
-.. 

2. 

3. 

PREPARTICIPATION PHYSICAL EVALUATION - MEDICAL HISTORY REVISED 1.u, 

This MEDICAL HISTORY FORM must bo comploted annually by parent (or guardian) and student in order for the student to participate in athlelic aclivllies. These 
queslions are designed to detemlino If tho student bas devcloped any condition which would mako It hazardous to participate in an athlelic event. 
Student's Name: (prlnt) _______________ Sox ____ Ago ________ _,.,.aroofBlrth __________ _ 
Address ________________________________ _,..110ao_ __________ ....., __
Onde ________________ School _______________ _ 
Personal Physician _____________________________ ..,..11'110,...., ____________ _
In case of un,r,,ncy, conzact: 
Name R.olatlonabf_p Pbono(H) _____ �(W) 
Explain "Yes" IIJISWersin the box below**· Circle q11estlonsyo11 don't know the answers to. Any f,iannv,rto qrustlo111 l,J.,3,4,5,or 6 reqrdr11furth1r 
m1dical 111ahuzllon which may inclruk a phytlcal ,xamination. Wrltt1n cl,aranc, from a physician, physician eutistant, chiropractor, or nW"11 practitlon,r ii 
r, uir,d b,for, any partu:ipation in UIL practic,i gam,i or match11 

Have you had a medical lllness or injwy sin\:O your lut check 
up or sports physical? 

Yes No 
a □ 

Yes No 

Have you beell hospitalized overnight in the put year? □ 

Have you ever had surgeiy? D 
Have you ever passed out during or after exercise? D 
Have you evor bad chest pain during or after exercise? D 
Do you get !ired more quickly than your friends do during D 
exercise? 
Have you ever had racing of your bean or slclpped heartbeats? D 

Have you had high blood pressuro or high �olestcrol? D 
Have you over been told you havo a heart m11m1ur? D 
Has any family member or relative died of hoart problems or of O 
sudden u11cxpectcd death before age 507 
Has any fam!ly member been diagnosed with enlarged heart, 
(dilated cardiomyopathy), hypenrophlc cardlomyopathy, long 
QT syndrome or other ion channclpathy (Brugada syndrome, 
ere), Madan's syndrome, or abnormal hoart rhythm? 

□ 

□ 

□ 

□ 
□ 

□ 

□ 
□ 
□ 
□ 

D 

Have you had a severe vizll lnfeclion (fonxamplo, 
myocardilis or mononucleosis) within the lut month? 

□· D

Has a physician over denied or restricted your participation In 
sports for any heart problems? 

□ 

13. Have you ever gotten uncxpectcdly short of breath with 
cxcn:ise?
Do you have utbma?
Do you have seuonal allergies that require medical treatment? 

14. Do you use any special protective or conectivo equipment or
devices that aren't usually used for your sport or position (for• examplo, lcnce braco, special neck roll, foot orthotlcs, retainer
OD your teeth, hoarizlg aid)?

15. Have you ever bad a sprain, strain, or awelllng after Injury?
Havo you broken or fractured any bones or dislocated any
joints?
Have you bad any other problems with pain or swelling in
mllSClos, tendons, bones, or Joints?
If yes, checlc appropriate box and explain below.

□ Head
□ Neck
□ Back
□ Chest
□ Shoulder
□ Upper Ami

□ 
□ 
□ 
□ 
D 

Elbow 
Forearm 
Wrist 
Hand 
Pinger 

0 Hip 
□ Thigh
D Knee
0 Shin/Calf' 
D Anlcle 
O Poot 

□ □ 

□ 
□ 

□ 

□ 
□ 

□ 

□ 
□ 
□ 

□ 
□ 

□ 

4. Have you ever had a head Injury or concussion? □ 
□ 

□ 

□ 
□ 

5. 
6. 
7. 

a. 

9. 

Have you ever been lcnocked out, become unconscious, or lost
your memory? 
If yes, how many When was the last 
times? --

=-
-- concussion?

How severe was each one? (&plain below)
Have you ever had a seizure?
Do you have frequent or severe headaches?
Have you ever bad numbness or lillgllng in your arms, hands,
legs, or feet?
Have you evor had a stinger, burner, or pinched norve?
Are you mining any paired organs?
>.:re you under a doctor's care?
Are you cunenlly taking any prescription or non-prescription
(over-the-counter) medication or pills or using an Inhaler?
Do you have any allergies (for example, to pollen, mcdlclno,
food, or stinging Insects)?
Havo you ever beon dlzzy_durillg or after cxorciso? 

