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INITIAL EVALUATION: Prior to any student participating in Practices, Inter-School Practices, Scrimmages, and/or Contests,
at any PIAA member school in any school year, the student is required to (1) complete a Comprehensive Initial Pre-
Participation Physical Evaluation (CIPPE); and (2) have the appropriate person(s) complete the first six Sections of the
CIPPE Form. Upon completion of Sections 1 and 2 by the parent/guardian; Sections 3, 4, and 5 by the student and
parent/guardian; and Section 6 by an Authorized Medical Examiner (AME), those Sections must be turned in to the
Principal, or the Principal's designee, of the student's school for retention by the school. The CIPPE may NOT be
authorized earlier than May 1°' and shall be effective, regardless of when performed during a school year, until the latter of
the next April 30" or the conclusion of the spring sports season.

SUBSEQUENT SPORT(S) IN THE SAME SCHOOL YEAR: Following completion of a CIPPE, the same student seeking to
participate in Practices, Inter-School Practices, Scrimmages, and/or Contests in subsequent sport(s) in the same school
year, must complete Section 7 of this form and must turn in that Section to the Principal, or Principal’s designee, of his or
her school. The Principal, or the Principal’s designee, will then determine whether Section & need be completed.

ISECTION 1: PERSONAL AND EMERGENCY INFORMATION}

PERSONAL INFORMATION

Student’s Name Male/Female (circle one)
Student's Date of Birth: / / Student's Age on Last Birthday:  Grade for 20 - 20
Current Physical Address .
Current Home Phone # ( ) Parent/Guardian Current Cellular Phone # ( )

Parent/Guardian E-mail Address:

Fall Sport(s): Winter Sport(s): Spring Sport(s):

EMERGENCY INFORMATION

Parent's/Guardian’s Name Relationship

Address Emergency Contact Telephone # ( )

Secondary Emergency Contact Person's Name Relationship

Address Emergency Contact Telephone # ( )

Medical Insurance Carrier Policy Number

Address Telephone # ( )

Family Physician’s Name , MD or DO (circle one)
Address Telephone # ( )

Student'’s Allergies

Student'’s Health Condition(s) of Which an Emergency Physician or Other Medical Personnel Should be Aware

Student’s Prescription Medications and conditions of which they are being prescribed

