CORPUS CHRISTI SCHOOL - ATHLETIC PHYSICAL
2026-2027

STUDENT’S MEDICAL HISTORY

This section is to be completed by parent/guardian prior to examination

Name: Birthdate: / / Grade Entering: Age:

Sport(s): [ Football [ Basketball [ Cheering [ Volleyball
Do you have any allergies? [J YES [JNO If yes, do you carry an Epi-Pen? [J YES [ NO
Please identify specific allergies: [ Medicine(s) ] Seasonal

(] Food(s) (] Stinging Insects

Do you have any ongoing medical conditions? If so, please identify below:
[]Asthma [JAnemia [ Diabetes [ Heart/Blood Pressure [ Dizziness or Frequent Headaches [ Fainting or Passing Out
] Heat exhaustion/Sun Stroke ] Knee, Ankle or Neck Injuries

PLEASE EXPLAIN ANY “YES" ANSWERS OR ANY OTHER ADDITIONAL CONCERNS:

| hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Signature of Athlete Date
Signature of Parent/Guardian Date
VITAL SIGNS & SCREENING PHYSICAL EXAM Date of Exam: /
This section is to be completed by a health care provider
Height: Weight: Pulse: Blood Pressure:
Visual acuity: Uncorrected: / ; Corrected: / ; Pupils equal Diameter (] YES [J NO
MOUTH: RESPIRATORY: ABDOMEN:
Appliances: [J YES L1NO Symmetrical Breath Sounds: [] YES [JNO Masses: [1YES [JNO
Missing/loose teeth: [] YES [] NO Wheezes: [] YES [1NO Organomegaly: []YES [JNO
ENLARGED LYMPH NODES: [] YES [INO CARDIOVASCULAR: GENITOURINARY (males only):
SKIN - Infectious Lesions: [] YES [JNO Murmur: [ YES LI NO Inguinal Hernia: [J YES (] NO
PERIPHERAL PULSES EQUAL: []1YES [INO Irregularities: [ ] YES (1 NO Bilaterally Descended Testicles: [] YES []1NO

Murmur with Valsalva: [] YES [J NO
Any “YES” under CARDIOVASCULAR requires a referral to family doctor or other appropriate healthcare provider.

MUSCULOSKELETAL: (note any abnormalities)
Neck: [JYES [JNO Elbow: [J YES LI NO Knee/Hip: (] YES (] NO Hamstrings: [J YES [J NO
Shoulder: [J YES [ NO Wrist: [J YES CJ NO Ankle: [J YES CINO Scoliosis: [] YES [1NO

RECOMMENDATIONS BASED ON THE ABOVE EVALUATION:
After my evaluation, | give my:

Full Approval;
Full Approval; but needs further evaluation by: ] Family Dentist [] Family Physician [ Other

Limited approval with the following restrictions:
Denial of approval for the following reasons:

Name of Examining Physician (print): Signature of Health Care Provider:

MD/DO/DC/ARNP/PA
Date: / / Phone: Address:




