
 

Revised:  July 26, 2012  

RE-CERTIFICATION BY PARENT/GUARDIAN  

This form must be completed not earlier than six weeks prior to the first Practice day of the sport(s) in the sports season(s) 
identified herein by the parent/guardian of any student who is seeking to participate in Practices, Inter-School Practices, 
Scrimmages, and/or Contests in all subsequent sport seasons in the same school year.  The Principal, or the Principal’s 
designee, of the herein named student’s school must review the SUPPLEMENTAL HEALTH HISTORY.   

If any SUPPLEMENTAL HEALTH HISTORY questions are either checked yes or circled, the herein named student shall submit 
a completed Section 8, Re-Certification by Licensed Physician of Medicine or Osteopathic Medicine, to the Principal, or 
Principal’s designee, of the student’s school. 

SUPPLEMENTAL HEALTH HISTORY  

Student’s Name   Male/Female (circle one) 

Date of Student’s Birth: ______/______/_________  Age of Student on Last Birthday: ______  Grade for Current School Year: ______ 

Winter Sport(s): ________________________________________  Spring Sport(s): ________________________________________ 

CHANGES TO PERSONAL INFORMATION (In the spaces below, identify any changes to the Personal Information set forth in 
the original Section 1:  PERSONAL AND EMERGENCY INFORMATION): 

Current Home Address   

Current Home Telephone # (            )  Parent/Guardian Current Cellular Phone # (            )  

CHANGES TO EMERGENCY INFORMATION (In the spaces below, identify any changes to the Emergency Information set forth 
in the original Section 1:  PERSONAL AND EMERGENCY INFORMATION): 

Parent’s/Guardian’s Name   Relationship   

Address   Emergency Contact Telephone # (          )  

Secondary Emergency Contact Person’s Name    Relationship   

Address   Emergency Contact Telephone # (          )  

Medical Insurance Carrier    Policy Number   

Address    Telephone # (          )  

Family Physician’s Name , MD or DO (circle one) 

Address   Telephone # (          )  

SUPPLEMENTAL HEALTH HISTORY:  

Explain “Yes” answers at the bottom of this form. 
Circle questions you don’t know the answers to. 
 Yes No 
1. Since completion of the CIPPE, have you 

sustained an illness and/or injury that 
required medical treatment from a licensed 
physician of medicine or osteopathic 
medicine?   

2. Since completion of the CIPPE, have you 
had a concussion (i.e. bell rung, ding, head 
rush) or traumatic brain injury?   

 

3. Since completion of the CIPPE, have you 
experienced dizzy spells, blackouts, and/or 
unconsciousness?   

 Yes No 
4. Since completion of the CIPPE, have you 

experienced any episodes of unexplained 
shortness of breath, wheezing, and/or chest 
pain?   

5. Since completion of the CIPPE, are you 
taking any NEW prescription medicines or 
pills?   

6. Do you have any concerns that you would 
like to discuss with a physician?   

   

#’s Explain “Yes” answers here: 

  

  

  

I hereby certify that to the best of my knowledge all of the information herein is true and complete. 

Student’s Signature _________________________________________________________________________Date____/____/_____ 

I hereby certify that to the best of my knowledge all of the information herein is true and complete. 

Parent’s/Guardian’s Signature _________________________________________________________________Date____/____/_____ 



 

(please turn page over) 

Acknowledgement of Warning by Student-Athlete 
 

I, ______________________________, hereby acknowledge that I have been properly advised, cautioned, and warned 

by the proper administrative and coaching personnel of the Bangor Area School District, that by participating in the 

sport(s) of: (please list all sports you intend to participate in) 

__________________________________________________________________ 

I am exposing myself to the risk of serious injury, including but not limited to, the risk of sprains, strains, fractures, and/or 

cartilage damage which could result in temporary or permanent, partial or complete, impairment in the use of my limbs; 

brain damage; paralysis; or even death.  Having been so cautioned and warned, it is still my desire to participate in the 

above sport(s), and should I choose to participate in the above sport(s), I hereby further acknowledge that I do so with full 

knowledge and understanding of the risk of serious injury to which I am exposing myself by participating in the above 

sport(s). 

 

Signature of Student-Athlete: ____________________________________________Date: ___________ 

 
 

Acknowledgement of Warning by Parent/ Guardian 
 

We/I, the parent/guardian of _____________________________________________, do hereby acknowledge that we/I 

have been fully advised, cautioned, and warned by the proper administrative and coaching personnel of the Bangor Area 

School District that our/my child named above may suffer serious injury, including but not limited to, the risk of sprains, 

strains, fractures, cartilage damage, brain damage, paralysis, or even death by participating in the sport(s) of: (please list 

all sport you give your child permission to participate in)___________________________________________. Not 

withstanding such warnings, and with full knowledge and understanding of the risk of serious injury to our/my child named 

above which may result, we/I give our consent to the above named student to participate in the sport(s) listed above. 

 

Signature of Parent/Guardian: _________________________________________Date: _____________ 

 

Signature of Parent/ Guardian: _________________________________________Date: _____________ 

 



 

(please turn page over) 

Emergency Contact Form 
 
INITIAL EVALUATION:  Prior to any student participating in Practices, Inter-School 

Practices, Scrimmages, and/or Contests, at any PIAA member school in any school year, the student is required to (1) 
complete a Comprehensive Initial Pre-Participation Physical Evaluation (CIPPE); and (2) have the appropriate person(s) 
complete the first five Sections of the 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 school for retention by the school.  The 
CIPPE may not be performed earlier than June 1

st
 and shall be effective, regardless of when performed during a school 

year, until the next May 31
st

.   
 
SUBSEQUENT SPORT(S) IN THE SAME SCHOOL YEAR:  Following completion of a CIPPE, the same student seeking to 
participate in Practices, Inter-School Practices, Scrimmages, and/or Contests in subsequent sport(s) in the same school 
year, must complete Section 7 of this form and must turn in that Section to the Principal, or Principal’s designee, of his or 
her school.  The Principal, or the Principal’s designee, will then determine whether Section 8 need be completed. 

SECTION 1:  PERSONAL AND EMERGENCY INFORMATION  

PERSONAL INFORMATION 

Student’s Name  Male/Female (circle one) 

Date of Student’s Birth: ____/____/_______  Age of Student on Last Birthday: ____  Grade for Current School Year: ____ 

Current Physical Address   

Current Home Phone # (           )  Parent/Guardian Current Cellular Phone # (          )  

Fall Sport(s): ___________________ Winter Sport(s): ____________________ Spring Sport(s): ____________________ 

EMERGENCY INFORMATION 

Parent’s/Guardian’s Name   Relationship   

Address   Emergency Contact Telephone # (          )  

Secondary Emergency Contact Person’s Name   Relationship   

Address   Emergency Contact Telephone # (          )  

Medical Insurance Carrier  Policy 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 Should be Aware  

  

Student’s Prescription Medications  

 Permission to administer emergency medical care:  I consent for an emergency medical care provider to administer 
any emergency medical care deemed advisable to the welfare of the herein named student while the student is practicing 
for or participating in Inter-School Practices, Scrimmages, and/or Contests.  Further, this authorization permits, if 
reasonable efforts to contact me have been unsuccessful, physicians to hospitalize, secure appropriate consultation, to 
order injections, anesthesia (local, general, or both) or surgery for the herein named student.  I hereby agree to pay for 
physicians’ and/or surgeons’ fees, hospital charges, and related expenses for such emergency medical care. 
 
Parent’s/Guardian’s Signature ______________________________________________________Date____/____/_____ 

 

 

 


