
Child's Name:
Date of Birth:

PHYSICAL EXAMINATION & MEDICAL HISTORY
Central Coast Youth Football League

Age:
Verified by Birth Certificate: Yes_ No'-

Phvsical Examination
PHYSICIAN: Your caneful examinetion end written recommendations will encounge per$nal fitners
and safety prrticipation in stnenuous spor{s ectivities. Pleese complete the following physicrl
evaluetion, and rcview medical history with subject player.

Normal Abnormal Explanation if Abnormal

Abdomen
Blood Pressure
Ears
Extremities
Eyes
Genitalia
Heart
Lungs
Nose
Skin
Spine (posture)
Teeth
Throat
Vision
Height
Weight Ibs.
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Medical Historv
CHECK MARK any of the following illness or symptoms that have occuned to the subject pleyer in
the past, or at the present time:
(  ) A s t h m a (  ) F a i n t i n g (  ) Convulsions( ) Diabetes( ) Heart Prcblems ( ) Heedechcc
( ) Surgery ( ) Medication Reaction ( ) None of
the above
I certify thet I have neviewed the medical history end examined the subject player end find
hirn h""- physicelly fit to pafticipete in competitive sport activities.

S ignol ure of P hys ic ian z

In the event of injury or illness to my child, ,I hereby grent euthorizrtion
to a quelified physician to rcnder such medical attention as srid physician dcems nccessNry.

Emergency Phone #
Signature of Guardian
--( White copy to Chepter --- Yellow copy to Head Coach )--


