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 NOTICE OF MEDICAL SUSPENSION

                        BOXING/MIXED MARTIAL ARTS

Legal Name:_________________________________________   Federal/National ID #:_____________________
In accordance with applicable statutes/laws the Athletic Commission has suspended your license as a professional boxer/mixed martial artist for medical reasons as of the date below.  
Suspension Duration 

Number of days immediately following ______/______/________ (date of contest):

     No sparring/contact
     No boxing/competing
 
        
□  30
           and
  □  45


        
□  45
           and
  □  60
 

        
□  60
           and
  □  90

 
        
□  90
           and
  □  120

 

□ Indefinite pending medical clearance

□ Other:______________________________________________________________________________________

The reason for the suspension is: 
□ KO      □ TKO      □ Excessive blows to head      □ Laceration(s)      □ Orthopedic injury   
□ Eye injury      □ Other:____________________________________________________

Required Medical Testing and Evaluation
Upon the recommendation of the physician and in accordance with applicable laws/statutes you must satisfactorily pass any medical tests and/or evaluations recommended.  You may be required to submit documents or results pertaining to your medical clearance in writing to the Commission for review before being permitted to compete again.
Athlete/Manager Certification

I certify that I have been examined by the physician as indicated following my participation in a boxing/MMA contest.  The physician advised me of the nature of any injuries and recommended treatment.  I also understand that I have been suspended for the medical reasons as indicated above and agree to refrain from training/sparring with any physical contact, competing in any combative sports, or do any activities in which my head would be shaken or hit for the duration of the suspension.  I understand that I may have the suspension extended if further stress to any injured area is sustained.  I agree to report this suspension to my physician if I experience continued headaches, seizures or other problems that would prompt an average person to seek medical care.  

____________________________________________
_________________________________      ________________

Athlete


                                                
Signature                                                                 Date
____________________________________________
_________________________________      ________________

Manager                                                                                  
Signature                                                                Date

Physician Certification

I have examined the above-named athlete and have explained to this contestant the nature of any injuries as well as recommended treatments, and have prescribed a period of medical suspension as indicated on this report.
____________________________________________
_________________________________      ________________

Physician, M.D./D.O.                                                             

Signature                                                                 Date
____________________________________________
_________________________________      ________________

Commission Staff                                                                   
Signature                                                                 Date
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