
 
 

Form B 
University of Central Missouri 

Medical/History/Work Capacity and Technical Standards Forms 
Athletic Training Program-Physical Capability Information 

 
Athletic Training Student: __________________________________________________ 
 
Student ID#_____________________ 
 
Campus Address: _________________________________________________________ 
 
Campus Phone: ______________________ Home Phone: ___________________ 
 
Permanent Address: _______________________________________________________ 
 
           _______________________________________________________ 
 
Emergency contact work number: ______________________ Cell number________________ 
 
Family Physician: Name: _______________________________________________ 
   Address: _____________________________________________ 
   City/State: ____________________________________________ 
   Phone: _______________________________________________ 
Please verify the following: 
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Please clarify any questions which you answered yes: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
____________________________________ 
 
Assumption of Risk 
 
I, _____________________, understand that participation in the field of Athletic Training as a 
student here at University of Central Missouri may be physically demanding, requiring me to 
sometimes lift heavy objects (i.e. lifting an athlete on a spine board, coolers of water, medical 
bags), run (i.e. get to an injured athlete on the field of play), engage in activity or positions to 
perform necessary medical treatment, and facility related tasks (i.e. evaluating an injury and 
cleaning the Athletic Training room respectively).  The physically demanding activities pose an 
inherent risk of injury and I acknowledge that these risks exist and I am willing to assume these 
risks and will not hold University of Central Missouri and its personnel responsible for any pre-
existing medical condition(s) that I may have. 
 
Athletic Training 
Student’s Signature_______________________________________Date:__________________ 
 
Witness: ________________________________________________Date:_________________ 
 
I have examined and medically cleared this individual for participation as an athletic training 
student in the Athletic Training Program at the University of Central Missouri.  Furthermore, I 
have verified that the above mentioned individual is physically capable of performing all tasks 
herein described. 
 
MD/DO/PAC/ARNP: _______________________________________Date:_______________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 






