
  

 

 
Medical Information/Examination 

Part  1  Family History  

 

Student ’s Name :          Sex:          Date o f Bir th:         

 

Father ’s Name:           Work Phone :            Cell  Phone:       

 

Mother ’s Name:           Work Phone:            Cell  Phone:      

   

Family Doctor :           Phone:            

 

Emergency Contact :           Phone:            

 

Rela t ionship :            Phone:            

 

Part  2  Brief  Medica l  History   
Pleas e  an s wer  t h e  f o l lo win g  q u es t i on s  r ega rd in g  you r  s on /d au gh ter / wa r d :  

 
1 .  Has had  in jur ies  r equi r in g  medical  a t t en t ion .  Yes  No 

2 .  Has had  an  i l ln ess  r equi r ing hosp i t a l i za t ion .  Yes  No 

3 .  Is  under  ph ys ic i an’ s  care  a t  th i s  t ime.  Yes  No 

4 .  Has had  coughin g,  wh eezing or  t rouble  breath in g du r ing or  

a ft er  ac t ivi ty .  

 

Yes  
 

No 

Has had  as th ma.  Yes  No 

Has had  season al  a l l ergi es  that  r equi re  medica l  t r ea tment .  Yes  No 

5 .  Are  you  curren t ly t aking  an y prescr ip t ion  or  non -prescr ip t ion  

(over  th e  counter )  medicat ions  or  p i l l s  o r  us in g an  in hale r?  

 

Yes  
 

No 

Have you  ever  t aken  an y supplements  o r  vi ta mins  to  help  you  

ga in  or  lose  weight  o r  imp rove you r  per forman ce?  

 

Yes  
 

No 

6 .  Have you  ever  passed  ou t  dur ing or  a ft er  exerci se?  Yes  No 

Have you  ever  been  d izzy dur ing or  a ft er  exerci se?  Yes  No 

Have you  ever  had  chest  p ain  dur in g or  a f t er  exerci se?  Yes  No 

Do you  ge t  t i r ed  qu icker  t han  your  f r i ends  do  dur in g  exerci se?  Yes  No 

Have you  ever  had  r acin g of your  h ear t  o r  sk ipped  h ear tbeat s?  Yes  No 

Have you  b een  to ld  that  you  have a  h ear t  murmu r?  Yes  No 

Has  an y fami ly member  or  re l a t i ve  d ied  o f  hear t  p ro b lems or  

o f sudden  death  be fore  age 55?  

Yes  No 

Have you  h ad  a  severe  vi r a l  in fec t ion  ( for  example,  

myo card i t i s  o r  mononucleosis)  wi th in  l a s t  month ?  

 

Yes  
 

No 

Has a  ph ys ic i an  ever  d en ied  or  res t r i c t ed  your  par t ic ipat ion  in  

spor ts  fo r  an y h ear t  p rob lems?  

 

Yes  
 

No 

7 .  Have you  ever  had  a  head  in jury or  concu ssion ?  Yes  No 

Have you  ever  been  knocked  ou t ,  beco me unconscio us  or  los t  

your  memory?  

 

Yes  
 

No 

Have you  ever  had  a  se i zu re?  Yes  No 

Do you  have f requ ent  o r  severe  h ead ach es?  Yes  No 

Have you  ever  had  nu mbn ess  or  t in gl in g in  your  arms,  hands ,  

legs  or  feet ?  

 

Yes  
 

No 

Have you  ever  had  a  s t inger ,  burn er  o r  p in ched  n erve?  Yes  No 

8 .  Have you  ever  beco me i l l  o r  fe l t  l i gh t  headed  f ro m exerc is in g 

in  the  heat ?  

 

Yes  
 

No 

9 .  Is  hear in g imp ai red ,  has  gl asses  o r  contact  l enses .  Yes  No 

10 .  Has fixed  or  r emo vable  ap pl iances  in  mouth ?  Yes  No 

11 .  Is  th ere  a  reason  fo r  th is  i nd ividual  to  avoid  pa r t i c ip at ion  on  

a  cer t a in  spor t?  

 

Yes  
 

No 

 
Please  explain  i f  yes  respo nse:        

          

           

 

12 .  Please  br in g you r  son /d aughte r /ward ’s  i mmunizat ion record  to  the  school  

o f f ice  so  i t  can  be  t r ans fer red  on  to  the  s t a t e  fo rm.   Contac t  you r  doctor  o r  

c l in i c  no w i f  you  do  no t  h ave an  immuniza t ion  record .  

 

 

 

X           
Parent/Guardian Signature      Date 

 



  

 

Part  3  Physical  Exa minat ion  

 

  

Student ’s Name:         Sex:          Date o f Bir th:     

 

 

This sect ion to  be completed by a  physician  or nurse prac ti t ioner  

 
 

Review of Medical History 

 

 Pertinent past medical disorders:            

  

 Current medical disorders:             

 

List all medications (both routine and prescription drugs)          

 

Physical Exam 

 

 BP    Height     Weight     Vision     

 

 

Neurological    Head/Neck    Chest/Airway    

 

 

Skin    Cardiovascular    Abdomen    

 

 

Genitalia/Hernias    Musculoskeletal     Strength     

 

 

Description of abnormalities above:            

 

 

Recommendations: 

 

   There are no restrictions or special considerations to participation in the school athletic program. 

To include Varsity Football and All Varsity Sports. 

 

   The following are limitations or special considerations:        

 

                

 

   This student should be restricted from participating in high level contact sports at this time. 

 

   This student is disqualified from sports until further evaluation. 

 

 

 

Physician or Nurse Practitioner Statement/Signature: 

 

 

I, the undersigned, am licensed to elicit and interpret the medical history, pharmaceutical history, and clinical findings of a complete 

health assessment for participation in an athletic program or physical education program.  I have completed this assessment and 

recorded all pertinent findings above. 

 

 

                
Physician, DO or Nurse Practitioner Signature     Date of Exam 

 

                
Printed Name        License Number 

 

                
Address        City, State, Zip

 


