
 

 
 
 
 

Brad Butler, MD Kory Bell, M.S.P.T. Orthopedic & Fracture Clinic 
CONDITIONS OF ADMISSIONS  
FOR PERFORMANCE TESTING 

The Knee Training Zone 
  

Please read and sign the following consents, releases and agreements and return to your coach. 
1. CONSENT TO PERFORMANCE TESTING:  I consent to the services to be rendered and 

provided during my participation in the ACL risk assessment and injury prevention program, 
which have been described to my satisfaction. I understand that no assurances or guarantees 
have been given or made to me as to the results or performance which may be obtained from my 
participation. While safeguards are taken to reduce the chance of injury, I understand that 
participating in any physical activity including the outlined testing and prevention program poses 
an injury risk.  I understand that the training program outlined in the Knee Training Zone that I will 
be following, while designed to reduce injury risk, because it involves physical activity, does itself 
pose an injury risk to me, including a risk of ACL injury.   

2. CONSENT FOR VIDEO PHOTOGRAPHY:  I understand that part of this program involves the 
use of video assessment.  I consent to the use of video photography as part of this performance 
testing program.  I understand that my video imagery will be used now and in the future for 
educational and research purposes for my self and others in the medical and athletic community. 

3. CONSENT FOR E-MAIL COMMUNICATION:  I understand and give my consent to the 
Orthopedic & Fracture Clinic to use the E-MAIL provided as a communication for the Knee 
Training Zone program, including my personal video assessments. 

I, or my appointed agent, have read, fully understand and agree to the above statements.  I wish 
to participate in this ACL risk assessment and injury prevention program. 

 _______________________________   _______________    
 Print  Name of Participant    Team 

 1. ______________________________  ________________    
 Signature of Participant    Date 

 

If participant is under the age of 15, or is otherwise unable to sign, complete the following: 

Patient is______ years of age OR is unable to sign because:   
____________________________________________________________________________________
____________________________________________________________________________________
__________________ 

 

2. ____________________    ___________  ______________________          
Guardian Signature      Date   Relationship to Participant 

   
 
 
 
________________________________________________________________________________________________________ 
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