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MEMORANDUM FOR:  DoDDS Europe        
 
FROM:  Lajes Field, Family Health Clinic 
 
SUBJECT:  Clearance to Participate in Interscholastic Sports 
 
 
STUDENT’S NAME: (Last) ______________________ (First) ______________________ (Middle Initial) ____    
 
STUDENT’S DATE OF BIRTH:  ___________________________ 
 
1. PARENT / GUARDIAN 
 
Emergency Contact: Home phone _______________ Cell Phone _______________ Work Phone _______________ 
 
a. I hereby give my permission for the above named student to practice and compete and represent the school in 
approved interscholastic sports except those restricted on this form. 
 
b. Pursuant to the requirements of the Health Insurance Portability and Accountability Act of 1996, I authorize 
health care providers of the student named above to disclose/exchange essential medical information regarding the 
injury and treatment of this student to appropriate school district personnel for purposes of treatment, emergency 
care, and injury record-keeping. 
 
 
_____________________________________            __________________________________              _____                                          
PRINTED NAME OF PARENT/GUARDIAN           SIGNATURE OF PARENT/GUARDIAN              DATE                      
 
 
2. PHYSICIAN 
 
a. Immunizations __ Up to date; __ Not up to date (specify below)  
 
b. __ Cleared for participation without restriction for one year from exam date 
    __ Not cleared; __Cleared, with restrictions:  
 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
 
c. I have examined the above-named student and completed the physical evaluation. The athlete does not appear to 
have any physically limiting conditions to practice and participate in sports, other than the aforementioned 
restrictions. A copy of the physical exam is on record in my office and can be made available to the school at the 
request of the parents. If conditions arise after the athlete has been cleared for participation, a physician may rescind 
the clearance until the problem is resolved and the potential consequences are explained to the athlete and his or her 
parents/guardians. 
 
 
 
_______________________________________________                            _________ 
SIGNATURE AND STAMP OF LICENSED PROVIDER                                DATE 