Revised: July 17, 2024 BOD approved



20 -20
Student’'s Name Age. Grade. fax "~ School Year
IsEcTiON 5: HEALTH HiSTORY]
Explain “Yes"” answers at the bottom of this form.
i i ! ers to.
Circle questions you don’t know the answi ) - Yes No
1. Has a doctor ever denied o restricted your QO 23. tll-:as a dO‘i"ilOT _IP-V?; told you that you have Q a
parg}icipatiol? e f9r T E’e;asr)n? diti 24 * D?ay;: Soigiejv—heeze or have difficulty Q Q
2. o0 you have an ongoing medical condition - ) ; 5 _
(like asthma or diabetes)? o - a breathing DURING'or AFI'FR .(Iexergs?]?
3. Are you currently taking any prescnp_hqn or 25. Is lhire anyone in your family who has Q Q
nonprescription (over-the-counter) medicines a 4 . ast:ma. -
or pills? . ave you ever used a a Q
: i ?
4, Do you have allergies to medicines, asthma medicine? _ o
pollens, foods, or stinging insects? u u 27. kygere you born w:lht;u}:r ar:nyostrhrgmsmg 1 .
5. Have you ever passed out or nearly Q a a kidney, an eye, a testicle, or any r
assed out DURING exercise? organ?
6. i Have you ever passed out or nearly 0 0 28. Have you had infectious mononucleosis 0 0
passed out AFTER exercise? (mono) within the last month?
Ts Have you ever had discomfort, pa!in, or a ) 29. Do you have any rashes, pressure sores, O 0
pressure in your chest during exercise? or other skin problems? '
8. Does gour heart race or skip beats during 0 Q 30. ) f:;\‘;e:]gou ever had a herpes skin 0 0
exercise? infection?
9. Has a doctor ever told you that you have CONCUSSION OR TRAUMATIC BR{MN _INJURY
(check all that apply): 31. Havg you ever had a concussion (n.e}. bell
[ High blood pressure [ Heart murmur a 4 i’;’;%gmg' head rush) or traumatic brain a a
U High cholesterol L] Heart infection 32.  Have you been hit in the head and been 0 O
10. Has a doctor ever ordered a test for your D D confused or lost your memory?
heart? (for example ECG, echocardiogram) 33. Do you experience dizziness and/or 0 0
1. Has anyone in your family died for no Q Q headaches with exercise?
apparent reason? 34. Have you ever had a seizure? 4 d
: i ily h ah -
12 pro?)?eei’? b aaal i [l 4 35. Have you ever had numbness, tingling, or
; ; ; i rle ing hit
13. Has any family member or relative been :regl(lli]:gs’.f in your arms or legs after being hi d a
disabled from heart disease or died of heart a O i Lave you e b unsilo bo move §ous
prablems or sudden death before age 50? s o - a a
14.  Does anyone in your family have Marfan 0 0 arms or legs after being hit or falling?
Syndrome? 37. When exercising in the heat, do you have QO Q
15. H ou eve he night in a severe muscle cramps or become ill?
hosp?:,qu REReb e TRk O a 38. Has a doctor told you that you or someone
16.  Have you ever had surgery? 0 0 in your family has sickle cell trait or sickle cell a |
L - disease?
17. Have you ever had an injury, like a sprain. 39, Have you had any prob|ems with your D D
muscle, or ligament tear, or tendonitis, which Q 0 eyes or vision?
caused you to miss a Practice or Contest? 40. Do you wear glasses or contact lenses? a a
If yes, circle affected area below: .
18. Have you had any broken or fractured 41. Do you wear pfotf}cllve eyewear, such as Q Q
bones or dislocated joints? If yes, circle a a p goggles or a fﬁce Sh‘e!?h? .
below: 2. Are you unhappy with your weight? M| O
19. Hf'ave you had a bone or joint injury thlat 43. Are you trying to gain or lose weight? a a
regugﬁ_t: T_—rays.hMBI. |C;I;‘ surgery.blmect|0n5, a | 44 Has anyone recommended you change Q Q
rehabilitation, physical therapy, a brace, a : : : e
cast, or crutches? If yes, circle below: your we'gh! or eating habits?
Head Neck Shoulder Upper Elbow Forearm Hand/ Chest 45. t?)o you limit or carefully control what you E] D
arm Fingers eat’
Upper  Lower  Hip Thigh  Knee  Calffshin  Ankle Fool/ 46. Do you have any concerns that you would
back  back Toes ; : 3 a a
20 H B f o like to discuss with a doctor?
: L e et a a MENSTRUAL QUESTIONS- IF APPLICABLE o o
21: Have you been told that you have or have RPN
you had an x-ray for atlantoaxial (neck) Q Q 47. Have you ever had a menstrual period? a Qa
instability? 48. How old were you when you had your first
22, Do you regularly use a brace or assistive Q Q menstrual period?
device? 49. How many periods have you had in the
last 12 months?
50. When was your last menstrual period?

#'s

Explain “Yes" answers here:

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

Student’s Signature

Date ! !

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

Parent's/Guardian’s Signature

Date

/




SECTION 6: PIAA COMPREHENSIVE INITIAL PRE-PARTICIPATION PHYSICAL EVALUATION
AND CERTIFICATION OF AUTHORIZED MEDICAL EXAMINER

Must be completed and signed by the Authorized Medical Examiner (AME) performing the herein named student's comprehensive
initial pre-participation physical evaluation (CIPPE) and turned in to the Principal, or the Principal’s designee, of the student's school.

Student's Name Age Grade for 20 -20
School Year

Enrolled in School Sport(s)

Height Weight % Body Fat (optional) Brachial Artery BP / ( / , / ) RP

If either the brachial artery blood pressure (BP) or resting pulse (RP) is above the following levels, further evaluation by the student's
primary care physician is recommended.

Age 10-12: BP: >126/82, RP: >104; Age 13-15: BP: >136/86, RP >100; Age 16-25: BP: >142/92, RP >96.

