[image: image1.png]


   
	 Name: _______________________________        Sex:  M _____    F _____    Age: _______    Grade:  ____
 Date of Birth:  _____/______/ ______    Home Phone: __________________     Cell No: _______________
 Address: _________________________________     City: ______________    State: _____     Zip: _______



	EMERGENCY CONTACT INFORMATION

 Name of Parent/Guardian: ___________________________        Relationship to Athlete:____________

 Work No: ___________________      Home Phone: ___________________     Cell No: ________________



Please answer the following questions about the Athletes Medical History by circling the correct response.  Explain all “yes” responses on the lines below the questions.

1.   Have you ever had, or do you currently have:

            a.   Restriction from sports for a Health related problem?


Y       N      Don’t Know


b.   An injury or illness since your last exam?



Y       N      Don’t Know


c.   Chronic or Ongoing Illness (Asthma or Diabetes)


Y       N      Don’t Know

      (1).   An Inhaler or other prescription to control Asthma?

Y       N      Don’t Know


d.   Any Prescribed or over the counter medications 

      you take on a regular basis?





Y       N      Don’t Know

e.   Surgery, Hospitalization or any Emergency Visits?


Y       N      Don’t Know

f.    Any allergies to medications?





Y       N      Don’t Know

g.   Any allergies to Bee Stings, Pollen, Latex or Foods?


Y       N      Don’t Know

      (1) If Yes, Check type of Reaction:


____Rash    ____ Hives   _____ Breathing or other anaphylactic reaction

(2) Take any medication/Epipen taken for Allergy symptoms (List Below)

h. Any anemias, blood disorders, sickle cell disease/trait, 

bleeding tendencies or clotting disorders?



Y       N      Don’t Know

Explain all “YES” answers here (include dates):
	

	

	


List All Medications:

	Medication Name
	Dosage
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	


Parent’s Signature: ______________________________________        Date: _______________________

Part B:  To be Completed By Examining Physician/Provider
 Name: _______________________________        Sex:  M _____    F _____    Age: _______    Grade:  ____

 Date of Birth:  _____/______/ ______    Home Phone: __________________     Cell No: _______________

 Name of Parent/Guardian: ___________________________        Relationship to Athlete:____________

 Work No: ___________________      Home Phone: ___________________     Cell No: ________________
PHYSICAL EVALUATION:

   Height: __________
Weight:  _________
Blood Pressure ________/_______      Pulse: ________bpm



   Vision:  R 20/____   L 20/____

Contacts:  Y  /   N

Glasses:    Y   /   N

	INDICATORS
	NORMAL
	ABNORMAL FINDINGS/COMMENTS

	General Appearance
	
	

	Head/Neck
	
	

	Eyes/Sclera/Pupils
	
	

	Ears/Hearing
	
	

	Nose/Mouth/Throat
	
	

	Lymph Glands
	
	

	Cardiovascular
	
	

	                 Heart Rate
	
	

	                 Rhythm
	
	

	                 Murmur
	
	

	Femoral Pulses
	
	

	Lungs:  Auscultation/Percussion
	
	

	Chest Contour
	
	

	Skin
	
	

	Abdomen (liver, spleen, masses)
	
	

	Assessment of physical maturation or
Tanner Scale
	
	

	Testicular Exam (Males Only)
	
	

	Neck/Back/Spine:
	
	

	                  Range of Motion
	
	

	                  Scoliosis
	
	

	Upper Extremities: (ROM, Strength, Stability)
	
	

	Lower Extremities: (ROM, Strength, Stability)
	
	

	Neurological: Balance & Coordination
	
	

	Hernia
	
	


Examination Date: ____________________



Physician’s Signature: ___________________________________

Phone No: ______________________
Address: _________________________________________
City: _____________   St: _______      Zip:__________

ANNUAL ATHLETIC PHYSICAL EXAMINATION FORM








