
Flagler College Pre-participation Physical Form 
 
Name:             Birth Date:      Sex:  M / F  
       (First)    (Middle)    (Last)  Social Security Number:    
Permanent Address:            
       (Street)         (City)   (State) (Zip Code)  

Medical History This section should be carefully completed by the student-athlete before participation in 

intercollegiate athletics in order to help detect possible risks. 
Explain “Yes” answers below.  Circle any question that 

you do not know the answer to. 
Yes No Explain “Yes” answers below.  Circle any question 

that you do not know the answer to. 
Yes No 

    Have you had a medical illness or injury since your last 
checkup or sports physical?  
Do you have an ongoing chronic illness?   

Have you ever had numbness or tingling in your 
arms, hands legs, or feet?  Have you ever had a 
stinger, burner, or pinched  nerve?   

Have you ever been hospitalized overnight?  
Have you ever had surgery? 

_____ _____ Have you ever become ill from exercising in the 
heat? 

  

Are you currently taking any prescription or over-the-
counter medications or using an inhaler? 

  Do you cough, wheeze or have trouble breathing 
during or after activity? 

  

Have you ever taken any supplements to help you gain 
or lose weight or improve your performance? 

  Do you have seasonal allergies that require 
medical treatment? 

  

Do you think you are in good health?   Do you have asthma?   

Do you have any allergies (i.e. insect stings, pollen)?   Have you had any problems with your eyes or 
vision? 

  

Have you ever had a rash or hives develop during or 
after exercise? 

  Do you wear glasses, contacts, or protective 
eyewear? 

  

Have you ever passed out during exercise?  
Have you ever been dizzy during exercise?  
Have you ever had chest pain during exercise? 

_______
_______
 

_______
_______

Do you use any special protective or corrective 
equipment or devices that aren’t usually used for 
your sport or position (ex. knee brace, orthotics)? 

  

Do you get tired more quickly than your teammates 
during exercise? 

  Do you want to weigh more or less than you do 
now? 

  

Have you ever had a racing heart or skipped 
heartbeats? 

  Do you lose weight regularly to meet weight 
requirements for your sport? 

  

Have you had high blood pressure or high cholesterol?   Do you feel stressed out or anxious?   

Have you ever been told that you have a heart murmur?   Are you taking or have you taken any medications 
for emotional issues? 

  

Has any relative died of heart problems or of sudden 
death before the age of 50? 

  

Is there a family history of heart problems in a close 
relative younger than the age of 50 (ex. enlarged heart, 
cardiomyopathy ,long QT interval, abnormal EKG) ? 

  

Have you ever had a heart infection (ex. myocarditis or 
pericarditis)? 

  

Is there a family history of Marfan’s Syndrome?   
Has a physician ever denied or restricted your 
participation in sports for any heart problem? 

  

Have you had a severe viral infection within the last 
month (mononucleosis)? 

  

Do you have any skin problems (itching, rashes, fungus, 
blisters, etc.)? 

  

  Have you ever had a head injury or concussion?  
Have you ever been knocked out, become unconscious, 
or lost your memory?   
Have you ever had a seizure?   
Do you have frequent or severe headaches?   

Women’s Health History 
Are your menses regular?        Yes     No                                               
Start date of your last period ____/____/____  
Date of last gynecological exam ____/____/____ 
Longest time between periods:___________________________________

Explain all “Yes” Answers Here:_______________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
___________________________________________
Signature of ATC ___________________Date__________



Flagler College Pre-participation Physical Form 
Physical Examination 

 
Name:             Birth Date:      Sex:  M / F  
       (First)    (Middle)    (Last)  Social Security Number:    
 
Height:          Weight:            Pulse:              Blood Pressure:          Sport:   
 
Visual Acuity  -  Left:    Right:    Pupils:  Equal/Unequal   
 

 Normal Abnormal Findings Initials 

Medical 
Ears/Eyes/Nose/Throat    

Lymph Nodes    

Heart    

Pulses    

Lungs    

Abdomen    

Genitalia (Males Only)    

Skin    

Musculoskeletal 
Neck    

Back    

Shoulder/Arm    

Elbow/Forearm    

Wrist/Hand    

Hip/Thigh    

Knee    

Leg/Ankle    

Foot    

Clearance 
Cleared 

Cleared After Completing Evaluation/Rehabilitation For: 

Not Cleared For: 
Reason: 

Recommendations: 

Medical Examination Musculoskeletal Examination 
Physician’s Name (Print): 
 

Physician’s Name (Print): 

Physician’s Signature & Date: 
 

Physician’s Signature & Date: 

*Medical History Must Be Completed Prior to Physical Examination 


