Principal, or the Principal’s deslgnes, of tha student’s sehoal,

Student's Name : Age Grada
Enrolied in School  Sport{s)
Helght Weigtht % Body Fat {(optional) Brachial Artery BP / ( J ' / JRP

If either the brachial artery blood pressure (BP) or resting pulse (RF) is above the following levels, further evaluation by the student's
primary care physiclan Is recommended.

Age 10-12: BF: >126/82, RP: »104; Age 13-18: BP: >136/86, RP »100; Age 10-25: BP: »142/92, RF »86.

Vislonm: R 20/ L. 20/ Corrected: YES  NO leircle ong)  Pupils: Equal Linequal
MEDICAL NORMAL ABNORMAL FINDINGS
Appearance

Eyes/Ears/Nose/Throat

Hedring

Lymph Nodes

Cardiovascular ] O Heart murmur L1 Zemoral pulses to excluds aortic cosratation
0 Physical stigmata of Marfan syndrome

Cardiopulmongry

Lungs

Abdomen

Genltourinary (males only)

Neuralogical

Skin

MUSCLLOSKELETAL NORMAL ABNORMAL FINDINGS

Neek

Back

Shoulder/Arm

Elhow/Forearm

WristHand/Fingets

Hip/Thigh

Knee

Leg/Ankle

Fool/Toes

| herehy certify that | have reviewad the HE&LTH HISTORY, performed a comprehanaive initial pre-participation physical evaluation of the
herein named student, and, on the basls of such evaluation and the student's HEALTH HisTORY, certify that, except as spacified below,
the student is physically fit to paricipate in Pracilces, Intar-School Practicas, Scrimmages, and/or Contests in the spart(s) consented to
by the student’s parentiguardian in Section 2 of the FIAA Comprehenaive Initial Pre-Pariicipation Fhysical Evatuation faem:

3 crearen [ CLEARED with recommendationts) for further evaluation or treatment for:

T MOT CLEARED for the foliowing types of sporis (nlease check those that apply):
Ocowson O covtaer [ Nonecontact A Strevvous [0 MooerateLy STrenvous L Now-sTRENUOUS

Due to

Recommendation(s)Referral(a)

AME's Namae (print/fiype) Llcanse #
Addreas Phone ( }
AME's Signature MDY, DO, PAC, CRNP, or SNP (sircle one) Certification Date of CIPPE / /




ISECTION 7; RE-CERTIFICATION BY PARENT/GUARDIAND

This form must be completed not earlier than six wseks prior to the Frat Practice day of the sport(s) in the sports season(s) identifled hereln
by the parant/guardian of any studant who Is seeking to participate In Pracilees, Intar-School Practizes, Scrimmages, and/or Contests in all
subseguent sport seasons In the same school year, Ths Principzal, or the Pringipal’s designee, of the hersln named student's schoo] must
raview tha SUPPLEMENTAL HEALTH HBISTORY.

If any SUPPLEMENTAL HEALTH HISTORY guestions are elther checked yas or elrcled, the herein named student shail submit a completed
Sectlon & Re-Certification by Licensed Fhysiclan of Medlelne or Ostoopathic Medlelne, to the Principal, or Princlpal’s designes, of the
student's school, . ‘

. ISUPPLEMENTAL HEALTH HISTORY]
Sudent's Name Male/Female (clrcle ona)

Date of Student’s Birth: / / Age of Student on Last Birthday: Grade for Cutrent School Year:
Wintar Soort(s): Spring Sport{s):

CHANGES TO PERSONAL INFORMATION (In the spaces below, ident!fy any chahges to the Personal Information set forth fn
the original Section 1: PERSONAL AND EMERBENCY INFORMATION)

Current Homte Addresy

Current Home Talephone # ( ) Parant/Guardlen Current Cellutar Phone # { }

CHANGES TQO EMERGENCY INFORMATION fin the spaces below, identify any changss to the Emergency Information set forth
In the original Seetion 1: PERSORAL AND EMERGENCY INFORMATION)!

Parent's/Buardian’s Name Relatianship

Parent/Guardtan E-mall Address:

Address : . Emergenay Contact Telephong # { )

Secondary Emergency Contact Parson's Name Relationship

Addrass Emergency Contact Telephone # ¢ )

Medicel Insurance Carrler ' Policy Nurnber

Addrass Telephene # ( )

Family Physiclan’s Name , MD or DO {circle one)
Address Telephons #{ }

¥ any SUPPLEMENTAL HEALTH HISTORY questlons below are either shecked yes or circled, the herein named student shall submit a
sompleted Section &, Re-Certiflcation by Livensed Physiclan of Medicing or Osteopathic Mediclne, to the Principal, or Principal’s designas, of
the student's schoal,

Explain "Yes” answers at the boitom of this form. Yes No
Girele guastions you don't know the answers to. 3. Blnce completion of tha GIFFE, have you
Yos Mex expetlanced dizzy spalls, blackouts, andfor - \

1 Since completion of the CIPPE, have you unconsciouaneas? L ]

sustainad a serous lliness and/or asricus 4, Slnce oomplation of the CIPPE, have you

Injury that requtrad madical treatment from a grparencad any episodes of unaxplained

lticensed physiclan of medicine or asteopathic ghortness of breath, wheezing, and/or ohest

medioing? 2 0 pain? a o
An additional note 10 Hem #1. If serlous liness or sstious infury was 5. Since completion of the CIPPE, are vou

marked "Yes" plesse grovide addiional Infonmation below faking any NEW prascription madicines or 0 rl
2 8ince completion of the GIFFE, have you pills? ‘

hesf @ concugsion (1.8, befi rung, ding, head 8. Doyou have any concems that you would 0 M)

rush) or traumatic brain injury? o oQ like o discuss with & physiclan’?
s Explain yos answers; Inelude injury, type of treatment & the name of the modical professlonal sean by student

t heraby certify that to the best of my knowledge alf of the information herain is true and complete.
Studant's Slgnature ‘ Date__ (. __/

I heraby certify that to the best of my knowledge all of the information hevein Is fiue and complete.
Parent's/Guardian's Signature Data / /




Section 8 Re-OERTIFICATION BY LICENSED BHYSICIAN OF MEDICINE OR OSTEOPATHIC MEDICINE

This Form must he completed for any student who, subsequent to completion of Sections 1 through & of this CIRFE Form,
raquired medical treatment from a licansed physician of medicine or osteopathic medicine. This Section B may be
completad at any time following complation of such medical treatment, Upon comipletion, the Form must be turned in to
the Principal, or the Principal's designes, of the student's achocl, who, pursuant to ARTICLE X, LOCAL MANAGEMENT
AND CONTROL, Section 2, Powers and Duties of Principal, subsastion C, of the PIAA Constltution, shall "sxclude any
contesiant who has suffered serlous ilinsss or injury until that coniestant is pronounced physically fit by the school's
licensed physician of medicine or osteopathic madicing, or if nons is employad, by anather licensed physician of medicine
or ostaopathlc medicine.” ‘

NOTE: The physlcian completing this Form must first review Sections § and 8 of the herein named student's
previously completed CIPPE Form. Section 7 must also be reviewed if both (1) this Form is belng used by the
herein named student to participate in Practices, Inter-Schoo! Practices, Scrimmages, andfor Contests In &
subasquent spert season in the same school year AND (2} the herein named student either checked yes or
circled any Supplemental Health History questions in Sactlon 7.

If the physician completing this Farm is clearing the herein named student subsequent to that student sustaining
a concussion or traumatic brain injury, that physician must be sufficlently familiar with current concussion
managemant such that the physician can certify that ali aspects of evaluation, treatiment, and risk of that injury
have beean thoroughly coverad by that physician,

Student's Name: - Age Grade

Enrolled in Schoot

Condition{g) Treated Since Completion of the Herein Named Student's CIPPE Form:

A, GENERAL CLEARANGCE: Absent any illness and/or injury, which raquires medical freatment, subsequant to the
date set forth below, | hereby authoriza the above-idantified student to participate for the remainder of the current schoo!
yaar in additional interscholastic athletics with no restrictions, except those, if any, set forth in Section § of that student's
CIFPE Form.

