
HOLY TRINITY LUTHERAN SCHOOL 

PREPARTICIPATION PHYSICAL EXAMINATION 
(Physical examination must be performed on or after May 1 for the following school year.) 
 

PLEASE PRINT​ ​ ​ ​ ​ ​ ​ ​ ​ DATE OF EXAM _______________ 
 

Name ______________________________________  Date of Birth _______________________  Grade _________ 

 

▢ Medically eligible for all sports without restriction. 
▢ Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of 
______________________________________________________________________________________________ 
▢ Medically eligible for certain sports _______________________________________________________________ 
▢ Not medically eligible: ▢ pending further evaluation  ▢ for any sports​ Reason: ____________________________ 
______________________________________________________________________________________________ 
 
I have examined the student named on this form and completed the preparticipation physical evaluation. The athlete does not 
have apparent clinical contraindications to practice and can participate in the sport(s) as outlined on this form. If conditions arise 
after the athlete has been cleared for participation, the physician may rescind the medical eligibility until the problem is resolved 
and the potential consequences are completely explained to the athlete (and parents or guardians). 
 

Name of health care provider (print): ________________________________________________________ Date: ____________ 

Address: ______________________________________________________________________ Phone #: _________________ 

Signature of examiner: ____________________________________________________________________, MD, DO, NP, or PA 
 

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, 
American Medical Society for Sports Medicine, American Orthopaedic Society for Sports Medicine, and American Osteopathic 
Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment. 
 



HOLY TRINITY LUTHERAN SCHOOL 

PREPARTICIPATION PHYSICAL 
HISTORY FORM 
 
PLEASE PRINT - Fill out completely before you visit with your healthcare provider. 
 
NAME __________________________________________  GENDER _______  AGE ________  BIRTHDATE ______________ 
GRADE ___________________  SPORTS ____________________________________________________________________ 
ADDRESS ______________________________________________________________________________________________ 
PHYSICIAN'S NAME _________________________________________________________  PHONE _____________________ 
EMERGENCY CONTACT _______________________________________________  RELATIONSHIP ____________________ 
EMERGENCY CONTACT PHONE # __________________________________________________________________________ 
 

List past and current medical conditions. ___________________________________________________________ 
____________________________________________________________________________________________ 
Have you ever had surgery? If yes, list all past surgical procedures. ______________________________________ 
____________________________________________________________________________________________ 
Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements (herbal and 
nutritional). ___________________________________________________________________________________ 
____________________________________________________________________________________________ 
Do you have any allergies? If yes, please list all your allergies (ie, medicines, pollens, food, stinging insects). 
____________________________________________________________________________________________ 
Are your required vaccinations current? ____________________________________________________________ 

 
 

 



HOLY TRINITY LUTHERAN SCHOOL 
 

 
 
 
I hereby state that, to the best of my knowledge, my answers to the questions on this form are 
complete and correct. 
 
Signature of athlete: _______________________________________________________________________ 

Signature of parent or guardian: ______________________________________________________________ 

Date: ________________________________________________________ 

 
 
 
 
 
 
© 2023 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, 
American Medical Society for Sports Medicine, American Orthopaedic Society for Sports 
 

 


