*RECERTIFICATION FORM

BISHOP McDEVITT
ATHLETIC PHYSICAL
2019-2020 School Year

Parents and Student-Athletes:

1. All athletes must have a physical to participate in the PIAA sanctioned athletic
event as required by the PA Department of Health (Physicals by a family Doctor
must be dated less than six weeks before the season begins — not on or before
June 1st, 2019).

2. Physicals will be given at Bishop McDevitt in our school training room and there
will be a $15 charge for the physical. A recertification is free of charge as you are
only handing in a form to the athletic office.

3. *Please complete all information in this packet. Parent/Guardian signatures are
required in several places. If the packet is not filled out completely, you may not
get a physical. No exceptions!

4. All students must have medical insurance. If you do not have adequate coverage
please see the athletic director immediately to discuss available options.

5. There is an athletic participation fee at Bishop McDevitt. The fee is $75.00 per
athlete for their first sport and $50.00 for a second sport. A third sport is free of
charge. Checks should be made payable to: Bishop McDevitt High School, and
on the memo line please indicate which sport is being played.

6. Tryouts/First official day of practice begins Monday, November 18th (boys &
girls basketball, swimming, wrestling & bowling).

*%%*The athlete should have two (2) checks written to “Bishop McDevitt HS” with
them. One is the $75 registration fee and the other is the $15 fee for the
physician. The monies go in separate areas and that is why we are asking for
two (2) checks. Thank you for your cooperation on that matter.

Physical Schedule: Monday, November 4th, 2019

Girls 9:30 - 10:15 AM
Boys 10:15 AM- 11:00 AM

Please direct any questions to your respective coaches or the new athletic trainer Rochelle
Blakely at 717-236-7973 x2360.

Go Crusaders!

Mr. Tomm
Athletic Director



SecTION 7: 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 sporis season{s)
identified herein by the parent/guardian of any student who is secking to participate in Practices, Inter-School Practices,
Serimmages, andlor 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 studert shall submit
a compieted Section B, Re-Certification by Licensed Physician of Medicine or Osteopathic fedicine, to the Principal, or
Principal’s designee, of the student's school.

[SuPPLEMENTAL HEALTH HISTORY|

Student's Nare _ Male/Fematle (circle one)
Date of Student's Birttx N i Age of Studenton Last Birthday: Grade for Gurrent SchooiYear:
Winter Sport(s): . Spring Spori(s): _

CHANGES TO PERSONAL INFORMATION (In the spaces below; identify any changes to the Personal Information setforth [n
the original Section 1: PERSONAL AND EMERGENCY INFORMATION}

Current Home Adelress

Current Home Telephons #{ ) Parent/Guardian Current Cellufar Phone # B

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

. Parert's/Guardian’s Name; _ Relationship.
Address. , Emérgency Contact Telephone # ( )
Secondary Emargency Contact Person's Name . ‘ Re[aéonship
Address  Emergency Contact Telepheng # { )
Medigat Insurance -Carrier . Policy Number
Address __Telephone # { }
Family Physiclan’s Name, ,MD er DO {cirdle one)
Address, Talephone# ( )

SUPPLEMENTAL HEALTH HISTORY:

Explain “Yes" answers 2t the bottom of this¥orm.
Clfele questions:you.don't kndw the answers to..

. Yes No ‘ Yes Ne
1. Since completion of the CIPPE, have yau 4, Since cormptetion of the CIRFE, -have you
sustained ailiness andfor njury that experienced any episodes of unexplained
required medical freatment from a licensed: shortness. of breath, wheezing, and/or chest .
physiclan.of medicine or psteapathic , _ pali? B
mediging? ‘ 5, Singe eompletion of the CIPPE, ate.you
2. Since comprdtion o tha il taking any NEW preseription medigines.or
ted a-corcussio : o pifis? B
rush) artraumatic Brain inju? e E B. Do you have any congerns that yout would '
3. Sihce comgletion of the CIPPE, have you like to discuss with a.physician?
experienced dizzy spells, blackoits, and/or
uncensciousness? B B
#'s Explain “Yes™ answers here:

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

Student's Signature ] Date: I} /

t hereby certify that to. the best of my knowledge all of the information herein is frue-and complete,
Parent's/Guardian’s Signature __, ‘ Date f /




I

J’()NL,Y VEEDED TF AHLETE T35 RETURAING FROM TAJURY A

Section 8; Re-CERTIFICATION BY LICE_'NSED.:PH.Y-SIGIAN oF MEDICINE OR OSTEOPATHIC MEDICINE

This Form must be completed for any student who, subsequent to' completion of Sections 1 through © of this CIPPE Form,
required medical freatment from a licensed physician of medicine or osteopathic- meédicine.  This Section 8 may be
completed-at.any time following compietion of such medical treatment. Upon completion, the Fortm must be turned in to
the Prinicipal, or the Principal’s designee, of the student's school, who, pursuant to ARTIGLE X, LOCAL MANAGEMENT

AND CONTROL, Section 2, Powers and Duties of Principal, subsection G, of the PIAA Constitution, shall “exclude any
contestant who has suffered serious illness or injury untit that contestant is pronounced physically fit by the school's
licensed physician of medicine or csteopathic medicine, or if none is employed, by another isensed physician of medicine
or osteopathic medicing.”

. NOTE: The physician completing this Form must first review Sections 5 and 6 of the herein named student's

previously completed CIPPE Form.. Section 7 must also be reviewed if both (1) this Form Is being used by the
herein named stadent to participate in Practices, Inter-Schogol Practices, Scrimmages, and/or Confests in a
subsequent sport season in the same school year AND (2} the herein named student either checked yes or
circled any Supplemental Health History questi‘ons"in Section 7,

If the physician completing this Form 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
management such'that the physician can certify that-all aspects of evaluation, treatment, and risk of that injury
have been thoreughiy covered by that physician.

Student's Name:. . Age Grade_,

Enrolled in- . _ . _ Sctiool

Condition{(s} Treated Sinse Completion of the Herein Named-Student's CIPPE Form:

A. GENERAL CLEARANCE: Absent any jliness andfor injury, which requires medical-treatment, subsequent to the
date set forth below, | hereby authorize the above-identified student to participate for the rémainder of the current school
year in additional interscholastic athletics with no restrictions, except those, if any, set forth in Section 6 of that studenf's
CIPPE Form.

‘Physician’s Name (print/type) ‘ License #
Address _ _ Phone ( )
Physician's Sighature _ _____MDorD® (circle ohe) Date

B. LIMITED CLEARANCE: Absent any illness and/or injury, wh:ch requires medical treatment, subsequent to the date

set forth-below; 1 bereby authorize the above-identified student {0 par’ucupate for the remainder of the current school year
in additional. interscholastic athiétics with, in addition to the restrictions,. if any, set forth in Section 6 of that student's

‘CIPPE Form, the following Emitations/restrictions:

1.

2.

3.

4.

Physician's Name {print/type) ‘ ‘ _ License4#
Address: _ Phone ( )

Physician’s Signature MD or DO (circle one) Date



