Physician Direction Document


ATHLETIC TRAINER

WRITTEN PHYSICIAN SUPERVISING AGREEMENT






______







(1) Name of Certified Athletic Trainer


PA State Certification #






_______






(2) Name of Certified Athletic Trainer 


PA State Certification #








_
Name of Organization/ Employer of Athletic Trainer






________






Physician’s Name and credentials



PA Medical License #







I, 

______

 __________________  as team physician/consulting physician, supervise the certified athletic trainer(s) named in their/his/her provision of athletic training services under my direction* while employed by/working at:   
_____________________________________________________________ (location).   

*Direction is defined by the PA Medical and Osteopathic Practice Acts, 49 PA. CODE, CHAPTERS 16, 18, AND 25 as  …supervision over the actions of a certified athletic trainer by means of referral by prescription to treat conditions for a physically active person or written protocol approved by a supervising physician, or by direct consultation via radio, telephone, fax, email or other accepted means.  

At all times, the certified athletic trainer(s) listed above will act within the scope of practice of his/her/their education and training as defined in the Rules and Regulations of the Pennsylvania Medical and Osteopathic Practice Acts (http://www.dos.state.pa.us/bpoa/cwp/view.asp?a=1104&q=432799  (see pages 5-7 of enclosure for further clarification of the State Boards’ practice act) and as further delineated in the National Athletic Trainers’ Association (NATA) Guide to Athletic Training Services: http://www.nata.org/sites/default/files/GuideToAthleticTrainingServices.pdf  The Certified Athletic Trainer will maintain communication with me, at defined intervals, via the following modes: 

__________ phone call       __________ email      ___________other electronic means (e.g. fax)

                                 (check all modes of communication that apply and define communication schedule)

Further delineation of responsibilities or expectations will include:

	

	

	

	


This Document is only valid only from August 1, 2010 to July 31, 2011, as per the State Board of Medicine and Osteopathic Medicine Practice Act (p. 22).  This document is nullified if either the certified athletic trainer or physician change employer, relationship, or has his/her/their license/certification revoked during the length of this contract.
CERTIFIED ATHLETIC TRAINER’S SIGNATURE 



DATE

CERTIFIED ATHLETIC TRAINER’S SIGNATURE 



DATE

TEAM OR CONSULTING PHYSICIAN’S SIGNATURE 


DATE

TEAM OR CONSULTING PHYSICIAN’S:

Business Address:
______________________________________________________




______________________________________________________

Phone Number:
__________________
___
Fax Number: 
__________________

Email Address: 
______________________________________________________

Enclosures: 
-NATA Guide to Athletic Training Services


-State Board of Medicine and Osteopathic Medicine Practice Act

49 PA. CODE, CHAPTERS 16, 18, AND 25

ATHLETIC TRAINERS

References:
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2

