M. A. Khan, M.D.
Board Certified Dermatol ogist
4761 Higbee Avenue N.W.
Canton, Ohio 44718-2551
Tel: 330-492-1117
Fax: 330-244-9451

OSMA / OHSAA SKIN CONDITION
EVALUATION & AUTHORIZATION TO COMPETE IN
HIGH SCHOOL WRESTLING

TO: PHYSICIAN, M.D. or D.O.

From National Federation Wrestling fules: If a participant is suspacted of having a cormunicabie skin disense or any other condision
that mudkes participation sppeas inadvisable, his cosch ehll provide written documentation from s physisitn stating that the suspected
discase is not commnunicabie and that the ethiete’s parcaipation weould ot be harmful 1w his opponent, This document shall
be furnighed st the weigh-in o upod arrivil af the sits of (he dual meet or tournamen:.

Cavering a communicablies skin condition Is mot #ccopisble and doss not meks the wresier ailgitie to partizipats,

[ Pleass use ink }
Please draw and describe skin condition(s) of:

and answar all questions on this form. (name of wrestler)

1. Indicate the specific location of the suspected skin condition (on the figures beiow)

2. Describa the approximats size and color of thé above condition
{axarmple; i is about the size of a nickel, red in color; it is about two inchoe in diamater, biolehy red}

3. Do you belisve this skin condition is currently contagious? Circle one: YES  NO

4. [Ifcontagious, when will it be safe (i.e. no longer cornmunicabla) for him 1o
resume wrestling? Please list a calendar date; __ S f—

5. Technical name of skin condition (diagnosis):

6. Name and dosage of medication used, if any:

7. This authorization covers the above diagrammed and deseribed condition only
and expirason: __ /__ /__

UNLESS SPECIFIED, THIS AUTHORIZATION EXPIRES TEN (10) DAYS FROM THE DATE OF EXAM
Print Physician's name Today'sdate __/__ /.
Fhysician's address
Physician's phone
Physician's signature




