YORK COLLEGE HEALTH SERVICES PHYSICAL EXAMINATION FORM

OF PENNSYLVANIA

THIS FORM MUST BE COMPLETED IN FULL - NO OTHER FORMS OR DOCUMENTS WILL BE ACCEPTED
ALL NCAA Athletes: Physical MUST be completed no sooner than April 15.

NAME D.O.B. / /
Last First Middle Month Day Year
NEXT SECTION: To be completed by a Healthcare Provider
Examination Date: / / NON-ATHLETES: MUST BE WITHIN 1 YEAR OF ENTRANCE DATE
Month Day Year

Current prescription and nonprescription medication(s) with dosage(s):

Medication Allergies: ( )NO ( )YES:

Food Allergies: ( )NO ( )YES:

History of Anaphylaxis: ( )NO ( )YES, what was the trigger? Does student carry an EpiPen or AuviQ? ( )NO ( )YES
MEDICAL and SURGICAL HISTORY, please indicate if student has a history of any of the following.
Anemia YES NO COVID -19 YES NO Hypertension YES NO Eating Disorder YES NO
Sickle Cell Disease YES NO Inflammatory Bowel Disease YES NO Marfan Syndrome YES NO | Skin Condition YES NO
Sickle Cell trait YES NO Rheumatoid Arthritis (or JJA) YES NO | Headache Disorder YES NO | Celiac Disease YES NO
Infectious Mononucleosis YES NO | Lupus (SLE) YES NO | Head injury/Concussion YES NO | Immunocompromising condition YES NO
Positive PPDor QTB YES NO | Diabetes Mellitus YES NO | Syncope YES NO | ADHD YES NO
Active Tuberculosis YES NO | Thyroid Disorder YES NO | Kawasaki Disease YES NO | Anxiety YES NO
Asthma YES NO Seizure Disorder YES NO | Arrhythmia-WPW, YES NO | Depression YES NO
prolonged QT Bipolar Disorder YES NO

Provide details for any YES answers:

Prior Surgery? ( )NO  ( )YES, provide details:

Prior Hospitalization? (  )NO ( )YES, provide details:

Please include recommendations that may be important for the care of this student:

Physical Examination: BP P HT WT BMI Vision: R 20/ L 20/
NOT
NORMAL | EXAMINED ABNORMAL - describe findings

General Appearance

Head, Eyes, Ears, Nose, Throat

Lymph Nodes

Cardiovascular/Pulses

Respiratory/Lungs

Gastrointestinal

Musculoskeletal

Neurologic # of Concussions

Skin

NCAA ATHLETES ONLY- REQUIRED FOR NCAA ATHLETIC PARTICIPATION:

Sickle cell trait testing is REQUIRED, please attach results: ( ) POSITIVE + () NEGATIVE -
This student is medically cleared for sports participation: ( ) CLEARED () NOT CLEARED provide details:

I certify that to the best of my knowledge the information provided on this form is true and complete.

Date Healthcare Provider's Signature

Telephone: ( ) Fax: ( )

ONCE COMPLETED BY PROVIDER-STUDENT UPLOADS TO PYRAMED in Medical history form





