
 

 

CAPITAL UNIVERSITY REVISED 5/04/09 

RETURNING ATHLETE PHYSICAL FORM  

 

DATE:  /  /  

 

Athlete’s   Month  Day  Year  
Name:  Sports(s):  
 (Last)   (First)  (Middle)     
    
Student ID No:      Date of Birth:  /  /     _______ 
      Month  Day  Year  Age  Sex 

Classification: Fr. So. Jr. Sr. Red Shirt Sr.  

e-Mail Address(es):  
 
Local Apartment,  
Address, Dormitory:  

 Local  
Phone:  

Cell 
Phone:  

Home Address:  
 

  Home Phone:   Local Phone:  Cell Phone:  

        

        

Person to notify in case 
    of an Emergency:  Relationship:  

Address:   
 (City)   (State)   (Zip)  

Home Phone:  (  )  Business Phone: (  )  

Cell Phone (  )  e-Mail:  
 

 
Height  ____________________       Weight  ____________________        Pulse  ___________       Blood Pressure  ______/_______ 
 
 
 
 

 
Shoulder Strength (out of 5):  _______________ 
 

  
VA:         __20/_______        __20/_______       __20/_______          
                   (right eye)              (Left eye)          (Both eyes)            

 
Flexibility: 
 

Low Back: Smooth Curve________ Not Acceptable  __________ 
 Gastrocnemius: Ideal 20_____________ Minimum 10____________ Not Acceptable  ____________ 
 Hamstrings: Ideal 90_____________ Minimum 80____________ Not Acceptable  ____________ 
 Adductors: Ideal 45_____________ Minimum 45____________ Not Acceptable  ____________ 
 Quadriceps: Ideal 130___________ Minimum 120___________ Not Acceptable ____________ 
 Iliopsoas: Normal_____________ Tight__________________ 
 
 

 
 
ATC Signature ________________________________________________        Date: ______________________________ 
 
 
Physician Referral: _____________________________________________       Date: ______________________________ 
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INTERIM MEDICAL HISTORY 
1.  Have you had any serious illness, disease, injury, operation, mental illness, infection, accident, or any other significant medical 

condition during the past year (12 months)?  If yes, please explain 
YES NO  

2.  Did this medical condition or any other medical condition require surgery?  If yes, please explain, including date and location. 
YES NO  

3.  Have you been hospitalized or examined by a physician other than the team physician for any type of medical condition during the past 
year (12 months)?  If yes, for what reason? 

YES NO  

4.  Have you been out of the United States within the last three (3) months?  If yes, give an explanation. 
YES NO  

5.  Have you had a concussion during the past year (12 months) that was not evaluated by our team physician?  If yes, give an 
explanation, including dates and location. 

 
YES NO 

6.  Have you had any immediate relative die suddenly in the past year (12 months)?  If so, what was the cause of death? 
YES NO 

7.  During the past year (twelve months) have you had any type of problem with tolerance to exercise? If yes, please give a brief 
explanation. 
 

YES NO 

8.  Complete the chart below and give details to the right if you have sustained injuries during the last twelve (12) months. 

HEAD YES NO  
NECK YES NO R L  
SHOULDER YES NO R L  
ARM YES NO R L  
ELBOW YES NO R L  
FOREARM YES NO R L  
WRIST YES NO R L  
HAND YES NO R L  
FINGERS YES NO R L  
CHEST YES NO R L  
SPINE YES NO R L  
ABDOMEN YES NO  
PELVIS YES NO R L  
HIP YES NO R L  
THIGH YES NO R L  
KNEE YES NO R L  
LEG YES NO R L  
ANKLE YES NO R L  
FOOT YES NO R L  
TOES YES NO R L  

 
If you have any additional conditions, problems, or comments that have not been addressed thoroughly in the above 
questionnaire, please use the space below to inform us so that we may be able to better serve you with our best medical  
care.______________________________________________________________________________________________________ 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

All statements and answers in the above medical history questionnaire are true and complete to the best of my knowledge.  I have no 
abnormality, limitation, or restriction not mentioned in this record.  I understand that this information is to help determine my fitness to 
participate in athletics, and to aid in the treatment and diagnosis of future injuries/illnesses that I may incur. 
 
DATE _______________________ PRINTED NAME OF ATHLETE ____________________________________________________ 
         (First)  (Middle)  (Last) 
 

SIGNATURE OF ATHLETE _______________________________________________________ 
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