EPWORTH CHRISTIAN SCHOOL

INTERSCHOLASTIC ATHLETIC PHYSICAL EXAMINATION

To be completed by Physician (M.D. or D.O.)

Student’s Name_______________________________________________School Year_______

Resting Blood Pressure____________

30 Second Run-in-Place Blood Pressure_________


Urine Dipstick:
_________________

Weight:

________________


Albumin

_________________

Height:

________________


Sugar:

_________________

Posture

________________


Check mark = Examined and Found to be Normal

	
	NORMAL
	ABNORMAL
	COMMENTS

	Skin
	
	
	

	Eyes
	
	
	

	Ears
	
	
	

	Mouth/Throat
	
	
	

	Lymphatics
	
	
	

	Chest
	
	
	

	Heart
	
	
	

	Abdomen
	
	
	

	MUSCULOSKELETAL
	
	
	

	Neck
	
	
	

	Back
	
	
	

	Shoulders
	
	
	

	Wrists
	
	
	

	Knees
	
	
	

	Ankles
	
	
	


Describe abnormalities and make training stipulations (or limitations with regards to type of sport:________________________________________________________________________________________________________________________________________________________________________________________________

On the basis of history and examination, this pupil will be able to participate in competitive sports for the School Year 20___.    YES______________NO____________

Signature________________________________________________________Date_________________


  Examining Physican (M.D. or D.O.)

