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PHYSICAL EXAM FORM 2017

Team Chapter: Date of Physical:

Candidate’s Name Age D.O.B. / /
Address City State
VITALS:

Weight: Height: Blood Pressure:
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DOCTORS PH#: ( )

DOCTORS STAMP HERE

PLEASE NOTE: If this Medical Clearance is voided by injury, accident, illness, and/or the participant is
removed from any participation as a result of a suspected concussion or heat related illness, it will be
the responsibility of the Parent/Legal Guardian to notify the participants Coach and League Officials. It
will also be the responsibility of the Parent/Legal Guardian to obtain WRITTEN permission from his/her
physician to resume participation.



