NORTHWOOD UNIVERSITY PRE-PARTICPATION PHYSICAL FORM

HISTORY Date:

Sport:
Name: Phone:
Address: City: State:
Zip: Sex: Date of Birth:
Physician Printed Name: Physician Phone:

Explain “yes” answers in the blanks below:

Yes No
1. Have you ever been hospitaliZed? ..........ccoeiiiiiiiiiiiiieee ettt et O] N
2. Have you eVer had SUIZEIY? ..c..ooiiiiiieitieieet ettt sttt ettt e b et ea ettt esbeestesbeebesbeenbesbeeaeas O O
3. Are you presently under the care of @ phySiCIan? ........cooeiiiiiiiiiiniiee et e O O
4. Are you presently taking any mediCation? .........coceoueriiiiiieiiiiee et st O O
5. Do you have any allergies — including medications? ............ccooiiieiiiiiriiiereeeeeee e O O
6. Have you eVer DEEN UNCONSCIOUS? ...c..eoiertiiuiertieiirtieteet et ette it ettesteetesbeestesbe e tesbeenteeseebeeseenaeeneesueeneesneensesaeen O] N
7. Have you ever experienced dizziness during or after €Xercise? ..........coveveererienieieneeieneee e O O
8. Have you ever had chest pain during or after €XerCiSE? .........ccovieriirieriirierieiee ettt O O
9. Have you ever had high blood PresSSUIE? .........ooiiiiiiiiiiiiie ettt O O
10. Have you ever been told you have a heart Murmur? ..........ooccooiiiiiiiiiniieeeeee e O O
11. Have you ever had racing of your heart or skipped heart beats? ..........ccccooeiiiiiiiniiniiiine e O O
12. Has anyone in your family died of heart problems or a sudden death before the age of 507 ...............cc.c.... O O
13. Do you have any sKin ProbIEIMIS? .......cooiiiiiiiiiiiieiee ettt ettt ettt sb e et sae et s beeaesaeenneas O O
14. Have you ever had a head INJUIY? ..ottt et st O O
15. Have you ever been knocked UNCONSCIOUS? ......cc.eeiuiiuiiriiiiiniiiierieee ettt s O] N
16. Have you ever had a SEIZUIE OF €PILEPSY? ..c.ueeiiriiiieieiieteeeee ettt ettt ettt s saeas O O
17. Have you ever had a stinger, burner or pinched Nerve? .........cccooiiiiiiiiiiieieeeeeee e O] N
18. Have you ever had heat cramps, heat illness, or muscle cramps? ........c.cceoueveeriiiienenierieeeee e O] N
19. Do you have trouble breathing or do you cough during or after activity? ........ccccoeceririiniienenieneiceneeene O O
20. Do you use any special equipment (pads, braces, eye guards, €tC.)7 ......ccceiirierieienieninieneeee e O O
21. Have you had any problems with your €yes 01 VISION? ......c.cceciriiriiriirienierieeienie oottt see e seee e O O
22. Do you wear glasses or contacts Or ProteCtive Y€ WEATT ......cccuivieruirierierieriieienteeieeieeteeieenteeeeseeeeesreeneesaees O O
23. Are you missing an eye Kidney o1 teSTICIE? .......co.iiiiiriiiiiierieeee et e O O
24. Have you ever sprained/strained, dislocated, broken, or had repeated swelling or other injuries of any bones or joints?

[1Head 1 Shoulder ] Thigh [1 Neck 1 Elbow 1 Knee [1 Foot
[] Forearm 1 Shin/Calf [1 Back ] Wrist [1 Ankle [J Hip [1Hand

25. Have you had any other medical problems or illNeSSES? ........cccrieriiiiiiiierieie e O O
26. When was your last menstrual PEriod? .........cociiiiiiiieiiiiee ettt sttt O] N
27. Have you ever had painful or absence of menstruation? ...........c.cceoerieririeninienieeeee e O] N

Explain “yes” answers:

I hereby state that, to the best of my knowledge, my answers to the above questions are correct.

Date: Signature of athlete:

Date: Signature of parent/guardian:

(if athlete is 18 or under)



PHYSICAL EXAMINATION DATE

Name: Age: Date of Birth:

Height Weight BP: / Pulse:

Vision: R 20/ L 20/ Corrected: Y N Pupils (Circle) Equal/Unequal R>L L>R

Circle (if option given) Specific Findings

Heart

Rhythm Regular Irregular

Murmur (supine) No Yes

Murmur (standing) No Yes

Normal O Specific Findings

Lungs

Skin

Abdominal

Femoral Pulses

Genitalia/Hernia

Musculoskelatal:

Neck

Shoulders

Elbows

Wrists

Hands

Back

Knees

Ankles

Feet

Other

Clearance
A. Cleared

B. Cleared after completing evaluation/rehabilitation for:

C. Not Cleared

Due to:

Recommendation:

I hereby certify that this athlete was examined by me. At that time, no physical condition was detected which would reasonably be

anticipated to render this athlete physically unfit to engage in any sport.

Name of Physician: Date:

Address:

Phone: ( )

Signature of Physician:



