
Athletic Physical Examination
and Clearance

Health + Wellness Center		     		   ((631)420-2009   +wellness@farmingdale.edu

17
05

27

Name: _________________________________________________________________________________________________________________________  	
					     Last                         		      	   First                                                                                        Middle

Date of Birth_______________________________________________________________________    RAM ID #:  R _________ -_________ -_________

PHYSICAL EXAMINATION

Height _____________________________      Weight ____________________________       Blood Pressure _____________________________      Pulse ________________________________

1. Skin	_________________________________________________

2. Eyes	 ________________________________________________

3. Ears	 ________________________________________________

4. Nose/Sinuses	 _______________________________________

5. Mouth/Throat/Dental	_________________________________

6. Neck/Thyroid	________________________________________

7. Heart	 _______________________________________________

8. Lungs/Chest	_________________________________________

9. Breasts	______________________________________________

10. Abdomen	 __________________________________________

11. Nervous System	 ____________________________________

12. Extremities/Joints	 __________________________________

13. Back	_______________________________________________

14. Genitourinary System	 _______________________________

15. Emotional/Mental Status	 ____________________________

Date of Physical Exam	 _________ / _________ / _________

For Females - Date of LMP______________________________

Please list all allergies  __________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

Recommendations for physical activity:  oUnlimited   oLimited (with explanation below)

o	Recommendations regarding care of this student (with explanation below) 

o  	Student now under treatment for medical or emotional condition (with explanation below)

o  	Athletic Cardiac Questionnaire (Attach Copy)

o  	History of cardiac evaluation (Attach Copy)

o  	Student is fully cleared to participate in athletics.

Please comment on any abnormal condition the student has had or is being treated for: ____________________________________________

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

Provider’s Signature	_______________________________________

Date _____________________________________________________

Address 	__________________________________________________

___________________________________________________________

Phone ( ______ ) 	___________________________________________

Fax ( ______ ) 	______________________________________________

PROVIDER STAMP:


