PREPARTIC

O O O
O O O
O O O
O O O
o 0 r exampleknee bracespecial neck roll, foot orthotics,
O O retainer on your teeth, hearing aid)?
O O Have you ever haa spain, stain, or swelling after injuy? O

Hawve youbroken or fractured any bone o dislocatd ary |
O O joints?
O [ Hawe you had ary othe problemswith pain ar swelling n
O O musclestendons bones or joints?
O | If yes, check appropriate aand explain below:
O O O Head O Elbow O Hip

[0 Neck [ Forearm [ Thigh

[0 Back [] wrist [0 Knee

[] Chest L] Hand O shin/calf
O 0O H Shoulder [ Finger [0 Ankle

Upper Arm |:| Foot
O O 16. Do you want to weig K more or less thanyoudo QRZ" []]
17. Do you feel stressed out? O

O O 18. Have you ever been diagnosed with or treatediftkie cell O
O O
O O
O O
O O
O O

S D U W L FanysIDéssbiRMry shouldoccu thatmaylimit this student's paitipation,| agreeto notify the school authoties of suchillness or
injury.

ooo o

O agd

aood

| hereby state that, to the best ofmy knowledge, myanswersto the ébovequestionsare ammplete andcorrect. Failure to provide tr uthful responsesould
subject the student in question to penaltiesdetermined by the UIL

StudentSignature: Parent/Gardian Signature: Date:

Any Yes answer to questiond, 2,3, 4, 5, or6 requires further medical evaluation which may include a physical examination. Written clearance from a physiciaphysician
assistant, chiropractor, or nurse practitioner is required before any participation inUIL practices, games or matches. TH5 FORM MUST BE ON FILE PRIOR TO
PARTICI PATION IN ANY PRACTIC E, SCRIM MAGE 3 (5 W L W\ or position

(fo
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