OULDER CENTER

% A Division of Boulder Community Hospital

Student’s Name:

or SporTs MeDicinve SPORTS PHYSICAL EXAMINATION / HEALTH SCREENING

DOB:

School:

Last Eye Exam: Last Hearing Test:

Are you current on all of your immunizations? OYes

Have you had a medical illness or injury since your last check-up or sports physical?

Sport:

Last Dental Exam:

ONo ODon’t Know

Have you ever been told by a physician that you have a heart murmur or any other cardiac condition?

Does anyone in your family have a history of premature, sudden cardiac death?

Do you have a family history of heart disease in any of your relatives less than 50 years old?

Do you have any allergies?

Are you taking any medications?

Please check any of the following injuries
you have had in the past:

OHead CElbow OHip
ONeck OForearm OThigh
OBack OWrist OKnee
OChest OHand OShin/calf
OShoulder OFinger OAnkle
OUpper Arm OFoot

If you checked any of the injuries, please
explain:

Please check any of the following conditions you
may have experienced in the past, or that you
are currently experiencing:

O High blood pressure
O Unexplained fatigue
O Syncope/near-syncope (fainting spells)

O Excessive/unexplained exertional
shortness of breath

O Exertional chest pain

If you checked any of these conditions, please
explain:

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

Parent or Athlete Signature:

Date:




