COMPLETE AND SIGN THIS PAGE

BYU Student Health Center
PERSONAL MEDICAL HISTORY
and PHYSICAL EXAMINATION

Name: Age: Marital Status: S M Date:
E-Mail Address: Birth Date: Birthplace:
Occupation: Place of Permanent Residence:

Chief Complaint

Date of Last Physical: O General O Driver O Athletic (Please complete the attached Pre-participation Physical
Evaluation)

Reason here to see clinician and describe nature, duration of symptoms:

Review of Systems

Do you have any problems or symptoms in the following areas:

Head, brain, sensory (fainting, dizziness, unconsciousness, headaches,
seizures, tremors) (Neurological):

Heart, vessels, arteries, anemia (Cardiovascular):

Gastrointestinal (bleeding; heartburn; excessive gaseousness; stomach; ulcer;
colon including diarrhea, constipation, bleeding, hemorrhoids):

Lungs (breathing, coughing, hoarseness) (Respiratory):

Kidneys, bladder, blood in urine, infections, reproductive organs
(Urinary Tract/Reproductive):

Skin (easy bruising, change in texture, infections, boils, hives, eczema):

Muscles, extremities (pain, stiffness, fractures, injuries of knees, ankles, etc.,
pilonidal cyst or infections) (Musculoskeletal):

Personal History

Current Medications and dosage: Hospitalizations:
Surgeries:

Allergies to Medications:

Medical IInesses: Transfusions:

Family History

Are there any illnesses in your family? (cancer, stroke, heart disease, diabetes, inflammatory bowel disease)

If so, is relative living or deceased?

Describe nature of illness:

Signature of Patient:

Date:




Height: Weight: Temp.: Pulse: BP Right:
% Body Fat Before Exercise
(estimated) BP Left:
Calf Size Immediately after exercise
Somatotype: (circle one) Audiometric Visual: Acuity without corrective lenses: R L
(hearing) Test: Acuity with corrective lenses: R L
Thin Normal Heavy Fat Contact Lenses Yes No
Marfan Color Test Pass Fail
Horizontal field of vision R L
General Description:

Physical Examination

Normal =4/, Abnormal = X, Not Examined = O Therld Laboratory and X-ray
Skin Lymph Nodes findings:
Head Breasts Urine
Eyes R Back Spec. Gr.
; L Heart Alb.
Funduscopic Exam Suear
Pupils equal Rhythm e
E please describe below.) Radiological data
ars .
Nose Chest Electrocardiograph
Mouth Lungs O Cleared for Athletics: Y N
Throat Abdomen i .
N Genitalia Abnormal physical findings:
cc Pelvic/Prostate
Shoulder/arm
Rectal
Elbow, forearm -
- Neurological:
Wrist/hand Reflexes R
Hip/thigh L
Knee Rhomberg
Leg/ankle Sensorium
Foot Cranial Nerves
Comments/Assessment:
Examiner: Name of Examiner:
Brigham Young University .
Student Health Center LGRS
PO Box 24800

1750 N Wymount Terrace Drive
Provo UT 84602
Phone: (801)378-2771 Fax:

(801)378-2620

Examiner’s Signature

License No.

Date

State




PREPARTICIPATION ATHLETIC PHYSICAL EVALUATION

Name:

Date of examination:

HISTORY (If the answer to any question is “yes,” please describe in the space provided.)

1. Have you seen a doctor for an illness or injury
since your last physical?

12. Do you have any current skin problems such as
rash or fungus?

2. Have you ever been hospitalized overnight?

13. Have you ever been knocked out or lost your
memory?

3. Are you currently taking any prescription or over-
the-counter medications?

14. Have you ever had a seizure?

4. Have you ever taken any supplements to help you
gain/lose weight or improve your performance?

15. Do you have frequent or severe headaches?

5. Have you had mono in the last two months?

16. Have you ever had a stinger, burner, or pinched
nerve that stopped you from playing sports?

6. Have you ever passed out during or after exercise?

17. Do you cough, wheeze or have trouble breathing
during or after activity?

7. Have you ever had chest pain during or after
exercise?

18. Do you use any special protective or corrective
equipment such as a knee brace?

8. Have you ever had racing of your heart or skipped
heartbeats?

19. Have you ever had a sprain or swelling after injury
that stopped you from playing sports?

9. Have you ever had high blood pressure?

20. Have you ever broken or fractured any bones?

10. Has any family member died of heart problems or
of sudden death before age 50?

21. Have you ever dislocated any joints?

11. Has a physician ever denied or restricted your
participation in sports for any medical problem?

22.Have you ever had any surgeries?




