
CARTHAGE COLLEGE  
PRE-PARTICIPATION PHYSICAL EVALUATION 

 
Name: ___________________________________________________  Date: ___________ 
 
Sex:   M   F Age: ________  Sport(s): _________________________________________ 
 

Body Composition      

Height: ____________ Weight: ___________   % Body fat: __________ 

 
*The following information will be used as baseline information for neurological testing in cases of injury 
 
Vision & balance screening     

Vision:   L 20/______   R 20/______   Corrected:   Y   N PEARL:   Y   N   

Color blind:   Y   N Peripheral Vision-WNL:   Y   N Rhomberg-WNL:   Y   N 

Comments: _________________________________________________________________ 
 
Blood pressure & pulse      

Blood pressure: _______/_______  Pulse: _________ bpm 
 
Comments: _________________________________________________________________ 
 
Orthopedic screening      

Scan Exam—WNL:   Y   N 
Comments: _________________________________________________________________ 
 
Flexibility— 
Upper extremity:         Right   Left   Comments 

WNL      Abnormal    WNL         Abnormal 
Shoulder IR      
Shoulder ER      
Scapular winging      
Gastrocnemius      
Soleus      
Hamstrings      
IT Band      
Quadriceps      
Hip Adductors      
Hip Abductors      
Hip Flexors      
Hip ER      
  
 
 
 
 
 



Physical exam 
 
1.  ENT   o Normal   o Abnormal 
Comments: ____________________________________________________________________ 

______________________________________________________________________________ 
 
2.  Neurological  o Normal   o Abnormal 
Comments: ____________________________________________________________________ 

______________________________________________________________________________  
 
3.  Cardiopulmonary  o Normal   o Abnormal  
Comments: ____________________________________________________________________ 

______________________________________________________________________________  
  
4.  Abdomen   o Normal   o Abnormal   
Comments: ____________________________________________________________________ 

______________________________________________________________________________  
 
5.  Orthopedic   o Normal   o Abnormal   
Comments: ____________________________________________________________________ 

______________________________________________________________________________  
 
6.  Skin    o Normal   o Abnormal   
Comments: ____________________________________________________________________ 

______________________________________________________________________________  
  
7.  Genitalia    o Normal   o Abnormal   
Comments: ____________________________________________________________________ 

______________________________________________________________________________   
  
Physician Clearance: 
o Unlimited sports participation   o Limited to specific sport: 
______________________________ 
o Deferred until: __________________ 

If student not qualified, list reasons for disqualification: ________________________________________ 

 ____________________________________________________________________________________ 
 
I certify that I have examined the above student and that such examination revealed 
(� conditions  �  no conditions) that would prevent this student from participating in collegiate sports. 
 
Physician Signature: ___________________________________   Date: __________________________ 

(MD or DO only) 

Name (printed): ______________________________________ 

Address: ______________________________________   Phone #: ________________________ 

 ______________________________________    _________________________ 



  ______________________________________ 


