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DISPOSITION

Q 1. Cleared for collision, contact, and non-contact sports.
Q2 Conditional j erticipation, limited to:

Q 3. No participation until:
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I bereby certify that (1) have; (2

|
CIAN’S STATEMENT
have not; found

NAME OF STUDENT

to be physically fit & participate in interscholastic high school sports, including tackle football.

Physician's Signatur®:

Date:

P

I hereby state that th: information given |

Parent’s Signature: _

STATEMENT
this statement is true to the best of my knowledge.

Date:




