
BCS/MMA-010 (12/10)
Michigan Department of Energy, Labor & Economic Growth
Bureau of Commercial Services
Licensing Division
MICHIGAN UNARMED COMBAT COMMISSION
P.O. Box 30018, Lansing, MI  48909
517-241-8205
www.michigan.gov/ucc

APPLICATION FOR PROFESSIONAL MMA LICENSE
AUTHORITY:      P.A. 403 of 2004
COMPLETION:   Mandatory
PENALTY:          Failure to complete may result in denial of your application

Applicant's Certification

I hereby acknowledge that issuance of a MMA license is a privilege.  I have the responsibility to prove my general suitability, character, integrity and ability to
participate, engage in or be associated with mixed martial arts contests or exhibitions.  I accept the risk of adverse public notice, embarrassment, criticism,
financial loss or other action with respect to this application and expressly waive any claim for damages as a result thereof.

I hereby certify that I am not licensed as a timekeeper, judge, referee or matchmaker and am not acting as my own promoter.

Contestant's Signature Date

FOR OFFICE USE ONLY
Approved By: Date Approved:

License Number: Date Issued:

All contestants are required to obtain an identification card prior to engaging in a MMA event in the State of Michigan.
Identification Cards are issued only in our Okemos office and must be applied for in person.  We are located at 2501 Woodlake
Circle, Okemos, Michigan.  Print in black ink or type all responses.
Contestant's Name (Last, First, Middle)

Mailing Address (Number and Street) City

Date of BirthSocial Security NumberState Zip Code Daytime Telephone Number

(            )

I.D. Number

FEE PAYMENT INFORMATION (Check One)

New MMA Application Fee:  $70.00

Make your check or money order in U.S. Currency payable to:

STATE OF MICHIGAN

FOR OFFICE USE ONLY - VALIDATION

(1514-01=$45.00)
(1514-07=$25.00)

DELEG is an equal opportunity employer/program.  Auxiliary aids, services and other reasonable accommodations are available upon request to individuals with
disabilities.

I hereby certify that the statements made in the application are true and correct, and I further certify my general suitability, character, integrity and ability to
participate, engage in, or be associated with boxing contests or exhibitions.  I have not withheld information that might affect the decisions to be made on this
application.  I am aware that a false statement or dishonest answer may be grounds for denial of my application, disciplinary action on my license, or may be
punishable by law.  I hereby authorize the Department of Energy, Labor & Economic Growth and its agents to investigate any statements made by me in this
application, including checking criminal, civil and administrative records.

FEE
NEW APPLICATION $70.00

RELICENSURE $90.00

MMA Relicensure Fee:  $90.00 (1514-01=$45.00)
(1514-07=$25.00)
(1514-23=$20.00)

You must complete a CT or MRI Brain Scan within the past 3 years to apply for licensure and check box below:

I have submitted a copy of my CT/Brain Scan report (without contrast), read by a physician.  The report must include the date of test, the hospital or
clinic and city and state where CT/Brain Scan was administered and the physician's notes.

Have you ever had disciplinary action taken against any license, registration, certificate or permit you now hold or have ever held?  (Includes but is not limited
to final orders, suspension, revocation, denial, cease and desist order, etc.)

NoYes - Download the form BCS/LCE-021 "Request for Disciplinary Action Information".  The form can be downloaded and completed
to accompany this application.  See www.michigan.gov/ucc and select Forms & Publications.  The form must be included to
avoid delays in processing your application.
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Michigan Unarmed Combat
2501 Woodlake Circle
Okemos, MI  48864

517-241-8205

PRELICENSURE PHYSICAL EXAMINATION REPORT

Name  (Last, First, Middle) Ring Name

Address:  (Number and Street) City State Zip Code

Date of Birth Age Social Security Number

MALE FEMALE

PHYSICAL HISTORY:  Has the applicant ever had any of the following conditions:

Fainting spells

Shortness of breath

Frequent Headaches

Rupture (hernia)

Swollen Joints

Spitting Blood

Chest Pains

Chronic cough

Convulsions (Fits)

Operations

Rheumatism

Cerebral Hemorrhage or any other serious head injury

Diabetes

Bleeding Disorder

Amateur Record:
Professional Record:

Wins
Wins

Losses
Losses

Draws
Draws

PHYSICAL EXAMINATION:

General Appearance

Disabling Scars

Pulse at Rest

Pulse after 100 hops

Height Weight Temperature

Mouth Teeth Tonsils Neck

Blood pressure at rest

Blood pressure after 100 hops

Enlarged Glands Yes No Goiter: Yes No Blood pressure 2 minutes after hops

Heart:
Electrocardiogram   DATE:             /            / Remarks:

Pulse Rhythm

Enlargement

Regular Irregular Apical Impulse

Yes No Murmurs

Heavy Normal

Yes No

Lungs: Rales Yes No

Breasts   Mass Yes No Tenderness Yes No Discharge Yes No

Gynecological Examination:

Testicles:

Abdomen     Enlargement of liver

Yes No Remarks:

Normal Yes No Remarks:

Yes No

Hernia Yes No

Pelvic Normal Yes No Remarks:

Reflexes Pupils: Knee Jerks Romberg Babinski

Skin: Rash: Boils Other unhealed wounds:

1.  Urinalysis Date

2.  Blood Count:

3.  Bleeding and Coagulation

Remarks:

Remarks:

Time Remarks:



PRELICENSURE PHYSICAL EXAMINATION REPORT - Page 2

EYE HISTORY:

(1)  Blurred Vision?

(2)  Surgical procedures done to either of their eyes or the tissue around the eyes other than simple sutures of the skin and around the eyes?

(3)  Has the applicant ever been informed by any physician that they had significant eye problems such as retinal detachment, retinal tear,
      primary or secondary glaucoma, aphakia, pseudophakia, dislocated lens or cataract?

Yes No

EYE EXAMINATION:

Vision without glasses:

Vision with glasses:

Right Left

Right Left Vision Fields: Right Left

YOU MUST ALSO GO TO AN OPHTHALMOLOGIST FOR A DILATED EYE EXAMINATION

Yes No

Yes No

PRINT Licensed Physician's Name License Number

Physician's Signature Date

Street Address City State Zip Code

Telephone Number

(            )

APPLICANT:

I declare under penalty of perjury under the laws of the State of Michigan that the foregoing information is true and correct; further I realize that any intentional
misrepresentation may result in disciplinary action against my license.

I hereby AUTHORIZE the Michigan Unarmed Combat Commission and or any physician employed by the Michigan Unarmed Combat Commission to RELEASE
any and all medical information and/or personal information with respect to my status and licensure as a professional contestant which may contain any of the
Commission's records.  I further authorize the commission to RELEASE this information to any person who the commission determines has a need to know.  I
AGREE that I will fully cooperate with the Commission in making my medical history available including but not limited to giving oral or written reports to the
Commission regarding my medical condition, care and/or treatment.

I further RELEASE, PROMISE TO HOLD HARMLESS, AND CONVENANT NOT TO SUE the Commission or any representatives of the Michigan Unarmed
Combat Commission on the basis of its disclosure.  I have signed the release voluntarily and of my own free will. I further agree that a photographic copy of this
AUTHORIZATION shall be valid as the original.

Name Printed

Signature of Applicant Date

BCS/MMA-001 (01/10)
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EXAMINING PHYSICIAN:  The following section must be completed.

I have evaluated the attached CT or MRI Brain Scan, without contrast performed within the last 3 years. Yes No

CT or MRI date:            /            /

Remarks:

EXAMINING PHYSICIAN:  The following section must be completed.
I have evaluated the above named contestant and/or license applicant and ordered the requested exams.  Listed are any significant abnormalities either in my
physical or the testing.  Also listed are the steps I took to clarify any problem.