□ 
□ 
□ 

D 
□ 
□ 
□ 

□ 

□ 
D 
□ 

□ 
D 
□ 
□ 

16. Do you want to weigh more or less than you do now? D D 
Do you lose weight regularly to meet weight requirements for D D
your sport?

17. Do you feel sircssed out? D D
18. Have you ever been diagnosed with or treated for sickle coll uait D D

or sickle coll discue?
FemalaOnq 

19. When was your fint menstrual period?
When was your most rocont menstrual period?
How much tim� do you usually have ftom the start of one
period to the start of another?
How many periods have you bad In the lut year?
What was the longest time between perlods in the lut ear?

A:11 In Mdual answerlac ID the affirmative to IIIJ' question rtlallD& to a possible 
canlloYaSCUlar health Issue (question three above), u ldmtlfled oa the rorm, should be 
ff#.Ji_gtc4 from farther panlclpatloa 1111111 the llldMclual Is examlaecl lllld cleared by a 
pbyslclaa, pbzsiclan asslltall!z chiropractor I or aune praditloaer. 

10. Do you have any cumnt skin problems (for example, itching,
rubes, acne, wans, fungus, or bllstets)?

□ 
□ 

□ 
□ 

□ 

□ 
□ 

I
""''""'""' <lllmW 11l77ll11UlZll!LDWOa" -•-•-· 

It is understood that even though protectl.ve equipment Is wom by the athlete, whenever needed, the possibility of an accident still remains. Neithor the University 
lntencholastlc Lcque nor the school assumes any rosponslbWty In case an accident occun. 

11. Have you ovor become Ill ftom exorcising In tho heat?
12. Have you had any problems with your eyes or vision?

□ 
□ 

If, In the judgment of any representative of tho school, tho above student should need immediate caro and treatment u a result of 111y Injury or sickness, I do hereby 
request, authorize, 111d consent to such care and treatment u may be glvon said student by any physlclan, athletic trainer, nune or school representative. I do hereby 
agree to Indemnify and save harmless the school and any school or hospital represcntativo ftom any claim by any person on account of such care and treatment of said 
student. 
If, between this date and tho beginning of alhlolic aompetltlon, any Illness or Injury should occur that may llmlt lb1a student'& paniolpadon, 1 •SRO lD nod1'y tho school 
authorities of' such illness or in· ury. 
I hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct. Failure to provide truthflll respomes could 
subject the student in question to penalties detennfned by the OIL 
Student Si aturc: Partnt/Ouardian Si naturo: •, • ·�··. · Date:

THIS FORM MUST BE ON FILE PRIOR. TOP AR.TICIPATION IN ANY PRACTICE, SCRIMMAGE OR. CONTEST BEFORE, DURING OR. AFTER. SCHOOL. 
For School U1• Onl:,: 

This Medical Histoi:y Form was reviewed by: Printed Namo _____________ Dato _____ Sl�--------------



PREPARTICIPATION PHYSICAL EVALUATION - PHYSICAL EXAMINATION 

Student's Name Sex Age Date of Bii1h 
Height_ Weight % Body fat (optional) Pulse BP_/_(__/_,__}__) 

brachia! blood pressme while sitting 

Vision R20/_ L20/_ Corrected: DY ON Pupils: □ Equal D Unequal 

As a minimum requirement, this Physicai Examination Form must be completed prior to junior high athletic participation and 
again prior to first and third years of high school athletic participation. It must be completed if there are yes answers. to specific 
questions on the student's MEDICAL HISTORY FORM on the reverse side. • Local district policy may require an annual physical 
exam. 

MEDICAL 
Appearance 
Eyes/Ears/Nose/Throat 
Lymph Nodes 
Heart-Auscultation of the heart in 
the suoine position. 
Hean-Auscultation of the bean in 
the standing position. 
Heart-Lower extremitv pulses 
Pulses 
Lungs 
Abdomen 
Genitalia (males onlv) 
Skin 
Marfan's stigmata (arachnodactyly, 
pectus excavatum,joint - . 
hypermobility, scoliosis)
MUSCUL0SKELETAL
Neck 
Back 
Shoulder/Arm 
Elbow/Forearm 
Wrist/Hand 
Hip/Thigh 
Knee 

Leg/Ankle 
Foot 

*station-based examination only

CLEARANCE 
0 Cleared 

NORMAL ABNORMAL FINDINGS INITIALS* 

' 

' 

. 

