UNIVERSITY OF CENTRAL FLORIDA SPORTS MEDICINE DEPARTMENT
Orthopedic Screening Examination Form

Name 








SS# 






 FORMCHECKBOX 
  Male      FORMCHECKBOX 

Female


Sport 








Sit & Reach 






% Body Fat  






Ankle/Foot:
History of Injury-
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO














Please Describe
ROM/Flexibility-  













Strength-  













Laxity/Instability-  













Recommendations-  













Knee:
History of Injury-
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO














Please Describe
ROM/Flexibility-  













Strength-  













Laxity/Instability-  













Recommendations-  













Hip/Thigh:
History of Injury-
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO














Please Describe
ROM/Flexibility-  













Strength-  













Laxity/Instability-  













Recommendations-  













Low Back:
History of Injury-
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO














Please Describe
ROM/Flexibility-  













Neurovascular-  













Recommendations-  













Shoulder:
History of Injury-
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO














Please Describe
ROM/Flexibility-  













Strength-  













Laxity/Instability-  













Recommendations-  













Elbow:
History of Injury-
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO














Please Describe
ROM/Flexibility-  













Strength-  













Laxity/Instability-  













Recommendations-  













Wrist/Hand:
History of Injury-
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO














Please Describe
ROM/Flexibility-  













Strength-  













Laxity/Instability-  













Recommendations-  













Cervical Spine:
History of Injury-
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO














Please Describe
ROM/Flexibility-  













Strength-  













Neurovascular-  













Recommendations-  













Other:
History of Injury-
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO














Please Describe
Head Trauma / Concussion Hx 













Recommendations-  













Recommendations / Comments:  










Status:
 FORMCHECKBOX 
   Pass without restrictions

 FORMCHECKBOX 
   Pass with restrictions 












 FORMCHECKBOX 
   Further Evaluation Needed-
Appt. with 







     

Student-Athlete’s Signature







Date
Examining Physician’s Signature







Date  

Examining Physician Print Name
UCF Sports Medicine
11/3/2001

