Physician’s Certificate
For
Participation in School Sports

Name of Student: School Year:
Height: Weight: Sex: Age: Grade:
Sports to Participate in:

Eyes Peripheral pulses

Ears Cervical spine/neck
Nose Back

Throat Shoulders

Teeth Arm/elbow/wrist/hand
Skin Knees/hips
Lymphatics Ankles/feet

Heart BP

Lungs Pulse (rest)

Abdomen (exercise)
Genitalia/hernia Urinalysis

Please List:

Physical Limitations:

Allergies:

Is student presently taking medication? If so, what type?
Significant past illness or injury:

Comments, Special Problems, etc.:

I certify that (name of student) was examined and is
physically fit to actively participate in after-school sports programs at Grace Christian School

Physician Signature: , M.D. Date:

Physician Name (please print):
Address:

City/State/Zip Code:
Telephone:




Medical History

This form should be completed by patient. The physician will review the answers with you.

YES
1. Have you ever had any of the following? ............cccoiiiiiiiiiiiiiiiiee e
AT TNUTIIUL ..ottt ettt e st esaeeens
high DlOOd PIrESSULE ......viiiiiiiieiieeeeee ettt ettt eeneeens
other heart Problems ...........coooiiiiiiiiee et
DIOKEIN DONES ...ttt sttt
weak JoInts — ankIes, KNEES .....c.eeeviiieiiieiiiieciie et s
COTCUSSION ..c.eettenteeite st et eete bt e st et e sb e et e ebt e bt e st e ebe e bt eateebe e bt eatesbeenbeeabesbeebeeatesbeensesaeens
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SCIZUTES OF EPIIEPSY wovveeeuiieiieiiieiie ettt ettt ettt e et e e st e e teesaaeesbeesnbeeseesnseenseennns
2. Have you ever fainted or passed OUL? ........c.ccooviieiiiieiiieeiie e
3. Have you ever been Knocked out?...........coocueeiiiiiiiiiiiieieeeee e
4. Have you ever been hospitalized?...........cooviieiiiieiiiiiiieee e
5. Have you ever had to stop exercising because of chest pain or shortness of breath? ......
6. Have you ever had significant allergies?...........cccceevuieriiniiinieniieieeieeee e
MY FEVET ..ttt e et eb e e e e e nrb e e eaaeeeraeeeaeeens
ASTIIMIA. ...ttt sttt sttt
DO SEIMIES ettt ettt e et e et e e st e e et e e nb e e e na e e etaeeenaeeetbeeenneeennreeas
FOOAS ..ttt ettt
TNEAICALIONS. ...ttt ettt ettt et e b e et e bt e eab e e bt e eab e e beesabe e bt e sabeebeenaeeans
7. Do you take any medicine regularly?.........ccoocieviiiiiiiiiiiieee e
8. Have you had any illness lasting a week or more? ........ccccecvvveviieeiiieeiiieciec e,
9. Have you had any blood diSOTAErs? .........cccueviieriiiiiieiieeieeieee e
10. Has any family member had a heart attack, heart problems or other sudden
death before age S07.......coeiiiiiiee et
11. Do you wear contact lenses; eye glasses or dental appliances? ..........ccccevvvveeiveennnenn.

12. Do you have any missing or non-functioning organs such as testes, eye, kidney, etc...
13. Menstrual History:
(a) What age started/stopped? .......coceeriiiiiiiiieiieee et
(b) Do you have any menstrual problems?............cccccuveeviieiniiieeniieeiiieeiee e
14. DATE OF LAST TETANUS IMMUNIZATION

Please explain any yes answers from above:

I certify that the above information is true and correct.

Date:

Signature of Patient



