
AUTHORIZATION TO Patient name: ______________ _ 

RELEASE Address: _______________ _ 

City, State, Zip: ____________ _ 
MEDICAL INFORMATION Date of birth: _____________ _ 

FEE MAY APPLY 
Medical record number: 

Phone number: _____________ _

This form is used by all provider entitles of the Gelsinger Health (whlch is not a provider entity) including Geisinger Medical Center (all campuses}, 
Geisinger Wyoming Valley Medical Center (all campuses), Geisinger Clinic (all sites), Geisinger Community Medical Center (all campuses), Geisinger 
Bloomsburg Hospital, Geisinger Lewistown Hospital.Geisinger Jersey Shore Hospital, Geisinger Medical Center Muncy, and all other provider entities as 
oudined in the Geisinger Notice of Privacy Practices but excluding Marworth, and Geisinger Community Health Services. 

I am requesting records from the following Gelsinger entitles: 

□ All Sites □ Specific Clinic(s) or Hospital(s): __________________________ _

1 authorize an appropriate workforce member of the above entity(ies) to release information from my medical record to: 

Name of hospital, company, or person to whom the information will be released to: ______________ _ 

Complete address: _________ _ 

Telephone number: ___________ Fax number: _ _______ Email address: ________ _ 

*I am requesting that the information be produced (choose one): D Paper copies D Fax □ Download to Email □ CD

'"For the,purpo&e of: □ continuation of medical treatment D payment of bill D Worker's Compensation □ education

□ legal purposes D insurance purposes D at the request of the patient or the patient's legal representative

□ Other (specify):---�---------------------------------

*The information to be released will cover the time period from __ / __ / __ to __ ! __ ! . ("present" equals date of signature) 

*SPECIFIC INFORMATION IQ RElEAU:
D Clinic Notes □ EEG, EKG, Stress Test D Immunizations 
□ Colonoscopy □ Emergency Dept. Notes D Laboratory Reports 
□ Consultation Report{s) □ Endoscopy D Medications 
□ Discharge Summary □ History & Physical D Operative Report(s) 
D Other (specify): _____________ _

□ Pathology Reports
D X-Ray Reports
DX-Ray Films
D Itemized Bills

I understand that in order to process this request for the reproduction of medical record information on a timety basis, the above entlty(ies) 
may utilize a contracted medical record copy service, and I further authorize the release of my medical record information to such record 
service for this purpose. I understand that this authorization is revocable by me, in writing, at any time, except to the extent that action has 
been taken in reliance on it. I will contact the Geisinger Privacy Office immediately at systemprivacyoffice@geisinger.edu or 570-271-7360 
if I wish to revoke this authorization. I also understand that Ibis oonsent wjll expi:re sJx months after lhe date of signature or automa�cally 
wben 1be records requested on this authorization have been released (whigl ever ocgJfS first). I understand that the information released 
may be re-released by the recipient and may no longer be protected by HIPAA {Federal regulations). The above entity(ies} may not 
condition my treatment or payment for my treatment on obtaining this authorization from me, unless this authorization is requested (i) 
to provide research-related treatment to me, or (ii) because the health care being provided to me is solely for the purpose of creating 
protected health information for disclosure to a third party 

SPECIAL AUTHORIZATION (IF APPLICABLE) 

Patient Parent/Guardian If you are authorizing the above entlty(les) to release information related to the testing, diagnosis and/or treatment for any of the following 
lnltlals Initials conditions, please sign your inltials in front of the section which describes the type of information to be released. 

(inilials) (initials] 

(initials) (initials) 

My evaluation, testing, diagnosis or treatment for alcoholism and/or drug abuse 01' dependence may be released. 

My evaluation, testing, diagnosis or treatment concerning my inpatient or outpatient mental health/rehabilitation treatment may be released. 

My testing. diagnosis or treatment for HIV/AIDS may be released. 

AUTHORIZATION SIGNATURES 

NOTE: IF PATIENT IS UNDER 14 YEARS OF AGE AND IS NOT AN EMANCIPATED MINOR THE PARENT OR GUARDIAN MUST SIGN. 

DatefTime: _______ Patient Signature: ____________ Staff Signature: ____________ _ 

If patient is unable to sign authorization form because of physical condition or age, complete the following: 

Patient is a minor or patient ·s unabie to s•gn authorization because; 

DatefTime: ___ Signature:---,,..----,----,------,------,--- Staff Signature: ____________ _ 
(Parent/legal or personal representative) 

If Verbal consent: Witness #1 Date/Time ____________ Signature: __________________ _ 

If Verbal consent: Witness #2 Date/Time Signature: 
(Parent/legal or personal representative} 

Description of personal representative's authority to act for the patient: _______________________ _ 

***COPY OF COMPLETED AUTHORIZATION FORM MUST BE GIVEN TO PATIENT•••• 

A-560-008-DMR Rev./MRPC Approved 11/21 

Jersey Shore Area School District

175 A & P Drive, Jersey Shore,  PA  17740

X To participate in sports
6 1 2022 6 1  2023__

X PIAA Physical

570-398-5060
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Student’s Name   Age  Grade  

SECTION 6:  HEALTH HISTORY  

 

 

 Yes No 
1. Has a doctor ever denied or restricted your 

participation in sport(s) for any reason? ❑ ❑ 
2. Do you have an ongoing medical condition 

(like asthma or diabetes)? ❑ ❑ 
3. Are you currently taking any prescription or 

nonprescription (over-the-counter) medicines 
or pills? 

❑ ❑ 

4. Do you have allergies to medicines, 
pollens, foods, or stinging insects? ❑ ❑ 

5. Have you ever passed out or nearly 
passed out DURING exercise? ❑ ❑ 

6. Have you ever passed out or nearly 
passed out AFTER exercise? ❑ ❑ 

7. Have you ever had discomfort, pain, or 
pressure in your chest during exercise? ❑ ❑ 

8. Does your heart race or skip beats during 
exercise? ❑ ❑ 

9. Has a doctor ever told you that you have 
(check all that apply): 

❑ High blood pressure ❑ Heart murmur 

❑ High cholesterol ❑ Heart infection 

❑ ❑ 

10. Has a doctor ever ordered a test for your 
heart? (for example ECG, echocardiogram) ❑ ❑ 

11. Has anyone in your family died for no 
apparent reason? ❑ ❑ 

12. Does anyone in your family have a heart 
problem? ❑ ❑ 

13. Has any family member or relative been 
disabled from heart disease or died of heart 
problems or sudden death before age 50? 

❑ ❑ 

14. Does anyone in your family have Marfan 
Syndrome? ❑ ❑ 

15. Have you ever spent the night in a 
hospital? ❑ ❑ 

16. Have you ever had surgery?   

17. Have you ever had an injury, like a sprain, 
muscle, or ligament tear, or tendonitis, which 
caused you to miss a Practice or Contest?   

         If yes, circle affected area below: 

❑ ❑ 

18. Have you had any broken or fractured 
bones or dislocated joints?  If yes, circle 
below: 

❑ ❑ 

19. Have you had a bone or joint injury that 
required x-rays, MRI, CT, surgery, injections, 
rehabilitation, physical therapy, a brace, a 
cast, or crutches?  If yes, circle below: 

❑ ❑ 

Head Neck Shoulder Upper 
arm 

Elbow Forearm Hand/ 
Fingers 

Chest 

Upper 
back 

Lower 
back 

Hip Thigh Knee Calf/shin Ankle Foot/ 
Toes 

20. Have you ever had a stress fracture? ❑ ❑ 
21. Have you been told that you have or have 

you had an x-ray for atlantoaxial (neck) 
instability? 

❑ ❑ 

22. Do you regularly use a brace or assistive 
device? ❑ ❑ 

 

 
 Yes No 
23. Has a doctor ever told you that you have 

asthma or allergies? ❑ ❑ 
24. Do you cough, wheeze, or have difficulty 

breathing DURING or AFTER exercise? ❑ ❑ 
25. Is there anyone in your family who has 

asthma? ❑ ❑ 
26. Have you ever used an inhaler or taken 

asthma medicine? ❑ ❑ 
27. Were you born without or are your missing 

a kidney, an eye, a testicle, or any other 
organ? 

❑ ❑ 

28. Have you had infectious mononucleosis 
(mono) within the last month? ❑ ❑ 

29. Do you have any rashes, pressure sores, 
or other skin problems? ❑ ❑ 

30. Have you ever had a herpes skin 
infection? ❑ ❑ 

CONCUSSION OR TRAUMATIC BRAIN INJURY 
31. Have you ever had a concussion (i.e. bell 

rung, ding, head rush) or traumatic brain 
injury? 

❑ ❑ 

32. Have you been hit in the head and been 
confused or lost your memory? ❑ ❑ 

33. Do you experience dizziness and/or 
headaches with exercise? ❑ ❑ 

34. Have you ever had a seizure? ❑ ❑ 
35. Have you ever had numbness, tingling, or 

weakness in your arms or legs after being hit 
or falling? 

❑ ❑ 

36. Have you ever been unable to move your 
arms or legs after being hit or falling? ❑ ❑ 

37. When exercising in the heat, do you have 
severe muscle cramps or become ill? ❑ ❑ 

38. Has a doctor told you that you or someone 
in your family has sickle cell trait or sickle cell 
disease? 

❑ ❑ 

39. Have you had any problems with your 
eyes or vision? ❑ ❑ 

40. Do you wear glasses or contact lenses? ❑ ❑ 
41. Do you wear protective eyewear, such as 

goggles or a face shield? ❑ ❑ 
42. Are you unhappy with your weight? ❑ ❑ 
43. Are you trying to gain or lose weight? ❑ ❑ 
44. Has anyone recommended you change 

your weight or eating habits? ❑ ❑ 
45. Do you limit or carefully control what you 

eat? ❑ ❑ 
46. Do you have any concerns that you would 

like to discuss with a doctor? ❑ ❑ 
FEMALES ONLY ❑ ❑ 
47. Have you ever had a menstrual period? ❑ ❑ 
48. How old were you when you had your first 

menstrual period?  
49. How many periods have you had in the 

last 12 months?  

50. Are you pregnant? ❑ ❑ 
#’s Explain “Yes” answers here: 

  

  

  

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

Student’s Signature _________________________________________________________________________Date____/____/_____ 

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

Parent’s/Guardian’s Signature _________________________________________________________________Date____/____/_____ 

Explain “Yes” answers at the bottom of this form. 
Circle questions you don’t know the answers to. 



 

 

SECTION 7:  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  

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:  R 20/_____ L 20/_____        Corrected:  YES    NO  (circle one)       Pupils:  Equal_____ Unequal_____ 

MEDICAL NORMAL ABNORMAL FINDINGS 

Appearance    

Eyes/Ears/Nose/Throat   

Hearing   

Lymph Nodes   

Cardiovascular  ❑  Heart murmur ❑  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   

I hereby certify that I have reviewed the HEALTH HISTORY, performed a comprehensive initial pre-participation physical evaluation of the 
herein named student, and, on the 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: 

❑ CLEARED  ❑ CLEARED with recommendation(s) for further evaluation or treatment for:  

❑ NOT CLEARED for the following types of sports (please check those that apply): 

❑ COLLISION          ❑  CONTACT         ❑  NON-CONTACT          ❑ STRENUOUS         ❑  MODERATELY 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  ___/____/___  
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