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Parent/guardian address __________________________________________________________________________________________
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Athletic Medical History
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_____________________________________________________________________________________
_____________________________________________________________________________________

General
_____________ Head/scalp

_____________ Eyes/pupils

_____________ Mouth

_____________ Teeth/gums

_____________ Ears/hearing

_____________ Nose/sinus

_____________ Throat/pharynx

_____________ Thyroid

_____________ Lymph nodes

_____________ Heart/lung sounds

_____________ Heart condition

_____________ Chest/lungs

_____________ Breasts

_____________ Liver

_____________ Spleen

_____________ Abdomen

_____________ Hernial rings

 Genitalia

_____________ Inguinal nodes

_____________ Skin

_____________ Nailbeds - fingers/toes

_____________________ Neck

_____________________ Jaw

_____________________ Shoulders

_____________________ Elbows

_____________________ Wrists

_____________________ Fingers

_____________________ Spine

_____________________ Ribs/sternum

_____________________ Pelvis

_____________________ Hips

_____________________ Knees

_____________________ Ankles

_____________________ Feet/toes

_____________________ Gait pattern

Neurological

  ___________________ Reflexes  

____________________ Atrophy    

___________________ Paralysis   

  ___________________ Other 

  

Physical Exam

Orthopedic

Height ___________________ Weight _________________________________________________

Blood pressure ____________ Pulse _____________________

Temp. _______________ Respiration ____________________

Vision: R________ L __________ Hearing:  R_________L ___________

ARE OTHER TESTS/EXAMS NEEDED? ❑ yes ❑ no 

What? ____________________________________________________________________________

Hematology (optional) ___________________________

Urinalysis (optional) _____________________________ _________________________________

Currently recovering from an illness?

Any family history of the above conditions? ❑ yes ❑ no  ________ Who/What______

__________________________________________________________________ Currently taking 

any medication/supplements? _______________________________________________________

____________________________  __________ Allergic to any medication/supplements? 

____________________________________________________ Hospitalized in the last twelve 

months ❑ yes ❑ no    If so why?  ________________________________________

Was there any pre-existing conditions that prevented or limited athletic participation 

within the last twelve (12) months? ❑ yes ❑ no  Has it been resolved? ❑ yes ❑ no      

Further action?   _____________________________________________________________

Comments______________________________________________________________ 

___________________________________________________________________________

___________________________________________________________________________

__________________________________________________________________________     

❐ cleared   ❐ not cleared for the following:

On the basis of this examination requested by Yavapai College, I have found no reason 

which would make it medically inadvisable for this student athlete to compete in all 

aspects of intercollegiate athletics.

Examining physician_____________________________________________________________ _

Date of exam _____________________________________________________________________

Name___________________________________________________________________________ _

Address__________________________________________________________________________ 

Phone___________________________________________________________________________

This physical must be taken no earlier than June 1st.

signature

print or type


