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  Athletics
  THE UNIVERSITY OF TEXAS AT BROWNSVILLE and TEXAS SOUTHMOST COLLEGE

     80 Fort Brown ▪ Brownsville, Texas 78520 ▪ 
        Marty L. Castillo, Head Athletic Trainer ▪ 956-882-8925 (office) ▪ 956-882-3891 (fax) ▪ 956-372-9847 (cell) ▪ marty.castillo@utb.edu       
General Physical Exam

As a minimum requirement, this physical exam form must be completed yearly prior to participation in any practice or game /matches.

Athletes’ Full Name __________________________________Birth Date________________ Age_________ Sex _________
Athlete’s School ID # ____________________
Height ______
Weight _______   % Body Fat (optional) ___________ Pulse ___________  B/P ____/____ (____/____)

Vision R 20/______
L 20/_____
Corrected:  Y
N
Pupils: Equal _______ 
Unequal________

	
	Normal
	Abnormal Findings
	Initials*

	MEDICAL
	 
	 
	 

	Appearance
	 
	 
	 

	Eyes/Ears/Nose/ Throat
	 
	 
	 

	Lymph Nodes
	 
	 
	 

	Heart- Auscultation of the heart in the supine position
	 
	 
	 

	Heart- Auscultation of the heart in the standing position
	 
	 
	 

	Heart-Lower extremity  pulses
	 
	 
	 

	Pulses
	 
	 
	 

	Lungs
	 
	 
	 

	Abdomen
	 
	 
	 

	Genitalia (males only)
	 
	 
	 

	Skin
	 
	 
	 

	MUSCULOSKELETAL
	
	
	

	Neck
	 
	 
	 

	Back
	 
	 
	 

	Shoulder/Arm
	 
	 
	 

	Elbow/Forearm
	 
	 
	 

	Wrist/Hand
	 
	 
	 

	Hip/Thigh
	 
	 
	 

	Knee
	 
	 
	 

	Leg/Ankle
	 
	 
	 

	Foot
	 
	 
	 

	* station-based examination only
	
	
	


CLEARANCE

⁭
Cleared

⁭
Cleared after completing evaluation/rehabilitation for:  _______________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

⁭
Not cleared for: ____________________________________ Reason: ___________________________________

Recommendations: __________________________________________________________________________________

__________________________________________________________________________________________________

The following must be filled in and signed by a Physician, a Physician Assistant licensed by a State Board of Physician Assistant Examiners, or a Registered Nurse recognized as an Advanced Practice Nurse by the Board of Nurse Examiners. 

Name (print/type) __________________________________________
Date of Examination ______________________________________

Address: _________________________________________________________________________________________________________

Phone Number: ____________________________________________________________________________________________________

Signature: ____________________________________________________________________________________________ Revised 4/2008
