Sage Athletics Pre-participation Physical Examination (to be completed by physician, RNP, PA)

TO THE EXAMINER:  Please complete the PHYSICAL EXAMINATION below. Please comment on all pertinent findings and be sure all information is complete.  *Please include summary of the student’s pertinent conditions/treatments and ALL medications.

Name ________________________________________
Sex: ____M____F            Date of birth ______/_____/______

Pulse: _____ 
    Blood Pressure: ____/_____          Height: ______         Weight: ______         % body fat (optional): ________       
Vision:   R 20/ _____   L/20 _____           Corrected:  Y   or   N            Pupils:  Equal ______ Unequal ________
History







  Yes        No     
· Prior exertional chest pain



  ___       ___  

· Prior exertional syncope / near syncope

  ___       ___
· Excessive, unexplained shortness of breath or

fatigue with exercise



  ___       ___
· Prior history of heart murmur or increased blood pressure
  ___       ___
· Family history of premature death or morbidity from

Cardiovascular disease in a relative younger than age 50     ___       ___
· Carrier or positive test for Sickle Cell Trait

 ___       ___
Exam “WNL” – or note abnormalities

Mental/Emotional Status____________________________________________
Skin____________________________________________________________

H.E.E.N.T._______________________________________________________

Neck, Thyroid____________________________________________________
Lungs___________________________________________________________         

Heart (Murmur, Dysrythmia)_________________________________________
Abdomen_________________________________________________________
Extremities________________________________________________________

Neurological_______________________________________________________

Genitals/Hernia____________________________________________________

Laboratory (if needed)

_________________________________________________________________

HGB/HCT:




Urine: (DIP)

Pertinent past Medical/Psychological History

 (include dates of surgeries)

________________________________________________________________
________________________________________________________________
________________________________________________________________
ALL CURRENT MEDICATIONS:

________________________________________________________________
________________________________________________________________
Allergies to Medicine/Food/Other?

________________________________________________________________
________________________________________________________________
________________________________________________________________
Past Injuries
Yes 
No
When/Severity
Concussion(s)
___
____
____________________________
Skull fracture(s)
___
____
____________________________

Neck injuries
___
____
____________________________

Shoulder injuries
___
____
____________________________

Elbow injuries
___
____
____________________________

Arm/wrist/hand inj     ___
____
____________________________
Rib Cage injuries
___
____
____________________________

Hip injuries
___
____
____________________________

Thigh injuries
___
____
____________________________

Knee injuries
___
____
____________________________

Lower leg injuries
___
____
____________________________

Shin splints/stress fx
___
____
____________________________

Ankle injuries
___
____
____________________________

Other

___
____
____________________________

*Attach separate sheet for additional information 
All cleared for sports participation?         Yes___ or  No____
Any restrictions in sports participation?  Yes____ or  No___

Explanation:______________________________________________________
________________________________________________________________

Health Care Provider (MD, RNP, or PA) please print name & address, then sign.
MD/ARNP/PA____________________________________________________________________________Date_____/_____/_____

Address_________________________________________________________________________________ Tel. (____) _____-_____

Signature________________________________________________________________________________Fax# (____)_____-_____

The Sage Colleges, Department of Athletics, 65 First Street, Troy, New York 12180  (518) 244-2283  Fax (518) 720-3007 
