
Washington College Returning Student Athlete Physical Form 
 
 

Student’s name: __________________________________________ Date: ___________ 
 
Health Care Provider’s name: _____________________________ Phone #: __________ 
 
Health Care Provider’s address: _____________________________________________ 
_______________________________________________________________________ 
 
 

Height: ______ft./in. Weight: _______lbs BP: ____ /_____ Pulse: ______/min. 
 
Vision (Snellen): _____/_____ Glasses:______ Contacts: ______ 
 
Hearing: ______________________________________________________________ 
 
Urinalysis (when indicated): ______________________________________________ 
 
CBC (when indicated): __________________________________________________ 
 
 
Medical Examination: 
Are there any abnormalities of the following? (Check appropriate answer) 
    
   Yes No Problem  Comments 
Heart   ___ ___ _____________ ______________________ 
Thorax/Lungs  ___ ___ _____________ ______________________ 
Abdomen  ___ ___ _____________ ______________________ 
Hernia   ___ ___ _____________ ______________________ 
Ears,Nose,Throat ___ ___ _____________ ______________________ 
Eyes/Fundus  ___ ___ _____________ ______________________ 
Dental   ___ ___ _____________ ______________________ 
Skin/Scalp  ___ ___ _____________ ______________________ 
Lymphatics  ___ ___ _____________ ______________________ 
Genitalia  ___ ___ _____________ ______________________ 
 
Additional Comments: ___________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
 
Please Circle Appropriate Response:  
Full Participation  Further Examination Required No Participation 
__________________________________________ 
Physician’s Signature   Date 

 
 
 
 
 
 
 



 
 
Orthopaedic Examination: 
Are there any abnormalities of the following? (Check Appropriate Answer) 
 
   Yes No Problem  Comments 
Head   ___ ___ _____________ ______________________ 
Neck   ___ ___ _____________ ______________________ 
Shoulder  ___ ___ _____________ ______________________ 
Elbow   ___ ___ _____________ ______________________ 
Hand, Wrist  ___ ___ _____________ ______________________ 
Back   ___ ___ _____________ ______________________ 
Knee   ___ ___ _____________ ______________________ 
Ankle   ___ ___ _____________ ______________________ 
Feet   ___ ___ _____________ ______________________ 
Neurological  ___ ___ _____________ ______________________ 
Other   ___ ___ _____________ ______________________ 
 
Additional Comments: ___________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________ 
 
Please Circle Appropriate Response: 
 
Full Participation  Further Examination Required No Participation 
 
 
__________________________________________________ 
Physician’s Signature   Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


