Physical Screening Form
Student Name: 


School:



Birth Date:

Phone Number:

I give my consent/permission on behalf of my son/daughter, or the minor for whom I am legal guardian, to participate in and receive a physical screening exam. This exam may include an unclothed exam by a licensed health provider as well as urine/vision/blood pressure screening. I understand that this exam is intended for the express purpose of screening for participation in a specific sporting event and does not take the place of a regularly scheduled physical exam provided by the student's primary health provider. I also consent to the release of information by the screening institution to the administrative care of the Program.
Parent/Guardian Signature:
Date:


Parent/Guardian must complete all the information down to the thick black line and sign above before being examined.

1. Have you ever sustained an injury that prevented you from playing sports for more than one day?  ( Yes  ( No
2. Have you had any of the following injuries?
( Skull fracture

( Dislocations

( Concussions
( Deep/easy bruising

( Ligament Sprain/strain

( Heat Stroke/ exhaustion

( Numb leg/ toe/arm/finger

( Back pain/injury

( Tender knees/shins

( Fainting with exercise

( Broken bone

( Neck Injuries

( Pulled muscle

(  Other (explain)

3. Do you have a history of any medical problems or symptoms?

( Chest pain with exercise
( Heart Murmur

( Diabetes

( Sickle Cell

( Kidney problems

( Asthma/wheezing

( Palpitations

( Seizures

( Hernia

( Irregular heart rhythm
( Shortness of Breath

( High blood pressure

( Anemia

( Hearing/vision difficulty

( Surgeries/hospitalizations

4. Are you taking any medicines or have allergies to any medicines?  ( Yes  ( No
5. Do you have a family history of Unexpected Sudden Death?  ( Yes  ( No
6. Do you have a family history of Long QT or Marfa's Syndrome or Hypertrophic Cardiomyopahty?  ( Yes  ( No
Physical Exam (To be completed by screening staff)
Temp:


B/P:


Wt:


Ht:


Pulse:


Resp:


Vision:


HEENT  ( N  ( Abs

Heart  ( N  ( Abs


Lung  ( N  ( Abs


Abdomen  ( N  ( Abs


Hernia  ( N  ( Abs


Neck ROM  ( N  ( Abs


Shoulders shrug  ( N  ( Abs


Arm abduct  ( N  ( Abs


Arm est. Rot.  ( N  ( Abs


Pro/sup wrist  ( N  ( Abs


Flex/ext. elbow  ( N  ( Abs


Sprd fingers/fist  ( N  ( Abs


UA:
Protein:
SG:



Blood:
Bill:



Glucose:

Adams Test  ( N  ( Abs

Toe raise  ( N  ( Abs


Gait  ( N  ( Abs


Patellar reflex  ( N  ( Abs


Achilles Reflex  ( N  ( Abs


Quads cont/relax  ( N  ( Abs


Impression:
( Satisfactory Screening Exam

( Recommend further evaluation:
Reason
May continue to train?  ( Yes  ( No
Clinician Signature:
Clinician Name:
Date:










