Hampton University

Department of Athletic Training  

Pre-participation Physical Examination Form

Name ______________________  Date of Birth __________ Home Phone(    )_______

Home Address (City & State) _________________________ School Phone_________

School Address __________________________ Social Security # _________________

Parents’ Name_______________________ Parents’ Employer ___________________

Emergency Contact # _____________________________________________________

Medical History

1.  Had a medical problem or injury since last evaluation ……………………    Yes    No

2.  Ever been hospitalized  …………………………………………………
…    Yes   No

3.  Ever had surgery  ………………………………………………………….     Yes   No

4. Presently taking medication ………………………………………………..     Yes   No

5. Passed out during or after exercise …………………………………………     Yes   No

    Have chest pain during or after exercise ……………………………………     Yes   No

    Get tired more quickly than your friends during exercise ………………….     Yes   No

6.  Have high blood pressure ………………………………………………….     Yes   No

7.  Been told you have a heart murmur ……………………………………….     Yes   No

8.  Have racing of the heart or skipped heart beats …………………………...     Yes   No

9.  Family history of premature death (sudden or otherwise) or significant disability from       heart disease in close relative(s) younger than 50 …………………………….    Yes   No

10.  Have any skin problems …………………………………………………..    Yes   No

11.  Ever had a head injury ...  ………….. …………………………………….    Yes   No

12.  Ever been knocked out or unconscious ……………………………………    Yes   No

13.  Ever had a seizure …………………………………………………………    Yes   No

14.  Ever had a stinger, burner, or pinched nerve ………………………………    Yes  No

15.  Ever had heat cramps……………………………………………………….   Yes   No

16.  Ever been dizzy or passed out in the heat …………………………………    Yes   No

17.  Have trouble breathing or cough during or after activity ………………….   Yes   No

18.  Use any special equipment (ie:  pads, braces, neck rolls, eyeguards)……..    Yes   No

19.  Have any problem with vision ……………………………………………    Yes   No

20.  Wear contacts or glasses …………………………………………………     Yes   No

21.  Ever sprain/strain, dislocate, fracture, or had repeated swelling of any bones or joints?   Please check: 

( )Head
( )Neck
( )Chest
( )Back

( )Foot

( )Shoulder

( )Elbow
( )Forearm
( )Wrist
( )Hand
( )Hip

( )Knee

( )Thigh
( )Ankle
( )Shin/Calf

22.  Ever had orthopedic surgery ……………………………………………..    Yes   No

23. Have been advised not to have surgery …………………………………..    Yes   No

Please explain any YES answers: ______________________________________________________________________________________________________________________________________________

Student’s Signature ____________________________  Date: _____________________ 

Have you ever had or have now: (please write yes or no)

	1. Asthma
	2. Diabetes

	3. Hepatitis
	4. Heart Disease

	5. Irregular Heart Beat
	6. Heart Murmur

	7. Shortness of breath
	8. Rheumatoid Fever

	9. Kidney Disease
	10. Epilepsy

	11. Hypertension
	12. Appendicitis

	13. Hernia
	14. Concussion

	15. Recurrent headaches
	16. Loss of consciousness

	17. Collapsed lungs
	18. Chest pain

	19. Heat exhaustion/stroke
	20. Cracked or chipped teeth

	21. Stomach Ulcers
	22. Jaundice

	23. Infectious Mononucleosis 
	24. Sexually Transmitted Disease

	25. Sickle Cell Trait
	26. Hives, rash, skin irritation

	27. Cyst or tumor
	28. Blurred or double vision

	29. Recurrent nosebleeds
	30. Dizziness

	31. Abnormal bleeding
	32. Other: 


Medical Exam (to be filled out by doctor)

Height _______ Weight ________ Pulse _________ Blood Pressure ________

Systems                                      Normal                                        Abnormal         Initials

Heart_________________________________________________________________

Lung _________________________________________________________________

Other _________________________________________________________________

Abdominal ____________________________________________________________

Male Genitalia _________________________________________________________

Neck _________________________________________________________________

Shoulder ______________________________________________________________

Elbow ________________________________________________________________

Wrist _________________________________________________________________

Hand _________________________________________________________________

Back __________________________________________________________________

Knee __________________________________________________________________

Ankle _________________________________________________________________

Foot __________________________________________________________________

Eye _________________________R 20/    ___ L 20/     _Pupils ___________________

Head__________________________________________________________________

Hip ___________________________________________________________________

Groin __________________________________________________________________

Rib ____________________________________________________________________
Circle One: 
Cleared to participate


            Not cleared to participate until: __________________________
Physician’s Signature ________________________________ Date _______________