-,-_ 

.� □ Cleared after completing evaluation/rehabilitation for: _______________________ _ 

D Not cleared for:. __________________ Reason: ________________ _ 
Recommendations:------------------------------------

TM following informatl.on must be ftUed'in and signed by either·a Physician, a Pliystctarz Assist� licensed b'y a State Board of 
Physician Assistant Examiners, a Registered Nurse recognized as an Advanced Practice Nurs8. by tlu Board of Nurse Examiners, 
or a Doctor of Chiropractic. Examination forms. signed by any other health care practitioner, wiU Mt be accepted. 
Name (print/type) ________________ Date of�atlon:_· ________ _ 
Address: iacn � � Mffl08 l.ub.lX,1ck. TX 79450 

- -

PhoneN'llIIlber:_soe-:_i_43-a_2a_s_o __ -r-------------------------------

Signature: 
Must be completed before a student participates in any practice, before, during or after school, (both in-season and out-of-season) or games/matches. 



I CERTIFY THIS CADET/APPLICANT'S LEAN BODY MASS POSES NO HEALTH RISK; NO SIGNS OF EATING DISORDERS EXIST.  I HAVE DISCUSSED THE

I

I HAVE DISCUSSED APPROPRIATE AND SAFE WEIGHT LOSS WITH THE CADET/APPLICANT.  

FROM PARTICIPATING IN A RIGOROUS PHYSICAL TRAINING PROGRAM. IF A MEDICAL CONDITION/PHYSICAL IMPAIRMENT EXISTS THAT MAY
PRECLUDE THE INDIVIDUAL FROM PARTICIPATING, PLEASE EXPLAIN:

FIND MEDICAL CONDITION(S) OR PHYSICAL IMPAIRMENT(S) THAT WOULD PRECLUDE THIS CADET/APPLICANT

AIR FORCE ROTC PRE-PARTICIPATORY SPORTS PHYSICAL

AFROTC FORM 28, 20180423

PHYSICIAN OR MEDICAL AUTHORITY SIGNATUREEXAMINATION DATE

2. AFROTC DETACHMENT

8. MEDICAL AUTHORITY:  

(Medical Authority Initials)

DID  /  DID NOT (please circle)

(Medical Authority Initials)

9. (IF CADET/APPLICANT IS BELOW AIR FORCE WEIGHT STANDARDS)

(FOR ALL CADETS/APPLICANTS)

(IF CADET/APPLICANT EXCEEDS AIR FORCE WEIGHT STANDARDS)

PLEASE REVIEW THE ABOVE INFORMATION. CONDUCT COUNSELING BELOW IN APPLICABLE AREAS, AND SIGN.

I,

10.  

11. 

(print name) , HAVE EXAMINED THIS CADET/APPLICANT AND REVIEWED

HIS/HER MEDICAL HISTORY.  THE FOLLOWING ARE THE RESULTS:

1. CADET/APPLICANT NAME

MEDICAL AUTHORITY:  

EXCEEDS AIR FORCE WEIGHT STANDARDS

IS BELOW AIR FORCE WEIGHT STANDARDS

IMPORTANCE OF NUTRITION AND WEIGHT MANAGEMENT.  

IS WITHIN AIR FORCE WEIGHT STANDARDS6. BODY FAT STANDARDS:

FEMALE - 26%

MALE - 18%

7. CHECK APPLICABLE BOX

MINIMUM MAXIMUM

3. CADET/APPLICANT MEASUREMENTS HEIGHT WEIGHT

4. AIR FORCE WEIGHT STANDARDS

(found on reverse)

Measure height and weight of cadet/applicant.  Compare results to AF standards listed on reverse, check block 7 and

AFROTC CADRE: If cadet/applicant exceeds AF weight standards, conduct a Body Fat Measurement IAW DoDI 1308.3.

REVIEW THE INFORMATION ENTERED ABOVE AND SIGN BELOW:AFROTC CADRE: 

AFROTC CADRE SIGNATUREDATE

5. BODY FAT MEASUREMENT

AFROTC Detachment 820

certify as requested below.

AFI 36-2905_AFROTCSUP



AFROTC FORM 28, 20180423 (BACK)

ACCESSION HEIGHT AND WEIGHT STANDARDS & BODY FAT MEASUREMENT (BFM) STANDARDS

MAXIMUM (BMI = 25.0 kg/m)

HEIGHT (INCHES)

58 119

124

128

132

136

141

145

150

205

210

155

159

164

169

174

179

184

189

194

200

216

221

227173

59

60

61

62

63

64

65

66

67

68

69

70

71

72

73

74

75

76

77

78

79

80

POUNDS

MINIMUM (BMI = 19 kg/m)

91

94

97

100

104

107

110

114

156

160

117

121

125

128

132

136

140

144

148

152

164

168

(Per DoDI 1308.3, DoD Physical Fitness and Body Fat Programs Procedures)

AFI 36-2905_AFROTCSUP
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