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 Physical Evaluation Form

Tennessen Warning Notice: In accordance with the Minnesota Government Data Practices Act, Alexandria Technical and Community College (ATCC) is requesting private information from you to determine your eligibility for athletic participation, manage waivers and insurance, and ensure compliance with applicable regulations. You are not legally required to provide this information, but withholding it may affect your ability to participate in ATCC athletics. The information you provide may be shared with college staff with legitimate educational or administrative interest, medical personnel and insurance providers in case of injury or emergency, and government agencies as required by law or court order.
Name_______________________________________________________________ Date of Birth_____/_____/_____  
Height_________ Weight_________ Hearing: R________ L________ Pulse_________ BP____/____ (____/____   ___/____)  
Vision R 20/____ L 20/____ 	Corrected: Y N   	Pupils: Equal____ Unequal____  
	  
	Normal
	Abnormal Findings
	Initials

	Medical 
	  
	  
	  

	Appearance 
	  
	  
	  

	HEENT 
	  
	  
	  

	Lymph nodes 
	  
	  
	  

	Heart 
	  
	  
	  

	Lungs 
	  
	  
	  

	Abdomen 
	  
	  
	  

	Genitalia (Males only) 
	  
	  
	  

	Skin 
	  
	  
	  

	Musculoskeletal 
	  
	  
	  

	Neck 
	  
	  
	  

	Back / Scoliosis 
	  
	  
	  

	Elbow / Forearm 
	  
	  
	  

	Wrist/ Hand 
	  
	  
	  

	Hip / Thigh 
	  
	  
	  

	Knee 
	  
	  
	  

	Leg 
	  
	  
	  

	Ankle 
	  
	  
	  

	Foot 
	  
	  
	  

	Neurological
	  
	  
	  


 
IMMUNIZATION HISTORY Dates of most recent vaccines:
  
Tetanus _____/_____/_____ MMR _____/_____/_____ Hepatitis B _____/_____/_____ Chickenpox _____/_____/_____  
 
CLEARANCE 
	□ 
	Cleared 

	□ 
	Clearance pending completing evaluation/rehabilitation 
for: ____________________________________________________________________________________________  

	□ 
	Not cleared for: __________________________________________________________________________________  


Reason: ________________________________________________________________________________________ 
***Recommendations/Comments/Allergies/or other notable health related information: ________________________________
_______________________________________________________________________________________________  
_______________________________________________________________________________________________ 
Physician’s name____________________________________________  
Physician’s signature_________________________________________   	 	Date of Exam___/____/______
Please fax this form to 320-762-4501 or bring it to the ATCC Welcome Center. Do not email this form!
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