
PHYSICAL EXAMINATION CLEARANCE FORM 
This form must be on file in the school before practicing with any athletic team 

Student Name:_____________ Birth Date: ____ Age:__ Gender: M / F 

Address:_____________________________________ _ 

Home Telephone: __ - __ - ___ _ 

School:____________ _ Grade: Sports:______________ _ 

I certify that the above student has been medically evaluated and is deemed to be physically fit to: (Check One Box) 

D (1) Participate in all school interscholastic activities without restrictions. 

D (2) Not cleared for: D All Sports D Specific Sports ________________ _ 

Cross out specific sports below not cleared for participation. 

Sport classification based on contact: 
Collision Contact Sports Limited Contact Sports Non-contact Sports 

Basketball Ice Hockey Baseball Alpine Skiing Track Field Events Bowling Track Running 
Boys Lacrosse Soccer Competitive Cheer Girls Softball High Jump Cross Country Track Field Events 
Diving Wrestling Girls Lacrosse Pole Vault Golf Discus 
Football Girls Gymnastics Girls Volleyball Swimming Shot Put 

Tennis 

Sport classification based on intensity and strenuousness: 
High Intensity 

High-to-Moderate Dynamic 
High-to-Moderate Static 

High Intensity 
High-to-Moderate Dynamic 

Low Static 

High Intensity 
Low Dynamic 

High-to-
Moderate Static 

Low Intensity 
Low Dynamic 

Low Static 

Alpine Skiing Track Events - Distance 
Cross Country Track Events - Sprint 
Football Wrestling 
Ice Hockey 

Baseball Swimming 
Lacrosse (Boys and Girls) Tennis 
Soccer Girls Volleyball 
Girls Softball 

Girls Competitive 
Cheer 

Diving 
Field Events 
Girls Gvmnastics 

Bowling 
Golf 

D (3) Requires further evaluation before a final recommendation can be made. 
Additional recommendations for the school or parents: ____________________ _ 

I have examined the above named student and completed the preparticipation physical evaluation. The athlete does 
not present apparent clinical contraindications to practice and participate in the sport(s) as outlined above. A copy of 
the physical exam is on record in my office and can be made available to the school at the request of the parents. If 
conditions arise after the athlete has been cleared for participation, the provider may rescind the clearance until the 
problem is resolved and the potential consequences are completely explained to the athlete (and parents/guardians). 

Examiner Signature: ________________ _ DO MD NP PA Date of Exam: ____ _ 

Print Examiner Name: _______________ _ 
COPY BOTH SIDES OF TtJIS SHEET FOR 

Address:____________________ _ THE STUDENT TO RETURN TO THE 
SCHOOL AND KEEP THE ENTIRE FORM 

Office Telephone: __ - IN THE STUDENT'S MEDICAL RECORD. 

--------------------------------------------------------<DETACHHERE IF NEEDED TO ACCOMPANY STUDENT ATHLETE>----------------------------------------------------

EM ERG EN CY INFORMATION FOR: _________ Grade: 

Allergies - Drug Reactions - Current Medications: _________________________ _ 

Other Special Medical Information:--------------------------------
Emergency Contact: _______________________ Relationship:________ _ 

Telephone: (H) (W) __ - __ - ____ (C) __ 

Personal Physician ___________________ Office Telephone __ _ 



_______________________________________________ 

[J PREPAFtf!CIPAT10N PH'{S!CAL EVAl ...UAT!ON PHYSICAL EXAMINATION FORM 
Name _______________________________ Date of Birth ________ _ 

PHYSICIANREIVl!NDERS 
1. Consideradditionalquestionson more sensitiveissues 

• Do you feel stressed out or under a lot of pressure? 
• Do you ever feel sad, hopeless, depressedor anxious? 
• Do you feel safe at your home or residence? 
• Have you ever tried cigarettes, chewingtobacco,snuffor dip? 
• Duringthe past 30 days, did you use chewing tobacco,snuff or dip? 
• Do you drink alcohol or use any other drugs? 
• Have you ever taken anabolic sleroidsor used any other performance supplement? 
• Have you ever taken any supplements to help you gain or lose weight or improve your performance? 
• Do you wear a seal bell, use a helmet and use condoms? 

reviewing on cardiovascular 2. Consider questions symptoms(questions5-14). 

EXAMINATION 
Height Weight □ Male DFemale 
BP I { I ) Pulse Vision R 20/ L20/ CorrectedDY ON 
MEDICAL NORMAL ABNORMALFINDINGS 
Appearance 
• Marfansligmata{kyphoscoliosis,high-archedpalate, pectus excavatum,arachnodaclyly, 

arm soan > height, hvoerlaxily, myopia,MVP, aortic insufficiency) 
Eyes/ears/nose/throat 
• Pupils equal 
• Hearing 
Lvmohnodes 
Heart<D 
• Murmurs{auscullalionstanding,supine,+I:Valsalva) 
• Locationof point of maximal impulse{PM!) 
Pulses 
• Simultaneousfemoraland radial pulses 
Lungs 
Abdomen 
Genilourinarv/males onlvl@ 
Skin 
• HSV, lesions suqqesliveof MRSA, tinea corooris 
NeurologicGJ 
MUSCULOSKELETAL 
Neck 
Back 
Shoulder/arm 
Elbow/forearm 
Wrist/hand/fingers 
Hiolthigh 
Knee 
Leq/ankle 
Fool/toes -
Functional 
• Duck-walk,sinqle leq hop 
<DConsiderECG, echocard1ogram, to cardiology cardiachistoryor exam. and referral for abnormal 
(])ConsiderGU exam if in private setting.Havingthird party present is recommended. 

evaluation neuropsychiatric(l) Considercognitive or baseline testingif a history of significant concussion. 

□ Clearedfor all sports without restriction. 
□ Clearedfor all sports without with recommendations or treatment ________________________restriction for further evaluation for _ 

□ Not cleared 

□ Pendingfurther evaluation 
□ For any sports 
□ For certain sports___________________________________________ _ 

Reason______________________________________________ _ 

Recommendations _ 

I have examined the above-named student and completed the preparticlpalion physical evaluation. Th.e athlete does not present apparent clinical contraindications to practice 
and particiapte in the sport{s) as outlined above. A copy of the physical exam is on record in my office and can be made available to the school at the request of the parents. If 
conditions arise aftler the athlete has been cleared for participation, the physician may rescind the clearance until the problem is resolved and the potential consequences are 
completely explained to the athlete (and parents/guardians). 

Nameof Physician (print/type)__________________________________ Date_______ _ 

Address_______________________________________ Phone__________ _ 

Signatureof Physician _______________________________________ (Circle One) MD DO PA NP 
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