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SECTION 5: 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 sports season(s) 
identified herein by the parent/guardian of any student who is seeking to participate in Practices, Inter-School Practices, 
Scrimmages, and/or 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 student shall submit 
a completed Section 6, Re-Certification by Licensed Physician of Medicine or Osteopathic Medicine, to the Principal, or 
Principal’s designee, of the student’s school. 

SUPPLEMENTAL HEALTH HISTORY
Student’s Name   Male/Female (circle one) 

Date of Student’s Birth: ______/______/_________  Age of Student on Last Birthday: ______  Grade for Current School Year: ______

Winter Sport(s): ________________________________________  Spring Sport(s): ________________________________________ 

CHANGES TO PERSONAL INFORMATION (In the spaces below, identify any changes to the Personal Information set forth in 
the original Section 1:  PERSONAL AND EMERGENCY INFORMATION): 

Current Home Address  

Current Home Telephone # (            )  Parent/Guardian Current Cellular Phone # (            ) 

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

SUPPLEMENTAL HEALTH HISTORY:  
Explain “Yes” answers at the bottom of this form. 
Circle questions you don’t know the answers to. 
 Yes No 
1. Since completion of the CIPPE, have you 

sustained an illness and/or injury that 
required medical treatment from a licensed 
physician of medicine or osteopathic 
medicine?

2. Since completion of the CIPPE, have you 
had a concussion (i.e. bell rung, ding, head 
rush) or head injury? 

3. Since completion of the CIPPE, have you 
experienced dizzy spells, blackouts, and/or 
unconsciousness?

 Yes No 
4. Since completion of the CIPPE, have you 

experienced any episodes of unexplained 
shortness of breath, wheezing, and/or chest 
pain?

5. Since completion of the CIPPE, are you 
taking any NEW prescription or non-
prescription (over-the-counter) medicines or 
pills? 

6. Do you have any concerns that you would 
like to discuss with a physician? 

   
#’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____/____/_____ 
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Section 6:  CERTIFICATION BY LICENSED PHYSICIAN OF MEDICINE OR OSTEOPATHIC MEDICINE 

This Form must be completed for any student who, subsequent to completion of Sections 1 through 4 of this CIPPE Form, 
required medical treatment from a licensed physician of medicine or osteopathic medicine.  This Section 6 may be 
completed at any time following completion of such medical treatment.  Upon completion, the Form must be turned in to 
the Principal, or the Principal’s designee, of the student's school. 

NOTE:  The physician completing this Form must first review Sections 3 and 4 of the herein named student's 
previously completed CIPPE Form.  Section 5 must also be reviewed if both 1) this Form is being used by the 
herein named student to participate in Practices, Inter-School Practices, Scrimmages, and/or Contests 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 questions in Section 5. 

If the physician completing this Form is clearing the herein named student subsequent to that student sustaining 
a concussion or head injury, that physician must be sufficiently familiar with current concussion management 
such that the physician can certify that all aspects of evaluation, treatment, and risk of that injury have been 
thoroughly covered by that physician. 

Student's Name:      Age Grade 

Enrolled in __________________________________________________________________________________School 

Condition(s) Treated Since Completion of the Herein Named Student’s CIPPE Form:   

A. GENERAL CLEARANCE:  Absent any illness and/or injury, which requires medical treatment, subsequent to the 
date set forth below, I hereby authorize the above-identified student to participate for the remainder of the current school 
year in additional interscholastic athletics with no restrictions, except those, if any, set forth in Section 4 of that student’s
CIPPE Form. 

Physician’s Name (print/type)__________________________________________________ License #_______________

Address___________________________________________________________________ Phone (        )____________ 

Physician’s Signature _____________________________________________MD or DO (circle one) Date____________ 

B. LIMITED CLEARANCE:  Absent any illness and/or injury, which requires medical treatment, subsequent to the date 
set forth below, I hereby authorize the above-identified student to participate for the remainder of the current school year 
in additional interscholastic athletics with, in addition to the restrictions, if any, set forth in Section 4 of that student’s
CIPPE Form, the following limitations/restrictions:

1.  

