Hendrix College Athletic Training
Physical Examination

Name: ____________________________________
Sport: ______________________

Age: __________
Height: _______________
Weight: ________________

Heart Rate: _________________

Blood Pressure: ________________________

Vision: (R) 20/____
(L) 20/_____

Corrected by:   Contacts    Glasses

	Area
	Comment

	E.E.N.T
	

	Hearing
	

	Lymph Nodes
	

	Heart – Auscultation supine and standing
	

	Lower Extremity Pulses
	

	Chest/Lungs
	

	Abdomen – spleen or liver palpable
	

	Genitalia – hernia (males only)
	

	Skin
	

	Flexibility
	

	Reflexes
	


Musculoskeletal:
	Area
	Comment

	Wrist/Hand
	

	Elbow
	

	Shoulder
	

	Hip
	

	Knee
	

	Ankle/Lower leg
	

	Foot
	


Comments/Recommendations: _________________________________________________________

I certify that I have on this date examined the above named athlete and find him/her (subject to any limitations listed) to be physically able to compete in the supervised intercollegiate athletic program(s) of Hendrix College.
Examining Physician: _________________________________________________

Date: ________________________


Phone Number: ___________________________
