ECTION 7: RE-CERTIFICATION BY PARENT/GUARDIAN

This form must be compieted not eariler than six weeks prior to the first Practice day of the sport{s) In the sports saason(s) Identified harein
by the parent/guardian of any student who is &seking to participate in Practices, Inter-School Practices, Bcrimmages, and/or Contests in all
subsequent sport seasons in the same schoo! year. The Principal, or the Principal's designee, of the hmin named student’s school must
revisw the SUPPLEMENTAL HEALTH HISTORY.

If any SUPPLEMENTAL HEALTH HISTORY questions are either checked yes or circled, the herein named studsnt shall submit a complsted
Section 9, Re-Certification by Licensed Physician of Medicine or Osteopathic Medicine, to the Principal, or Principal's designes, of the
student’s school.

ISUPPLEMENTAL HEALTH HISTORY]

Student's Namie 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 (ln the spaces below, identify any changu to the Personal Information set forth in
the original Section 1: PERSONAL AND EMERGENCY INFORMATION):

Current Home Address

Parent/Guardian Current Cellular Phone # ( )

Current Home Telephone # ( 1

CHANGES TO IﬂERGENCY 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,_____ o Relationship __
Parenthuard;anE—mailAddmss + — e S s
Address . .. . : ____ Emergency Contact Telephone # ( )
Seoondary Emergency Contact Person s Name : o i Relationship
Address o e ememermrreeeeeeeer EMETENCY Contact Telephone # ( )
Medical Insurance Carier __ Policy Number

Address._ Telephone # ( ).

Family Physician's Name_________ N ) . _
Address . : v Tetephone #( )
if any SUPPLEMENTAL HEAI.TH HIS'I‘ORY quostlons lulow are eltlnr checked yes or circled, the herein named student shall uubmit a
completed Section 9, Re-Certification by Licensed Physician of Medicine or Ostaopathic Medicine, to the Principal, or Principal’s designes, of

the student’s school. .
Explain “Yes™ answers at the bottom of this form. Yes No

, MD or DO {circle ons)

Circle questions you don’t know the answers to,
Yes No
1. Since completion of the CIPPE, have you
sustained a serious ifiness and/or serious

Since completion of the CIPPE, have you
experienced dizzy spells, blackouts, and/or
uriconsciousness? Q a
Since completion of the CIPPE, have you

injury that required medical treatment from a experiericed any episodes of uinexplained
licensed physician of mediclne or ostaopathic shortness of breath, wheszing, and/or chest
medicine? ) a 4a pain?

“An additional note m Item #1 ] sedous illness or seﬂcus in]ury was 5. Since completion of the CIPPE, are you

- ; ) mr}?ganyNEWpfoscﬂpﬂonmadIanesor 0 a
2. Since oomp)eﬂon of the CIPPE have you

had a concussion (i.e. bell rung, ding, head 8. Do you have any concerns that you would Q 0
NBh) or traumatic brain In}ury? D D fike to discuss witha physician?

; #’s' T Explam yes anmn, lnclude ln]ury, type of matmam & the name of tho medlul pmfualonal mn by studem )

| heroby certify that to the best of my knowledge all of the information herein Is true and compiste.

Student's Signature . : L Date . / /
I hereby certify that to the best of my knowledge all of the information herein is true and complvto
Parent's/Guardian's Signature _ i Date /[ |/




