UNIVERSITY OF CENTRAL FLORIDA ATHLETIC TRAINING DEPARTMENT
Student-Athlete Physical Examination
Name 







     Social Security # 




Date of Birth 




     Sport(s) 







Since your last physical examination on 




, have you?








DATE

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	1.  Had a serious injury / been hospitalized?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	21.  Had an unfavorable / allergic reaction to a drug, antibiotic, and/or medicine?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	2.  Had a severe sprain / strain and/or fracture?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	22.  Do you have only one of two paired, functioning organs (eye, kidney, ovary, etc.)?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	3.  Had a concussion and/or head injury?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	23.  Do you have any allergies?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	4.  Been unconscious for any other reason other than anesthesia?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	24.  Do you require daily medications?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	5.  Had a neck and/or back injury?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	25.  Been diagnosed with asthma?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	6.  Had a back injury or back pain?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	26.  Experienced wheezing?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	7.  Had a history of burners, stingers, numbness in neck, shoulder, and/or hand?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	27.  Been diagnosed with diabetes?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	8.  Had a shoulder, elbow, and/or hand/wrist  injury?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	28.  Been diagnosed with kidney disease?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	9.  Had a hip and/or knee injury?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	29.  Been diagnosed with a hernia?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	10.  Had a lower leg, ankle, and/or foot injury?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	30.  Experienced seizures or convulsions; and/or been diagnosed with epilepsy?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	11.  Had an operation?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	31.  Been diagnosed with high blood pressure and/or high blood cholesterol?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	12.  Are you currently undergoing physical therapy or rehabilitation for an injury?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	32.  Do you require any special equipment to participate in athletics?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	13.  Do you have any medical problems about which we should be aware?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	33.  Have you been told by a physician to restrict your activity or not to participate in sport?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	14.  Do you wear contact lenses, glasses, and/or safety glasses?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	34.  Are you currently taking any short course medication for any illnesses?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	15.  Had frequent headaches?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	35.  Do you have any ongoing or chronic illnesses?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	16.  Had a heat related illness  (heat cramps, heat exhaustion, and/or heat stroke)?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	36.  Have you had a history of anorexia, bulimia (forced vomiting), and/or any other eating disorder?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	17.  While exercising, has your heart ever “skipped” a beat, have you suffered from a “racing heart”, severe chest pain, lightheadedness, or fainted?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	37.  Do you take vitamins, amino acids, creatine, and/or any other dietary supplement?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	18.  Had a dental injury?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	38.  Do you know of, or do you believe there is any health reason why you should not participate in intercollegiate athletics at the University of Central Florida?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	19.  Do you wear a removable dental appliance?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	39.  Had trouble with coughing, wheezing, or breathing during or after exercise?

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	20.  Been recently diagnosed with infectious mononucleosis (“mono”), hepatitis B or C, HIV/AIDS, and/or any other severe infectious disease / viral infection?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	40.  Have you ever felt dizzy or passed out during or after exercise


FEMALES ONLY!

When did your last menstrual period begin? 








How long does your menstrual period usually last? 








How many menstrual periods have you had in the last 12 months? 






Do you take birth control pills?  If so, which one(s)?  








Do you take pain medication?  If so, which one(s)? 







If you answered “YES” to any of the above questions and/or have any further information, which is knowledgeable to you and not required on this form, please explain in detail (use additional sheet(s) if necessary)- 
I, the undersigned, hereby acknowledge, affirm, and represent that all above statements are true and accurate to the best of my knowledge; and that no answers or information have been withheld. If any information and/or statements are false and/or have been omitted in reference to my past and/or present medical history, I fully understand that the University of Central Florida , its agents, servants, trustees, and employees disclaim liability, and will not be held liable for any injuries and/or illnesses not noted.  

Student-Athlete Signature






Date
HEALTH EXAMINATION FORM
(to be completed by the examining physician)
Vital Information: 
Height 







Weight 




Blood Pressure


  /  


 
Pulse





Vision:
right-   20 / 

left-   20 / 

Corrected-
 FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO
Marfan’s Screen:
Positive History
 FORMCHECKBOX 
   YES
 FORMCHECKBOX 
   NO


Arm Span   




Thumb Opposition Test
 FORMCHECKBOX 
   YES
 FORMCHECKBOX 
   NO
Wrist Circumference Test
 FORMCHECKBOX 
   YES
 FORMCHECKBOX 
   NO

Palate  







 Physical Exam:
	
	NORMAL
	ABNORMAL FINDINGS

	Skin
	 FORMCHECKBOX 

	

	Eyes
	 FORMCHECKBOX 

	

	Ears
	 FORMCHECKBOX 

	

	Nose
	 FORMCHECKBOX 

	

	Mouth / Throat
	 FORMCHECKBOX 

	

	Lymph Nodes
	 FORMCHECKBOX 

	

	Heart / Cardiovascular
	 FORMCHECKBOX 

	

	Pulmonary / Lungs
	 FORMCHECKBOX 

	

	Abdomen / Gastrointestinal
	 FORMCHECKBOX 

	

	Genitalia (Hernia/Testicles)
	 FORMCHECKBOX 

	

	Genitourinary
	 FORMCHECKBOX 

	

	Neurological
	 FORMCHECKBOX 

	

	Orthopedic (spine)
	 FORMCHECKBOX 

	

	Orthopedic (upper extremity)
	 FORMCHECKBOX 

	

	Orthopedic (lower extremity)
	 FORMCHECKBOX 

	


Lab Tests:

Urine 





     Blood (CBC) 






EKG 





     Other 






Recommendations / Comments:  










Status:
 FORMCHECKBOX 
   Pass without restrictions

 FORMCHECKBOX 
   Pass with restrictions 











 FORMCHECKBOX 
   Further Evaluation Needed-
Appt. with 




     Appt. Date 


   

Examiner’s Signature








Date  

Examiner Print Name
UCF Athletic Training
9/17/2001

