MSHSAA Wrestling Skin Condition Report
*
Photocopy and Retain This Original Form for Future Use
National Federation wrestling rule 4-2 3 states: "If a participant is suspected of having a communicable skin disease or any other condition that makes participation appear inadvisable, his coach shall provide current written documentation from physician stating that the suspected disease or condition is not communicable and that the athlete's participation would not be harmful to his opponent. This form should be presented at weigh-ins. However, in dual meets, this form will be accepted up until it is time for the individual to wrestle. In tournaments, the form will be accepted until 15 minutes prior to the schedule starting time. Covering a communicable condition shall not be considered acceptable and does not make the wrestler eligible to participate."
If a wrestler has any skin condition that appears to be communicable to the referee, the following form must be presented to the referee prior to competition, otherwise the wrestler in question will not be allowed to compete.  There must also be attached to this sheet a copy of the doctor’s letterhead, or prescription pad.
THIS IS THE ONLY FORM A REFEREE WILL ACCEPT AS
''Current, written documentation" that a skin condition is not communicable.
has


_________________________________________from __________________________________________ has



Wrestler’s name (print)



school or club name (print) 
been examined by me for the following skin condition: ________________________________________________

Name of Skin Condition
Mark the location(s) of the condition(s) on the silhouettes below. (If more than one lesion is present, mark the location of EACH lesion on the silhouettes. It is important that the location of the lesion(s) be properly marked.
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It is my medical opinion that the skin condition(s) indicated above: 
(   ) IS communicable at this time.
[   ] IS NOT communicable at this time.
COMMENTS:
Physician's Name (Please print)
Provider's Signature
________________________________Date of Examination (This form is valid for 14 days, including and following this date).
