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UMBC INTERCOLLEGIATE PHYSICAL EXAMINATION (p.1) 
 

GENERAL INFORMATION 

Name Birthdate 

 

Height                           Weight Vision        R      /20       L       /20   

                 Glasses      Contacts  

Blood Pressure Pulse 

 

Allergy Medications 

 

Date of Exam Age 

 

FAMILY HISTORY 

(cancer, diabetes mellitus, hypertension, coronary artery disease, obesity, tuberculosis, asthma, stroke….) 

 

 

PHYSICAL EXAM 

HEENT: 

Eyes: 

 

Ears: 

 

Nose: 

 

Mouth & Throat: 

 

NECK: 

Mobility: 

 

Thyroid: 

 

CHEST: 

Lungs: 

 

 

Heart:             Rhythm              Murmur 

 

 

***********if required by AHA guidelines attach a copy of echo & EKG********* 

Peripheral Pulses:       Normal              Delayed 

 

ABDOMEN:     Liver                           Spleen 

                              

                        Masses                   Tenderness                          

 

                           

HERNIA: 

 

 

LYMPH NODES:  (Cervical, Epitrochlear, Axillary, Inguinal) 
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 UMBC INTERCOLLEGIATE PHYSICAL EXAMINATION (p.2) 

 
SKIN:    Lesions 

 

MALE GENETALIA:                   Hydrocele                          Varicocele 

ANNUAL GYN. EXAM:         Date of last exam                 LMP 

 

GENERAL ASSESSMENT: 

Alertness & Orientation: 

 

Distress: 

MUSCULOSKELETAL:          Spine   Scoliosis   /   Kyphosis   /  Other 

                                                    

    Shoulder 

 

                                                   Knee 

 

                                                   Ankle 

                                                    

    Other 

 

NEUOROLOGICAL: 

 

Other Health Conditions/ Medications under physician’s care: 

 

 

CURRENT MEDICATIONS:  

 

IMMUNIZATION DATES:  MMR  1ST DOSE _______________   /   2ND DOSE _______________ 

TETANUS _______________ (AFTER 1998)  TB ___________ (international students upon US arrival) 

HEPATITIS B 1ST____________  2ND __________  3RD __________ MENINGITIS ____________ 

 

HEALTH CARE PROVIDER STATEMENT: 

 

I,________________________________ (Health Care Provider-signature) have reviewed the  

attached medical history and evaluated the positive responses and found this student-athlete  

to be in good health and able to participate in highly competitive intercollegiate athletics. 

 

Health Care Provider Name: ___________________________________________(Please print or type) 

 

Health Care Provider Street Address: _____________________________________ 

                                            

_____________________________________ 

(City)   (State) (Zip) 

 

Health Care Provider Phone:  (______) ______________________________ 

 

Health Care Provider Fax:    (______) ______________________________ 


