Date

Name: Sport: W#: DOB:

PHYSICAL EXAMINATION

Height ft in Weight Ibs BP / Pulse bpm

Vision R 20/ , L/ Corrective Lenses: Y or N, if yes Pupils: equal / unequal

Normal Abnormal Findings

Neurological

Pulses

Heart

Lungs

ENT

Skin

Abdominal

Genitalia

General Medicine Clearance: YES or NO _ Notcleared due to:

Test/Evaluation Required:

PHYSICIAN INFORMATION
Name: Signature: Date:

GENERAL MEDICINE

EXAMINATION

Address:

Normal Abnormal Findings

Musculoskeletal

Neck

Shoulder

Elbow

Wrist / Hand

Back

Hips / Pelvis

Knee

COMPLETE

ORTHOPEDIC ASSESSMENT

Ankle

(optional for returning S-A’s)
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