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Preparticipation Physical Exam Form
Rancho Mirage High School
Athletic Department
Name___________________________________________   Grade____________ Date________________
Address_______________________________________________________________ Age_____________
City___________________________________________ Zip__________ Date of Birth________________
Phone_______________________ Mobile_____________________ Gender________________________
Sports_________________________________________________________________________________
Emergency Contact_____________________________________ Phone____________________________

1. Are you currently under a physician’s care for any reason?			Yes	No
2. Are you currently taking any prescription medication?			Yes	No
3. Are you allergic to any medication to the best of your knowledge?		Yes	No
4. Have you ever been told that you have asthma?				Yes	No
5. Do you have any allergies?							Yes	No
6. Have you been knocked unconscious at any time during the
past year?									Yes	No
7. Do you need a tetanus booster (usually once every ten years)?		Yes	No
8. Do you have only one working organ of a usually paired organ?
   (Ex:  only one ear, eye, kidney, lung, etc.)					Yes	No
9. Do you know of, or believe there is any health reason why you
Should not participate in interscholastic athletics?				Yes	No

If you answered yes to any of the above questions, indicate the question number and give a brief explanation.
No. ______ Explain: _____________________________________________________________________
No. ______ Explain: _____________________________________________________________________
No. ______ Explain: _____________________________________________________________________

Signature of Parent/Guardian______________________________________ Date__________________

 (
TO BE CO
MPLETED BY THE PHYSICIAN
Physician:  please indicate in the space provided by each topic if there is a deficiency that should be noted.
Height___________________ Weight ____________________ Blood Pressure__________________
Vision:
    Usually wears:
Glasses
Contacts
Neither
    Test done with:
Glasses
Contacts
Neither
    Right____________________
Left____________________
Heart ____________________ Skin____________________ Teeth__________________________
Lungs_____________________________ Orthopedic_____________________________________
Additional remarks: _________________________________________________________________
_________________________________________________________________________________
Sports Participation approved:  Yes __________ No __________ Restricted __________
Limitations ________________________________________________________________________
Signature of Physician_____
________________________
 Date______________________
)
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