Student’s Name ___________________________________________________  Date of Birth __________  Date of Exam _________

Physical Examination and Questionnaire for Sports Activities


For parent to complete:







	YES
	NO
	Has student ever had:

	
	
	Seizures

	
	
	Loss of consciousness 

   (If so, how many times? _____ )

	
	
	Heart disease

	
	
	Loss of kidney

	
	
	Bleeding tendency

	
	
	Bone or joint disorder

   Explain: ________________________

	
	
	Eye disorder

   Explain: ________________________

	
	
	Recurrent pneuno thorax 

   (Punctured lung)

	
	
	Loss of teste (males only)

	
	
	Is student taking any medication?

   List:



	YES
	NO
	Does student have:

	
	
	Chronic cough

	
	
	Shortness of breath

	
	
	Chest pain with exertion


I certify that the above answers are true to the best of

my knowledge.

Parent/guardian signature ______________________________

Student’s signature ___________________________________
Physical Examination

Height: ______  Weight: ______  Blood pressure: ______

Pulse: at rest _____  after 25 jumps _____ after 2 min _____
Urinalysis:  sugar and albumin only: _________________

________  Ear

________  Heart
________  Throat
________  Teste (males only)

________  Lymph
________  Abdomen

________  Chest
________  Back

________  Heart
________  Extremities

I certify that this student MAY participate in sports activities with NO restrictions.

Physician: ________________________________ Date: ______

I certify that this student MAY participate in sports activities with the following restrictions:

____________________________________________________

____________________________________________________

Physician: ________________________________ Date: ______
