
PHYSICAL EXAMINATION FOR _________________________________ DATE OF EXAMINATION: ________________

RIGHT: LEFT: RIGHT: LEFT:

Height Weight Pulse Vision Hearing

Physical Normal Abnormal Follow Up / Comments

Skin 

Abdomen

Eyes 

Hernia

Ears

Mouth 

Heart

Lungs

Glands 

Extremities

Nose and Throat

Genitourinary

Gastrointestinal 

Neurological

Muscular Skeletal

Nutritional Status

Mental Status

SPECIFIC MEDICAL RECOMMENDATIONS TO SCHOOL FOR ACADEMIC & ACTIVITY PROGRAMS

I certify that I have examined this student.  On the basis of this examination, I have found no reason that would make it 
medically inadvisable for this student to participate in supervised physical education activities. 

Physician’s Printed Name Physician’s Signature Date

Address City State         Zip

(              ) 
Phone Date   
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