Florida High School Athletic Association Revised 03/18

t 3. Physical Examination (to be completed by licensed physician, licensed osteopathic physician, licensed chiropractic p
n, licensed physician assistant or certified advanced registered nurse practitioner).

Date of Birth:

% Body Fat (optional): Pulse: Blood Pressure: ~ / / ,

Weight:
Temperature: Hearing: right: P F left: P F
i Right 20/ Left 20/ Corrected:  Yes No  Pupils: Equal Unequal

NORMAL ABNORMAL FINDINGS ALS*

Appearance
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Genitalia (males only)

9. Skin
MUSCULOSKELETAL

10. Neck

11. Back

12. Shoulder/Arm

13. Elbow/Forearm

14. Wrist/Hand
15. Hip/Thigh
16. Knee
17. Leg/Ankle
18. Foot
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R@@ommendations:

ame of Physician/Physician Assistant/Nurse Practitioner (print):
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