


Physical Examination

Exams must be done by a Medical Doctor or Osteopathic Physician

Date ___________ Name _________________________________  Sport(s)_________________________

Blood Pressure ___________ Pulse ____________ Height ______ Weight ______ Vision: R____ L____


     Nml          Abnml
Comments

HEENT

     (    )

(    )
 ________________________________________________________

Cardiac

     (    ) 
(    )
 ________________________________________________________
Lungs

     (    )

(    )
 ________________________________________________________
Skin

     (    )

(    )
 ________________________________________________________

Abdominal

     (    )

(    )
 ________________________________________________________

Genitalia

     (    )

(    )
 ________________________________________________________

Upper Extremity
     (    )

(    ) 
 ________________________________________________________

Lower Extremity
     (    )

(    )
 ________________________________________________________

Spine & Musculature (    )

(    )
 ________________________________________________________

Other: ____________________________________________________________________________________

I certify that I have reviewed the history and examined the above student and I recommend:









Comments

______  Clearance with no limitations. 



__________________________________________
______  Clearance pending further evaluation or testing. 

__________________________________________

______  Referral to other health care professional prior to clearance. 
__________________________________________
______  Clearance with limitations.




__________________________________________

______  Disqualified from competition.



__________________________________________









Continue explanation on additional sheet if needed.

Print Name of Examining Physician ____________________________ 
Clinic Name/Facility: 

______________________________
Address  
______________________________

______________________________





Physician’s Stamp
Phone
______________________________
Signature 
_______________________________________________  Date ___________________________ Medical License # ______________________




This form must be signed by an MD, DO, PA, or NP.