Physician's Name {(printtypa) ' lLicense #
Acldress Phane ( . )
Physiclan's Signature : MD or RO (cirele orie) Date

B. LIMITED CLEARANCE: Absent any flness andfor injury, which requires medical treatment, subsequent to the date
set forth below, | hereby authorize the above-identifiad student to participate for the remainder of the currant school year
in additional interscholastic athletics with, in addition to the restrictions, if any, set forth In Section 6 of that student's
CIPPE Form, the following limitations/restrictions:

1

2.

3.

4

Physician'e Name (prini/type) _ Licarae #
Address Phone ( )

Physician's Signature MD or DO (circle oneg) Date




Section & CIPPE Minmmun WRESTLING WEIGHT

INSTRLU CTIONS

Pursuant to the Weight Control Program adopted by FIAA, prior to the participation by any student in Intarscholastic
wrestling, the Minfrmum Wrestling Welght (MWW) at which the student may wrestle during the seasan must be (1) certified
to by an Authorlzed Medical Examinar (AME) and (2) established NO EARLIER THAN alx weeks prior to tha firat Regular
Season Contest day of the wrestling senson and NO LATER THAN the Monday preceding the first Regular Season Contest
day of the wrestling seasen (See NOTE 1). This cerlification shail be provided to and maintained by the sfudent's Principal,
ar the Principal's designes.

In certifying to the MWW, the AME shall first make a dstermination of the student's Urine Specific Gravity/Body Weight and
Percentage of Body Fal, or shall be glven that information from a person suthorized o make such an assessment ("the
Azgessor'), This datermination shall be made congistent with National Federation of State High Schoal Associations
(NFH3) Wrestling Rule 1, Competition, Section 3, Weight-Control Pragram, which requites, In relevant part, hydration
testing with a specific gravity not greater than 1.025, end an Immediately following body fal agsessment, as defermined by
the National Wresting Coaches Associatlon (NWCA) Optimal Performance Calculator (QPC) (together, the “Initial
Agsessment’),

Where the Initial Assessment astablishes a percentage of body fat below 7% for & male or 12% for a female, the siudent
miust obtaln an AME's consent to participate.

For all wrestlers, the MWW must be certified to by an AME.

Student's Name Age Grade
Enrolled in __- : ‘ ~ » School

INITIAL ASSESESMENT
| hereby certify that | have conducted an Inltial Assessment of the herem named student consistent with the NWCA OPC,
and have determined as follows:

Urine 8pecific Gravity/Body Weight / Parcentage of Body Fat MWW

Assessor's Name (printftype) Assessors LD, #

Assassor's Signature Date / /

CERTIFICATION

Congistent with the instructions set forth above and the Initlal Assessment, | have determined that the herein namad student

is certified to wreste at the MWW of during the 20 - 20 wrasting season.

AME's Nare (print/type) License #.

Addrass Phone ( )

AME's Signature MB, DO, PAC, CRNF, or 8NP Date of Certification __/_ /
(uircle one)

For an appeal of the Initlal Assessment, see NOTIE 2.

NOTES: :

4. For senior high school wrestlers coming out for the Team AFTER the Monday preceding the first Regular Season
Contest day of the wrestling season the OPC will remain apen until January 15% and for Junior high/middle school wrestlers
coming aut for the Team AFTER the Monday preceding the first Regular Bsason Gontest day of the wrastling season the
OPRC will remain open all saason,

2. Any athlete who disagrees with the Initial Assessment may appeal the assessment rasults one time by havirg a second
assassment, which shall be performed prior to the athlete's first Regular Season wrestling Contest and shall be consistent
with the athlete’s weight loss (descent) plan. Pursuant to the foregoing, results obtained at the second assessment shall
supsersede the Inftial Assessment; therefore, no further appeal by any parly shall be permitied, The second assessment
ghall utilize either Alr Displacement Plathysmagraphy (Bod Pod) or Hydrostatic Welghing testing to determine bady. fat
percentags. The urine spacific gravily testing shall be conducted and the athlete must obtain a rasult of less than or equal
te 1,025 in order for the second assessment to proceed. All costs incurred In the second assessment shall be the
responsibifity of those appealing the Initial Assessment.




