
equest , a u t h o r i z e ,

 a n d 

c o n s e n t to  s u c h  c a r e  a n d  tr e a t m e n t as  m a y  be  g i v e n s a i d  s t u d e n t by  a n y  p h y s i c i a n ,  a t h l e t i c tr a i n e r ,  n u rse  or  s c h o o l r e p r e s e n t a t i v e .   I  do  h e r e b y  a g ree to  i n d e m n i f y a n d s a v e h a r m l e s s  t h e 

s c h o o l a n d a n y s c h o o l or h o s p i t a l re p re s e n t a t i v e from a n y c l a i m by a n y p e rs o n on a c c o u n t of s u c h c a r e  a n d tre a t m e n t  of s a i d  s t u d e n t . 

If,  b e t w e e n t h i s d a t e a n d t h e b e g i n n i n g of  �S�D�U�W�L�F�L�S�D�W�L�R�Q, any illness or injury should occur that may limit this student's participation, I agree to notify the school authorities of such illness or 
injury. 

I hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct. Failure to provide tr uthful responses could 
subject the student in question to penalties determined by the UIL  
Student Signature:   Parent/Guardian Signature:  Date:  

Any Yes answer to questions 1, 2, 3, 4, 5, or 6 requires further medical evaluation which may include a physical examination. Written clearance from a physician, physician 
assistant, chiropractor, or nurse practitioner is required before any participation in UIL practices, games or matches. THIS FORM MUST BE ON FILE PRIOR TO 
PARTICI PATION IN ANY PRACTIC E, SCRIM MAGEh 

wit h

exercise?

Do you have asthma?

Do you have seasonal aller gies that require medical tr eatment?

Do you use any special prot ective or corrective equipmen t or

devices that aren't usually used for your �D�F�W�L�W�L�W�\ or position 
(for��example, knee brace, special neck roll, foot orthotics, 
retainer��on your teeth, hearing aid)?
Have you ever had a sprain, strain, or swelling after injury?
Have you broken or fractured any bones or dislocated any

joints?
Have you had any other problems with pain or swelling in
muscles, tendons, bones, or joints?
If yes, check appropriate box and explain below:

!  !  ! Head   ! Elbow   ! Hip 
  

! !
!  Neck !  Forearm !  Thigh 

  !  Back !  Wrist !  Knee 
!  Chest !  Hand !  Shin/Calf 

!  !  !  Shoulder              !  Finger   !  Ankle 
!  Upper Arm          !  Foot 

!  !  16. 
17. 

    Do you want to weig�K more or less than you do���Q�R�Z�"     
��������Do you feel stressed out? 

!  
!  
 

!  
!  

 4. 
4.

!  !  18. Have you ever been diagnosed with ore you r passe d out dur in g or after exer cise

?

Hav e you ever ha d ches t pai n dur in g or after exe r cise?

Do you ge t tired mo re quickl y tha n your f r iend s do dur in g

exer cise?

Hav e you ever ha d r acin g of y our heart or skipped hear tbeats ?

Hav e you ha d high bl oo d pr essure or high choleste r ol ?

Ha v e you ever been told you have a heart mu r mu r?

Ha s a n y famil y memb 1J
0 Tc ( r  )T j 
0 .09 Tc 15. .09 Tc 15. .09 Tec 0 .66 Td
0 2.662 0 Tdr  
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