
Participles Physical Evaluation 

Name_____________________________________________________ Date of Birth_________________ 

Height_______ Weight________% Body Fat (Optional) ______Pulse _____BP___/___ (___/___, ___/___) 

Vision R  20/____  L  20/____    Corrected:    Y    N          Pupils:  Equal______ Unequal______ 

NORMAL ABNORMAL FINDINGS INITIALS* 
MEDICAL 
Appearance 
Eyes/ears/nose/throat 
Hearing 
Lymph nodes 
Heart 
Murmurs 
Pulses 
Lungs 
Abdomen 
Genitourinary (males only)+ 
Skin 

MUSCULOSKELETAL 
Neck 
Back 
Shoulder/arm 
Elbow/forearm 
Wrist/hand/fingers 
Hip/thigh 
Knee 
Leg/ankle 
Foot/toes 

* Multiple-examiner set-up only.
+ Having a third party present is recommended for the genitourinary examination. 

Notes: ________________________________________________________________________________ 
______________________________________________________________________________________ 

Name of physician (print/type)______________________________________________Date___________ 
Address___________________________________________________________Phone_______________ 
Signature of physician__________________________________________________________, MD or DO 

Participles Physical Evaluation   

PHYSICAL EXAMINATION FORM 

CLEARANCE FORM 



Name __________________________________Sex _______Age _______Date of birth ______________   

      Cleared without restriction 

      Cleared, with recommendations for further evaluation or treatment for: __________________________ 
       __________________________________________________________________________________ 
       __________________________________________________________________________________ 
       __________________________________________________________________________________ 

      Not cleared for  All Sports Certain sports: _________________ Reason:____________ 

Recommendations: ______________________________________________________________________ 
______________________________________________________________________________________ 

EMERGENCY INFORMATION 

Allergies_______________________________________________________________________________ 
Other Information_______________________________________________________________________ 

Name of physician (print/type)__________________________________________Date _______________ 
Address_________________________________________________________Phone_________________ 

Signature of physician__________________________________________________________, MD or DO 

--------------------------------------------------------------------------------- 
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Name __________________________________Sex _______Age _______Date of birth ______________   

      Cleared without restriction 

      Cleared, with recommendations for further evaluation or treatment for: __________________________ 
       __________________________________________________________________________________ 
       __________________________________________________________________________________ 
       __________________________________________________________________________________ 

      Not cleared for   All Sports Certain sports: _________________ Reason:____________ 

Recommendations: ______________________________________________________________________ 
______________________________________________________________________________________ 

EMERGENCY INFORMATION 

Allergies_______________________________________________________________________________ 
Other Information_______________________________________________________________________ 

Name of physician (print/type)__________________________________________Date _______________ 
Address_________________________________________________________Phone_________________ 

Signature of physician__________________________________________________________, MD or DO 

CLEARANCE FORM 
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