UNIVERSITY OF MARYLAND SPORTS MEDICINE DEPARTMENT
Exit Interview

Name 









SS# 





Sport 










Previous Injuries:


Date


Injury
Recommendations / Comments:

Status:

 FORMCHECKBOX 

Pass without restrictions

 FORMCHECKBOX 

Pass with restrictions

 FORMCHECKBOX 

Further Evaluation Needed-

Appt. with 






_______________________________________________________________________________
_______________________________________

Examining Physician / Athletic Trainer’s Signature





Date

Examining Physician / Athletic Trainer Print Name

I, the undersigned, do hereby affirm that the information contained on this page and any attached pages is true and correct to the best of my knowledge; and that no information has been withheld pertaining to my past and present physical, mental, and injury status.  I further attest that any physical findings and/or recommendations have been discussed with me by a member of the University of Maryland Sports Medicine Department; and that I fully understand the recommendations and have had any questions answered to my satisfaction.  If any information is false or omitted in reference to my past and/or present medical history, I fully understand and acknowledge that my health and/or physical welfare may be jeopardized as a result and that I may suffer physical harm. 
Student-Athlete Signature







Date
MD Sports Medicine

12/02/04