2.  

3.  

4.  

Physician’s Name (print/type)__________________________________________________ License #_______________

Address__________________________________________________________________ Phone (        )____________ 

Physician’s Signature _____________________________________________MD or DO (circle one) Date____________
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Section 7: CIPPE MINIMUM WRESTLING WEIGHT

INSTRUCTIONS 
Pursuant to the Weight Control Program adopted by PIAA, prior to the participation by any student in interscholastic 
wrestling, the Minimum Wrestling Weight (MWW) at which the student may wrestle during the season must be 1) certified 
to by an Authorized Medical Examiner (AME) and 2) established NO EARLIER THAN six weeks prior to the first Regular 
Season Contest day of the wrestling season and NO LATER THAN the Monday preceding the first Regular Season 
Contest day of the wrestling season (See NOTE 1).  This certification shall be provided to and maintained by the student’s 
Principal, or the Principal’s designee. 

In certifying to the MWW, the AME shall first make a determination of the student's Urine Specific Gravity/Body Weight 
and Percentage of Body Fat, or shall be given that information from a person authorized to make such an assessment 
("the Assessor"). This determination shall be made consistent with National Federation of State High School Associations 
(NFHS) Wrestling Rule 1, Competition, Section 3, Weight-Control Program, which requires, in relevant part, hydration 
testing with a specific gravity not greater than 1.025, and an immediately following body fat assessment, as determined by 
the National Wrestling Coaches Association (NWCA) Optimal Performance Calculator (OPC) (together, the “Initial 
Assessment”). 

Where the Initial Assessment establishes a percentage of body fat below 7% for a male or 12% for a female, the student 
must obtain an AME’s consent to participate. 

For all wrestlers, the MWW must be certified to by an AME.   

Student’s Name   Age  Grade 

Enrolled in __________________________________________________________________________________ School 

INITIAL ASSESSMENT 
I hereby certify that I have conducted an Initial Assessment of the herein named student consistent with the NWCA OPC, 
and have determined as follows: 

Urine Specific Gravity/Body Weight  ________/________ Percentage of Body Fat _________ MWW ________________ 

Assessor’s Name (print/type)_____________________________________________Assessor’s I.D. #_______________ 

Assessor’s Signature____________________________________________________________Date_____/_____/_____ 

CERTIFICATION 
Consistent with the instructions set forth above and the Initial Assessment, I have determined that the herein named 
student is certified to wrestle at the MWW of ________________ during the 20____ - 20____ wresting season. 

AME’s Name (print/type)   License # 

Address  Phone (            ) 

AME’s Signature________________________________MD, DO, PAC, CRNP, or SNP  Date of Certification ___/___/___ 
                                                                                                       (circle one) 
For an appeal of the Initial Assessment, see NOTE 2. 

NOTES:   
1.  For senior high school wrestlers coming out for the Team AFTER the Monday preceding the first Regular Season 
Contest day of the wrestling season the OPC will remain open until January 15th and for junior high/middle school 
wrestlers coming out for the Team AFTER the Monday preceding the first Regular Season Contest day of the wrestling 
season the OPC will remain open all season.
2.  Any athlete who disagrees with the Initial Assessment may appeal the assessment results one time by having a 
second assessment, which shall be performed prior to the athlete’s first Regular Season wrestling Contest and shall be 
consistent with the athlete’s weight loss (descent) plan.  Pursuant to the foregoing, results obtained at the second 
assessment shall supersede the Initial Assessment; therefore, no further appeal by any party shall be permitted.  The 
second assessment shall utilize either Air Displacement Plethysmography (Bod Pod) or Hydrostatic Weighing testing to 
determine body fat percentage.  The urine specific gravity testing shall be conducted and the athlete must obtain a result 
of less than or equal to 1.025 in order for the second assessment to proceed.  All costs incurred in the second 
assessment shall be the responsibility of those appealing the Initial Assessment.  




