


rl'<.trAKHLU'AllUN t'HY:s!CAL }';VALUATION -- PHYSICAL EXAMINATION 

Student's Name _______________ Sex __ _ Age ___ Date of Birth ____________ _

Height ___ Weight ___ _ % Body fat (optional) ___ _ Pulse ____ _ BP_/_ L_/_, _/_) 
brachia] blood pressure while sitting 

Vision: R 20/___ L 20/ Corrected: 0 Y O N Pupils: 0 Equal 0 Unequal 

As a minimu m requirement, this Physical Examination Form must be completed prior to junior high athletic participation and 
again prior to first and third years of high school athletic participation. It mu t be completed if there are yes answers to specific 
questions on the student's MEDICAL HISTORY FORM on the reverse side. * Local district policy may require an annual physical

exam. 

MEDICAL 

Appearance 
Eyes/Ears/Nose/Throat 
Lymph Nodes 
Heart-Auscultation of the heart in 
the supine position. 
Heart-Auscultation of the heart in 
the standing position. 
Heart-Lower extremity pulses 
Pulses 
Lungs 
Abdomen 
Genitalia (males on.ly) 
Skin 
Marfan's stigmata (arachnodactyly, 
pectus excavatum, joint 
hypermobllity, scoliosis) 
M USCULOSKELET AL 

Neck 
Back 
Shoulder/Arm 
Elbow/Forearm 
Wrist/Hand 
Hip/rhigh 
Knee 
Leg/Ankle 
Foot 

*station-based examination only

CLEARANCE 

D Cleared 

NORMAL ABNORMAL FINDINGS INITIALS* 

D Cleared after completing evaluation/rehabilitation for: ___________________________ _ 

D Not cleared for: Reason: 
Recommendations: 

------------------- --------------------

The following information must be filled in and signed by either a Physician, a Physician Assistant licensed by a State Board of 

Physician Assistant Examiners, a Registered Nurse recognized as an Advanced Practice Nurse by the Board of Nurse Examiners, 

or a Doctor of Chiropractic. Examination forms signed by any other health care practitioner, will not be accepted 

Name (print/type) ____________________ Date of Examination:

Address:-----------------------------------------------

Phone Number: ____________________________________________ _ 

ignature: _____________________________________________ _ 

Must be comoleted before a student oarticioates in anv oractice. before. during or after school. (both in-season and out-of-season) or games/matches. 



Parent Signature: Date:

FAMILY PHYSICIAN: PHONE:

GRISD AUTHORIZATION FOR EMERGENCY MEDICAL PROCEDURES AND TREATMENT

I hereby authorize the attending physician and whomever he/she may designate as his assistant to administer 

such medication and treatments as is necessary for my child, and such operation or procedures as are 

considered therapeutically necessary on the basis of the finding in my child's case. I also consent to the 

administration of such anesthetics as are necessary.

PHONE: RELATION TO STUDENT:

MEDICAL INSURANCE COMPANY:

POLICY OWNER: POLICY #: GROUP #:

MOTHER'S EMPLOYER: WORK PHONE:

ALTERNATE EMERGENCY CONTACT (NOT PARENT):

PARENT/GUARDIAN NAME(S):

RELATION TO STUDENT:

FATHER'S EMPLOYER: WORK PHONE:

ALLERGIES:

CURRENT MEDICATIONS (OTCs or PRESCRIPTION):

SUPPLEMENTS/VITAMINS:

HOME PHONE: PARENT CELL PHONE:

STUDENT CELL PHONE:

DATE OF BIRTH: AGE: GRADE:

ADDRESS:

2018-2019 Emergency Information Sheet
THIS INFORMATION WILL BE CARRIED TO ALL GRISD EVENTS IN CASE OF MEDICAL EMERGENCY. ALL OF THE 

INFORMATION IS REQUIRED AND NEEDS TO BE AS ACCURATE AS POSSIBLE. IF CHANGES TO ANY 

INFORMATION OCCURS DURING THE SCHOOL YEAR, A NEW FORM MUST BE FILLED OUT. BY COMPLETING 

AND SIGNING THIS FORM, YOU AGREE THAT ALL INFORMATION IS ACCURATE. YOU ALSO AGREE TO ALL 

POLICIES AND RULES SET BY GRISD ATHLETIC TRAINING. (THESE ARE INCLUDED IN THE INFORMATION LETTER)

NAME:






