
Student Information (to be completed by student and parent) print legibly
Student’s Full Name: __________________________________________________ Biological Sex: _____ Age: _____ Date of Birth: ___ /___ /_____
School: ________________________________________________________ Grade in School: _____ Student ID: _____________________________

ELECTROCARDIOGRAM (ECG) SCREENING (Page 1 of 1)
SUBMIT THIS CLEARANCE FORM TO THE SCHOOL

ELECTROCARDIOGRAM (ECG) SCREENING FORM

Revised 2/26

EL1

Parent/Guardian: Review the FHSAA EL3 Consent and Release form for details on Sudden Cardiac Arrest. Per §1006.20, 
F.S. (Second Chance Act), effective July 1, 2026, all first-time high school participants in FHSAA athletics must have an 
Electrocardiogram (ECG) screening before participation. This applies to students with no cardiac symptoms. Students with 
cardiac symptoms should consult their healthcare provider. An ECG completed within two (2) years prior to July 1 of the 
participation year satisfies this requirement. If the ECG requires further evaluation, the student must be cleared by a 
licensed medical practitioner trained in the diagnosis, evaluation and management of ECGs before participating in FHSAA 
athletic competition, practice, tryouts, or workouts.

SECTION A: PARENT/GUARDIAN ATTESTATION (Select one and sign below)

ECG completed by Who We Play For, a hospital in the state of Florida, or another healthcare organization and electronically 
signed by a licensed physician; attach normal result documentation from health record or the email received from provider.

Date of NORMAL ECG Result: ___/___/___	 Organization Performing ECG: ____________________________________________

Medical Exception - Attach FHSAA Form ME1

Religious Objection - I object to an ECG for my child based on religious reasons allowed by law

OR

Parent/Guardian Signature: _____________________________ Printed Name: _____________________________ Date: ___/___/___

SECTION B: LICENSED PRACTITIONER ATTESTATION - ECG Interpretation by healthcare provider

In accordance with §1006.20(2)(c), F.S., I certify I am a licensed practitioner (Ch. 458, 459, 460, 464.012, 464.0123 F.S. 
or equivalent) familiar with the “International Criteria for ECG interpretation in student-athletes”. If the ECG is normal, 
complete the section below. If further evaluation is required, the student should be referred to a practitioner trained in 
the diagnosis, evaluation and management of ECGs.

Provider Signature: ____________________________________ Printed Name: ____________________________________ Date: ___/___/___

Credentials: ___________________________________ License #: _____________________________ Phone: (______)_____________________

Address: _____________________________________________ City: _______________________________ State: ______ Zip: _____________

Normal ECG (no additional evaluation required)

Normal variant ECG based on the International Criteria (no additional evaluation required)

Further evaluation by a licensed medical professional is required, and an EL1/2S must be completed

If your ECG requires further evaluation and you need help accessing cardiology follow-up care, please visit www.whoweplayfor.org.

Please retain a copy for your records.

Please complete only ONE section (Section A or Section B, as applicable)



MEDICAL ELIGIBILITY SUPPLEMENTAL FORM 
SUBMIT THIS MEDICAL ELIGIBILITY FORM TO THE SCHOOL 

This form is only required one time if used as a supplement to the EL1. 
This form is valid for 365 calendar days from the date of exam if used as a supplement to the EL2. 

MEDICAL ELIGIBILITY SUPPLEMENTAL FORM - Referred Provider Form 

 

 
Revised 2/26 

The Medical Eligibility Supplemental Form is required when a student must obtain further evaluation by a qualified medical specialist 
prior to clearance for participation in interscholastic athletics. 

This form supplements eligibility documentation for referrals originating from either the EL1 - ECG Screening Form or the EL2 - 
Preparticipation Physical Evaluation. This form documents the specialist’s evaluation, recommendations, and clearance status related to 
the medical concern identified during the initial screening/evaluation. 

Completion of all applicable sections by the appropriate specialist is required before athletic clearance may be granted. 

Student Information (to be completed by student and parent) print legibly 

Student’s Full Name:       ____ Biological Sex:     Age:     Date of Birth:    /   /     

School:       Grade in School:     Sport(s):   

Home Address:   City/State:      Home Phone: (   )   

Name of Parent/Guardian:       E-mail:     

Person to Contact in Case of Emergency:      Relationship to Student:    

Emergency Contact Cell Phone: (   )    Work Phone: (   )      Other Phone: (   )   

Family Healthcare Provider:     City/State:       Office Phone: (   )    
 

Referred for:   Diagnosis:   

I hereby certify the evaluation and assessment for which this student-athlete was referred has been conducted by myself or a clinician under my direct supervision with 
the conclusions documented below: 

Medically eligible for all sports without restriction as of the date signed below 

Medically eligible for all sports without restriction after completion of the following treatment plan: (use additional sheet, if necessary) 

 

Medically eligible for only certain sports as listed below: 

 

 Not medically eligible for any sports 

Further Recommendations: (use additional sheet, if necessary) 

 

 

Name of Healthcare Professional (print or type):     Date of Exam:    /    /   

Address:    Phone: (   )   

Signature of Healthcare Professional:   Credentials:     License #:   

 

EL1/2S 

          Provider Stamp (required) 



Student Information (to be completed by student and parent) print legibly
Student’s Full Name: __________________________________________________ Biological Sex: _____ Age: _____ Date of Birth: ___ /___ /_____
School: ________________________________________________________ Grade in School: _____ Student ID: _____________________________

CERTIFICATE OF MEDICAL EXCEPTION (Page 1 of 1)
SUBMIT THIS CLEARANCE FORM TO THE SCHOOL

Florida Second Chance Act (ECG Screening) Certificate of Medical Exception

Revised 1/26

ME1

Purpose: 
This certificate of medical exception is to be completed by a licensed physician authorized under Chapter 458 or Chapter 
459, Florida Statutes, for the purpose of documenting a medical exception to the electrocardiogram (ECG) screening 
requirement established under the Second Chance Act for student-athletes. The form must be retained by the school for 
the duration of the student’s participation in high school sports.

Medical Exception Determination:
The above-named student is granted a medical exception to the ECG screening requirement under the Second Chance Act 
for the following reason(s):

Reason for Exception:

LICENSED PRACTITIONER SECTION - ECG Interpretation by personal healthcare provider
In accordance with §006.20(2)(c), F.S., I certify I am a licensed practitioner (Ch. 458, or 459, F.S. or equivalent) trained in the 
“International Criteria for Interpreting ECGs in Student-Athletes”.

Address: ______________________________________ City: _____________________________ State: ____ Zip: _______________

Signature: _________________________________________ Printed Name: _____________________________ Date: ___/___/___

Credentials: _____________________________ License #: _____________________________ Phone: (_____)___________________