PLEASE CHECK ONE: I HAVE I HAVE NOT

MEDICALLY CLEARED ABOVE NAMED CONTESTANT AND/OR LICENSE APPLICANT TO FIGHT
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Department of Energy, Labor & Economic Growth
Michigan Unarmed Combat

2501 Woodlake Circle
Okemos, MI  48864

517-241-8205

OPHTHALMOLOGICAL EYE EXAM
TO BE PERFORMED WITH DILATION AND BY AN OPHTHALMOLOGIST ONLY

HISTORY:  HAS APPLICANT HAD ANY OF THE FOLLOWING CONDITIONS?

(1)  Blurred Vision?

(2)  Surgical Procedures done to either of their eyes or the tissue around the eyes other than simple sutures of the skin and around the eyes?

(3)  Has the applicant ever been informed by any physician that they had significant eye problems such as retinal detachment, retinal tear,
      primary or secondary glaucoma, aphakia, pseudophakia, dislocated lenses or cataract?

(4)  Eye Disease?

(5)  Eye Injury?

(6)  Detached retina surgery on either eye?

List which eye and where and when surgery was performed:

Yes No

Yes No

Yes No

If YES, please explain

Name:  (Last, First, Middle) Ring Name:

Address:  (Number and Street) City State Zip Code

Date of Birth Age Social Security Number

Yes No

Yes No

Yes No

EXAMINATION:

VISION:      Without         With Glasses
Right
Left

REFRACTION:  If either eye is 20/40 or worse
Right
Left Sph

Sph Cyl x
Cyl x Acuity

Acuity

Remarks Intraoccular Tension: Right
Left

mmHG
mmHG

Motility

Binocular Vision Normal

Normal Abnormal

Abnormal

SLIT LAMP EXAM NORMAL ABNORMAL SPECIFY ABNORMALITIES

Conjunctive Cornea
Iris/Pupil

Lens

Eyelids

Right      Left Right      Left

Date of Exam



NORMAL ABNORMAL SPECIFY ABNORMALITIES

Disc
Mascula

Vessels

Peripheral Retina

Right      Left Right      Left

INDIRECT OPHTHALMOSCOPY WITH SCLERAL DEPRESSION (Dilated pupil)

PHYSICIAN'S REMARKS

PHYSICIAN:

PLEASE CHECK ONE: I DO NOT FIND I DO FIND

A CONDITION THAT WOULD PRECLUDE THE ABOVE NAMED CONTESTANT and/or LICENSE APPLICANT TO PARTICIPATE IN
BOXING OR MIXED MARTIAL ARTS EVENT(S)

PRINT Licensed Physician's Name License Number

Physician's Signature Date

Street Address City State Zip Code

Telephone Number

(            )

APPLICANT:

I declare under penalty of perjury under the laws of the State of Michigan that the foregoing information is true and correct; further I realize that
any intentional misrepresentation may result in disciplinary action against my license.

I hereby AUTHORIZE the Michigan Unarmed Combat Commission and or any physician employed by the Michigan Unarmed Combat
Commission to RELEASE any and all medical information and/or personal information with respect to my status and licensure as a
professional contestant which may contain any of the Commission's records.  I further authorize the commission to RELEASE this information
to any person who the commission determines has a need to know.  I AGREE that I will fully cooperate with the Commission in making my
medical history available including but not limited to giving oral or written reports to the Commission regarding my medical condition, care
and/or treatment.

I further RELEASE, PROMISE TO HOLD HARMLESS, AND CONVENANT NOT TO SUE the Commission or any representatives of the
Michigan Unarmed Combat Commission on the basis of its disclosure.  I have signed the release voluntarily and of my own free will. I further
agree that a photographic copy of this AUTHORIZATION shall be valid as the original.

Name Printed

Signature of Applicant Date
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