VIRGINIA INTERMONT COLLEGE SPORTS MEDICINE

PREPARTICIPATION PHYSICAL EXAMINATON

Athlete’s Name____________________________Sex _______ Age _______ Date of Birth ____________________

Height_______ Weight ________ % Body fat (optional) ________ Pulse __________ BP____/____

Vision R 20/______ L 20/______ Corrected: Y N Pupils: Equal ______ Unequal ______

This Physical Examination Form must be completed prior to athletic participation.   A new physical is required yearly.  You must be cleared for participation prior to each athletic year.





     NORMAL

            ABNORMAL FINDINGS


         INITIALS*
	MEDICAL
	
	
	

	Appearance
	
	
	

	Eyes/Ears/Nose/Throat
	
	
	

	Lymph Nodes
	
	
	

	Heart-Auscultation of the heart in the supine position.
	
	
	

	Heart-Auscultation of the heart in

the standing position
	
	
	

	Heart-Lower extremity pulses
	
	
	

	Pulses
	
	
	

	Lungs
	
	
	

	Abdomen
	
	
	

	Genitalia (males only)
	
	
	

	Skin
	
	
	

	MUSCULOSKELETAL
	
	
	

	Neck
	
	
	

	Back
	
	
	

	Shoulder/Arm
	
	
	

	Elbow/Forearm
	
	
	

	Wrist/Hand
	
	
	

	Hip/Thigh
	
	
	

	Knee
	
	
	

	Leg/Ankle
	
	
	

	Foot
	
	
	

	
	
	
	


*station-based examination only

CLEARANCE

· Cleared

· Cleared after completing evaluation/rehabilitation for: _________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________
· Not cleared for: __________________________________Reason:______________________________________ 

Recommendations:_________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
The following information must be filled in and signed by either a Physician, a Physician Assistant licensed by a State Board of Physician Assistant Examiners, a Registered Nurse recognized as an Advanced Practice Nurse by the Board of Nurse Examiners, or a Doctor of Chiropractic. Examination forms signed by any other health care practitioner, will not be accepted.

Name (print/type)___________________________________________ Date of Examination:_______________________

Address: _________________________________________________________________________________________

Phone number: ___________________________________________________________________________________

Signature: ______________________________________________________________________________________

Completed forms should be brought to Check-In when arriving on campus; OR mailed to:  Burena Smith, Athletic Trainer; Virginia Intermont College; 1013 Moore St.; Bristol, VA 24201
