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HHIILLLLSSBBOORROOUUGGHH  CCOOMMMMUUNNIITTYY  CCOOLLLLEEGGEE  
  

HEALTH / MEDICAL HISTORY 
AND PHYSICAL EXAMINATION FORM 

Pages 1 and 2 are to be completed by the student-athlete, prior to getting a physical examination.  
Please fill in all items.  Confer with parents or family physician for accurate health/medical information. 
 

NAME:_____________________________________________________________________________ 
  First        Middle     Last 

 
H.C.C.  I.D. # (or SOCIAL SECURITY #) _________________________________________________ 
 
CURRENT ADDRESS:________________________________________________________________ 
               Street or PO Box 

        ________________________________________________________________ 
     City      State   Zip 

 
HOME PHONE #:________________________    CELL PHONE #:____________________________ 
 
DATE OF BIRTH:________________________   
                                     Month/ Day/ Year 
 
BIRTH PLACE:____________________________________________________ 
   City                 State                                   Country        

 

HOME TOWN:_____________________________________________________   
                                 City       City       City       City                                           StateStateStateState                                                                                                                                            Country Country Country Country     

 
EMAIL ADDRESS:_____________________________________________ 
 
 

NEXT OF KIN:_______________________________________________________________________ 
     Parent, guardian, spouse or other relative 

 

ADDRESS:_________________________________________________________________________ 
   Street or PO Box    City  State   ZIP 

 

PHONE # (Home):_________________________ PHONE # (Business):_________________________ 
 
Person to notify in the case of emergency (if different than above): 
 
____________________________________________ PHONE #:______________________________ 
  Name 
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FAMILY PHYSICIAN:_________________________________________________________________ 
 
ADDRESS:_________________________________________________________________________ 
                 Street     City  State    ZIP 

 

BUSINESS PHONE #:__________________________________      

  

 
HEALTH/MEDICAL HISTORY 

 
1. Do you wear eyeglasses or contact lenses?  (Circle one or both) 

2. Do you have asthma? Yes __________   No__________ 

 Do you have an inhaler/puffer?  Yes_________  No__________ 

 Where do you keep it? ______________________________________________ 

  
3. Please describe and give dates regarding: Operations, injuries or major illnesses: 

_____________________________________________________________________________

_____________________________________________________________________________ 

 _____________________________________________________________________________ 

 

4. Allergies:  Aspirin ___________ Codeine ___________ Sulfa __________ Penicillin __________ 

        Acetaminophen____________ Insect Bites/Stings___________ Food_____________ 

        Other:________________________________________________________________ 

 

5. Has medical care been required over the past two years?  Yes__________ No__________ 

 If Yes, for what?________________________________________________________________ 

 _____________________________________________________________________________ 

 _____________________________________________________________________________ 

 

6. List medications or drugs you are currently taking: 

 _____________________________________________________________________________ 

 _____________________________________________________________________________ 

 _____________________________________________________________________________ 
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PHYSICAL EXAMINATION 
 
NOTE:  THIS EXAMINATION MUST BE COMPLETED AND ON FILE IN THE ATHLETIC DEPARTMENT 

PRIOR TO THE STUDENT-ATHLETE’S FIRST DAY OF CONDITIONING/ WORKOUT/ PRACTICE.  

 
NAME:____________________________________________________________________________________ 
   First    Middle                     Last 
 
HEIGHT:______________________  WEIGHT: _______________________  PULSE: ____________________   
 
BLOOD PRESSURE:_______________  TEMPERATURE:_____________ 
 
Please place an “X” in the appropriate column.   

NO. EXAMINE Normal Abnormal List Abnormal finding, by number 

1. Head/Scalp    
2. Eyes    
3. Ears    
4. Nose    
5. Mouth/Throat    
6. Neck    
7. Thyroid    
8. Chest/Lungs    
9. Heart    

10. Abdomen    
11. Back/Spine    
12. Extremities    
13. Neuro/Reflexes    
14. Lymph Nodes    
15. Other    

 

The above named student-athlete is medically capable of participation in full academic, physical education and 
athletic program. 
 
 

       Physician’s Signature    Date of Physical 
 

 

 

___________________________________________________________________________________________________________________________ 

           Office Stamp/Seal    Office Phone (to verify physical examination)  
 

EXCEPTIONS as to when the student-athlete is not allowed to participate:_______________________________ 

__________________________________________________________________________________________ 
 
Additional comments regarding the health of the student-athlete, special needs, problems etc.:_______________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 


