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B4 J TEXAS DEPARTMENT OF LICENSING AND REGUL A TION
of /2 Complisnee Division/COMBATIVE SPORTS PROGRAM
P.O. Box 12157 Aurtin, Texas 78711 (312)463-810] (800)803-9202 FAX (512)463-1087

E.O. Thompson Baofiding, 970 Colorade, Austin, TX 78701
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PROFESSIONAL COMBATIVE SPORTS CONTESTANT APPLICAT]
(Including Physical Exam & Eye Exam)
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Submit $20 application fee (check ormoney oicer only)
and all medical exams & test results with this apphcation

RLEASE PRINT CLEARLY Fioﬁ gs%:;

First Name, Middle Name, Last Nsme (MUST BE LEGAL NAME) . ER WiNDoy,
Awlrlo |/ [o] TiAlek o], [, LT T TR T2 &
Malling Address o : [ NG
/floé JJ fléfﬂ/bd.f 12| } o | %Q/
City, State, Zip __ith N |
e L T e R B T T T
Home Phone ($23 ) G99-2727 . "Soctal Security #
' g \ (Forsign Nationals may submt Pesaport )
/ nmurm&ﬁ'__éi_%g ) Place of Blrth leddgrcs, (F -,
- B — & (cms:auorwrmu,s.cmm)
Emall Address ' y _
Event [nformation: Promoter Nlmézﬂ_ ZMA :'/4,(;. _ Event Dato | /-lz__ 200

By signing this application, I certify that a1 Information is frue and correct, [ understand that —’
providing false information on thls application may result in sanctions up to and including depijal
or revocation of the Heense I am Yéqueiting, and in the imposition of administrative penalties,
I'will comply with all applicable provitlong of Chapters 51 and 2052, Texas Occupatons Code,
and 16 Texas Administrative Code, Chapters 60 and 61 lunderstand that this Heenge i not
transferable. If the licgnee fs fssued, [ Agree to furnish ¢o thé Texag Department of Licensi Bg and
Regulation any change in information Provided on this form within THIRTY (30) days of the

change
. % u R RN STy FEE a2 e 4 om
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IAPPLICJLNT NAME (Please print) /97»«;—0,«;0 %W//‘E

PROFESSIONAL CONTESTANT'S ‘MEDICAL"EiAmNATION -PART1]

TO BE COMPLETED By A LICENSED MEDICAL DOCTOR ONLY

fanine wInlcted Ly o phy-iian assistnil er o ngrae Prachticnc vaill (o) (V1§ JLeeptea

Mecdical Allergies
Are you taking any medication?
Previoug Hospitalizatio

Results of the following bleod tests must be sttached to this application:
Hepatitis B surfacs ANTIGEN
Hepstitis C ANTIBODY
HIVANTIBODY

ALL MEDICAL AND LAB TEST RESULTS MUST BE DATED AND TAKEN |
NO MORE THAN 30 DAYS BEFORE THE APPLICATION L. SUBMITTE

Answer All ong Below:

" {L)SEIZURES AND CONVULSIONS -

(A) BLEEDING TENDENCIES' .
(B) DIABETES ' (M) ASTHMA

(C)HERNIA . . () RIGH BLOOD PRESSURE .. 'y
(D) HEART DISEASE (0) TUBERCULOSIS

(E) SICKLE CELL DISEASE - (P) MONONUCLEQSIS

(F) KIDNEY DISEASE (Q) RHEUMATIC FEVER

(G) HEPATTTIS (®) COUGH ‘

() SKIN DISEASE . (3) PSYCHIATRIC PROBLEMS |
(T) BEADACHES (T) CONTACT LENSES

() JOINT INJURY OR DISLOCA " (0) NUMBER OF TIMES KOD- -
{K) CONCUSSIONUNCONSCT OUSNESS (V) KIDNEY. LuNG, TESTICLE. EYE REMO

{circle all mquiring ¢ YES response)

Do you bave any other iufo bealth, past or présent, which is NOT lgb m
the questions above? - : e 3 » :
APERBON AGE 3 OR OLDER MUST ALSO SUBMIT A FAVORABLE; S m
‘EEG (Electrosncephalography) AND =
. EKG (Eloctrocardiogrsm) . . . 2 8 5
: 0 = b
[i7]
. 2 = N 1
EXAMINING MD or DO S
' MEDICAL LICENSE # o
_ (must be liceased In a State, Dig tea)
ADDRESS _ - ‘/
STATE__. . _21p PHONE NUMBER.___ _ . e
- ) E. . r 3
APPLICANT SIGNATUREX A » DATE____ /] Roow 03
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2, FINGER TO NOSE

APPLICANT NAME (Plesse Pring_ P70 10 P s 7 LB T ry-78

PROFESSIONAL CON TESTANT'S MEDICAL EXAMINATION - PART2
EARS

AUDITORY CANALS
DRUMS
AUDITORY ACUITY FOR CONVERSATIONAL VOICE

LIVER, KIDNEY, SPLEEN (

enlarged
INGUINAL AREA (tenderness, bernla)

MU TEM (curvature, posture, tenderaess, Hmitation of motion

EXTREMTTTES (deformity, tenderncss; joiar mobﬂlty)- e

UROLOGICA

BICEP JERKS
BRUDZINSK1

| heratry cortify that | have examined __ AAACTOMILD M AR AR 70
i b "~ (please print applicants name) =
Dlhcmulcum 07 . 920 /0
"°""‘ : Year.

.IHAVE'APPRQV 418 PERS T PORTS EVENT,
. ' 1

MD or DO SIGNATURE UL 5 7 2010

APPLICANT SIGNATUR '
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APPLICANT NAME (Ploase Print) ';4/!/75/\//0 Mﬂ/té/‘?ﬂm stports

s OPHTHALMOLOGIC MEDICAL EXAM +

Ly von Witk o0 e et by g )y CCORCREN 22 ¥ IR ORI L BUNCEA RS AT I v K 3 T

EXAMINATION (pormal - N; aboormal - X) | RIGHT EYE LEFT EYE
VISUAL ACUITY ' '
(WITHOUT CORRECTION)
EXTERIOR EXAM

ANTERIOR EXAM

FUNDI

EXTRAOCULAR MUSCLES
VISUAL FIELDS (Contronnuon) : _
:ronomamv Rl v S
EXPLAIN ABNORMAL FIM)INGS

03

DIAGNQSIS

D,.. 9 3751 AMOUNT
Mgl gy o ANTON 1O

T (phaass print applicant's name)

" hereby cortify that | have examined.

Date of the exam:
iluﬁ‘{- .

oy
| HAVE APPROVED THIS PERBON YO PARTICIPATE (N A cOMMTWE SPOR‘l'i EVlNT
Ophthaimologist or Optomaetrisl NAME

yeay

UGENSE #

ADDRESS
STA

OPHTHAMOLOGIST or
OP"I'OHETRICT SIONATURE B

TDLR Form BOX001 0409



Qi.TEST DIAGNOSTICS INCORPORATED

EFECIMEN INFCRMATION

SPECIMEN:®
REQUIBITION:

LAB REF NO:

COLLECTED:
RECEIVED:

REPORTED: (S

PATIENT INMPORMATE oM

MARGARITO, ANTONIO

ORDERING PHYSICIAN
DoB: 03/18/1978 Age: 32
QENDER; M :

REPORT s2a7us  Fqpay

Test Name

HEPATITIS B SURFACE
ANTIGEN W/REFL CONFIRN
HEPATITIS B SURFACE
ANTIGEN

HEPATITIS C ANTIBODY
HEPATITIS C ANTIBODY
SIGNAL TO CUT-OFF

HIV AB, HIV 1/2, EIa,
WITH REFLEXES
HIV 1/2 EIA AB SCREEN

In Range Out of Range

Refarence Ranga Lab

EN

EN

Performing Laboratory Information:
EN

MARGARITO, ANTONTA - ENO34959n

AUG 2 22010
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