Vision: R20/__ L20/ Corrected: YES NO (circle one) Pupils: Equal___ Unequal____
MEDICAL NORMAL ABNORMAL FINDINGS

Appearance

Eyes/Ears/Nose/Throat

Hearing

Lymph Nodes

Cardiovascular U Heart murmur L Femoral pulses to exclude aortic coarctation
|, Physical stigmata of Marfan syndrome

Cardiopulmonary

Lungs

Abdomen

Genitourinary (males only)

Neurological

Skin

MUSCULOSKELETAL NORMAL ABNORMAL FINDINGS

Neck

Back

Shoulder/Arm

Elbow/Forearm

Wrist/Hand/Fingers

Hip/Thigh

Knee

Leg/Ankle

Foot/Toes

| hereby certify that | ha\fe reviewed the HEALTH HISTORY, performed a comprehensive initial pre-participation physical evaluation of the herein named
stud‘e_nt. an_d, on th_e basis of such evaluation and the student's HEALTH HISTORY, certify that, except as specified below, the student is physically fit to
participate in Practices, Inter-School Practices, Scrimmages, and/or Contests in the sport(s) consented to by the student's parent/guardian in Section 2
of the PIAA Comprehensive Initial Pre-Participation Physical Evaluation form:

O cLeEaReD [ CLEARED with recommendation(s) for further evaluation or treatment for:

( NOT CLEARED for the following types of sports (please check those that apply):
M coLusion U contact [ Nown-conTacT L strenvous [ MoperaTELY STRenuous [ NON-STRENUOUS

Due to

Recommendation(s)/Referral(s)

AME'’s Name (print/type) License #

Address Phone ( )

AME'’s Signature MD, DO, PAC, CRNP, or SNP (circle one)  Certification Date of CIPPE ___/ /




Health Network

‘%?, Allegheny

Sports Medicine

Patient Name: : Date:
Date of Birth: (xx/xx/XxxX): Last4 (Four) digits of SSN:
Address:

Phone Number;

Authorization for Release of Protected Health Information
I'hereby authorize the Allegheny Health Network (AHN) certified athletic trainer(s) and team clinician(s) to release
Protected Health Information (PHT) to: school athletic department staff, coaches, other school administrators, EMS
personnel, and other persons/entities involved in school athletics for the purpose of establishing and delivering a
Ueatment plan or determining if a student athlete qualifies for participation in school-sponsored sports activities.

The PHI I would like to have released is as follows:

[ Release my entire chart (I understand this may include information pertaining to AIDS/HIV; mental health care;
treatment foralcohol and/or drug abuse; and sexually transmitted disease).

Do not release: [] AIDS/HIV [] Mental Health History [[] Drug & Alcohol

[ Other (specifically identify exact information to be disclosed, including specific dates of service):

¢ lunderstand that this Authorization shall expire one (1) year from the date of signature unless otherwise
specified.

¢ [lunderstand that this Authorization will remain in effect if 1 am treated foran injury during off-season
workouts within the calendar year of when | signed the Authorization.

* lunderstand that I may revoke this Authorization at any time by mailing or personally delivering a signed,
written notice of revocation to AHN. Such revocation will be effective upon receipt, except to the extent
that the recipient has already taken action in reliance on this Authorization,

* lunderstand that I am not required to sign this Authorization as condition of my obtaining treatment,

e [l understand that, to extentthatany recipient of this information is not a “covered entity” under HIPAA, the
information may no longer be protected by law. I understand that, in these circumstances, the individual
receiving this information may be permitted to re-disclose the information. I understand thatmy healthcare
provider is not responsible should the individual receiving this information re-disclose the mformation.

¢ Tam entitled to a copy of this completed Authorization upon my request.

® [ hereby acknowledge that I have read and fully understand the above statements as they apply to me.



>(/Signature of Patient/Student Athlete Date

X

Signature of Parent, Legal Guardian or Personal Representative Date

Witness/Staff Member Signature Date

If signed by a Personal Representative, complete the following:

Printed Name of Personal Representative:

Description of authority to act for individual (include supporting documentation):

- Consent to Treatment by Certified Athletic Trainer(s)/Team Clinician(s)

L, N caai—_(printed name of parent, legally authorized representative, or student
athlete, if ove¥id 3) hereby authorize Allegheny Health Network (AHN) Certified Athletic
Trainer(s)/Teism Clinician(s) to provide injury/illness care and prevention related to participation in
student athletic programs.

I understand that others may assist or participate in providing care and establishing treatment regimens.
Under the direction/supervision of a certified athletic trainer or team clinician, athletic training students
and high school student aides may also assist in furnishing care.

This consent is valid for one (1) year from the date below unless otherwise specified.

T understand that this consent is subject to revocation at any time, except to the extent that AHN has
already taken action in reliance upon it. A photocopy or facsimile of this consent will be considered valid

I understand that AHN's Notice of Privacy Practices can be reviewed here: https://www ahn.org/notice-

-DFIVACY-

X Parent, Guardian, or Student Athlete (if over 18) Signature Date Witness



