WILLIAM PENN UNIVERSITY ATHLETICS

Please read the instructions before providing the requested information. Please print in ink.
To comply with all NAIA and William Penn University regulations, all athletes must obtain a sports physical on an annual basis. This must be administered by a licensed physician and filed in the William Penn University Athletic Training Room. A current athletic physical, all immunization and documentation of insurance coverage are required of every athlete before any type of participation may begin. 
This form is divided into two parts. The front page (PART 1) is to be filled out by the student prior to be seen by a physician and the back page (PART 2) is to be filled out by the examining physician. This document is for university personnel use only and will not be released without consent. 
ATHLETE INFORMATION

NAME:





GENDER:          M          F
AGE:


SPORT:



DATE OF BIRTH:

/
/

SS#:

/
/
              YEAR IN SCHOOL:   Fr    So    Jr    Sr

CELL PHONE:

-
-
   SCHOOL ADDRESS:   





________________
EMERGENCY CONTACT:




                                                      RELATIONSHIP: 




EMERGENCY CONTACT PHONE:

-
-________  DATE OF LAST TETNUS:

/
/

HEALTH HISTORY   The following question should be completed by the student-athlete.

       YES        NO

Have you had any?


       YES       NO
Have you had any?

1.                              Chronic or recurrent illness or injury?


16.                            Asthma?                                     
2.                              Any illness lasting more than one week?

17.                            Epilepsy or other seizure disorders?
3.                              Rheumatic fever, mononucleosis?


18.                            Diabetes?
4.                              Hospitalizations (overnight or longer)?


19.                            Eye glasses or contact lenses?
5.                              Surgery, other than tonsillectomy?


20.                            Dental braces, bridges or plates?
6.                              Missing organs (eye, kidney, testicle)?

7.                              Allergies to medications, insects, food

  
       YES      NO
Is there a history of?
8.                              Seasonal allergies (hayfever)?


21.                            Injuries requiring medical treatment?
9.                              Problems with heart, blood pressure, cholesterol?

22.                            Neck injury?
10.                            Racing of your heart or skipped heart beats?

23.                            Knee injury?

11.                            Chest pain with exercise?



24.                            Knee surgery?
12.                            Frequent headaches, convulsions, dizziness, fainting?
25.                            Ankle surgery?
13.                            Dizziness or fainting with exercise?


26.                            Broken bones (fractures)?
14.                            Concussion, unconsciousness, extremity numbness?
27.                            Other serious joint injuries?
15.                            Heat exhaustion, heat stroke, or other heat related 
28.                            Use of protective equipment or braces?
 problems?
       YES        NO  
Further history:

29.                            Is there a history of family or genetic disease?
30.                            Has any family member died suddenly at less than 40 years of age of causes other than an accident?

31.                            Has any family member had a heart attack at less than 55 years of age?

32.                            Are you uncomfortably short of breath after running ½ mile (2 times around a track) without stopping?

33.                            Are you currently taking any medications? Please list them below, include asthma inhalers, be sure to include the condition the medication treats. 



A.



B.



C.

34. What is the most and least you have weighed in the past year?
MOST



LEAST




*FOR WOMEN ONLY*

35. How old were you when you had your first menstrual period?










36. In the past year, what is the longest time you have gone between menstrual periods?

/
/

USE THIS SPACE TO EXPLAIN ANY OF THE ABOVE ANSWERS OR TO PROVIDE ADDITIONAL INFORMATION YOU FEEL IS PERTINENT:

PHYSICAL EXAM RECORD
This evaluation is only to determine readiness for sports participation. 

It should not be used as a substitute for regular health maintenance examinations.

Athlete’s Name ________________________________________________________ 
Height_____________ Weight _________ Pulse_______________________ Blood Pressure _____________________________





Normal


Abnormal Findings


Initials

1.  Appearance

______________________________________________________________________________________

2.  Eyes/Ears/Nose/Throat
______________________________________________________________________________________

3.  Mouth & Teeth
______________________________________________________________________________________

4.  Neck


______________________________________________________________________________________

5.  Lymph Nodes

______________________________________________________________________________________

6.  Heart (Standing & Lying) ____________________________________________________________________________________
7.  Chest & Lungs
______________________________________________________________________________________
8.  Abdomen

______________________________________________________________________________________

9.  Skin


______________________________________________________________________________________

10. Genitals- Hernia
______________________________________________________________________________________

11. Musculoskeletal –

      ROM, Strength, etc.
______________________________________________________________________________________

12. Neurological

______________________________________________________________________________________

Comments regarding abnormal findings: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

  


____________________________________________________________________            ________________

Licensed Physician’s Name (Print) or Other Licensed Medical Professional




     Date

______________________________________________________________________________              _______________________

Licensed Physician’s Signature or Stamp or Other Licensed Medical Professional



Phone

Students Permission and Release:
I give my permission for the team’s physician, certified athletic trainer, or other qualified personnel to give first aid, and treatment me at an athletic event or practice in case of injury.

Student Athletes Name (Print) __________________________________________________ Phone ________________________

Student Athletes Signature _____________________________________________________

Oskaloosa Address __________________________________________________________________________________________ 
ATHLETIC PARTICIPATION RECOMMENDATIONS:





Fall Sport: Football _____   Cross Country _____   Dance      _____     Spirit Squad _____     Soccer _____     Volleyball _____       Winter Sport:	Wrestling  _____            Basketball _____	


Spring Sport:	Baseball    _____	                Golf     _____	             Softball   _____	      Track & Field _____





_____ Full & Unlimited Participation





_____ 	Limited Participation: 


Clearance Pending:  Documented follow up of:________________________________________





_____ NO Participation








 








