
�€ NEW         �€ RENEWAL         �€ UPDATE

Area Delegation Code Delegation Name

�€ Individual Physical         �€ MedFest®         �€ Unified Partner (medicals optional)         �€ Healthy Young Athletes

PARENT/GUARDIAN INFORMATION

Relationship to Athlete

Last Name First Name

Home Phone Cell Phone

Address City/State/Zip

Email

Employer Employer’s City/State

ATHLETE MEDICAL INFORMATION

Primary Care Physician Physician’s Phone

Physician’s Address City/State/Zip

Health Insurance Provider

The athlete has (check all that apply)     �€ Autism     �€ Down Syndrome     �€ Fragile X Syndrome     �€ Cerebral Palsy     �€ Fetal Alcohol Syndrome

�€ Other syndrome (please specify):

The athlete uses (check any that apply)    

�€ Dentures     �€ Communication Device     �€ Wheelchair     �€ Brace     �€ Removable Prosthetics     �€ Crutches or Walker     �€ Splint

�€ Glasses or Contacts    �€ Hearing Aid    �€ Pacemaker    �€ G-Tube or J-Tube    �€ Implanted Device    �€ Inhaler    �€ Colostomy    �€ C-PAP Machine

Athlete’s Allergies (please list)     �€ No Known Allergies     �€ Latex     

�€ Insect Bites or Stings:

�€ Food:

�€ Medications:

Special Dietary Needs

Does the athlete have any religious objections to medical treatment?     �€ No     �€ Yes  If yes, please complete the religious objections form.

Does the athlete currently have any chronic or acute infection?     �€ No     �€ Yes  If yes, please describe:
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Athlete Last Name Athlete First Name

ATHLETE MEDICAL HISTORY

List all past surgeries:

List all ongoing or past medical conditions:

List all medical conditions that run in the athlete’s family:

Has any relative died of a heart problem before age 40?    �€ No    �€ Yes Has any relative died while exercising?    �€ No    �€ Yes

Has a doctor ever limited the athlete’s participation in sports? �€ No �€ Yes  If yes, please describe: �€ No �€ Yes  
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Athlete Last Name Athlete First Name

MEDICATION, VITAMINS OR DIETARY SUPPLEMENTS (includes inhalers, birth control or hormone therapy)

Name of Medication Dosage Times 
per Day Name of Medication Dosage Times 

per Day

Is the athlete able to administer his/her own medications?   �€ No   �€ Yes If female, date of athlete’s last menstrual period:

PLEASE READ BEFORE SIGNING

It is understood and agreed that: If the examiner is provided free of charge, it is not intended to be a thorough or comprehensive examination. No 
physician-patient relationship is to arise out of the examination. The doctor, nurse or other person involved in the examination is under no obligation 
to provide a diagnosis, treatment, advice, consultation or any follow-up care whatsoever under any circumstances. The fact that any person is cleared 
or authorized to participate in any sport or other activity does not mean and is not to be interpreted as the opinion of the doctor or nurse that 






