
HAGERSTOWN COMMUNITY COLLEGE 
11400 Robinwood Drive· Hagerstown, MD 21742 

301-790-2800, extension 289 
 
 

PREPARTICIPATION EXAM 

NAME:________________________________________  BIRTHDATE:_____/_____/_____  

SOCIAL SECURITY NUMBER: ________-_____-_______  SPORT:______________________ 
           

HISTORY 
1) HAS THE STUDENT-ATHLETE EVER:                     EXPLAIN/DATE 
 HAD A CONCUSSION?     YES NO ______________ 
 STAYED IN A HOSPITAL OVERNIGHT?   YES NO ______________ 
 HAD AN OPERATION?     YES NO ______________ 
 HAD HEAT EXHAUSTION OR HEAT STROKE?  YES NO ______________ 
 HAD A HEAD OR NECK INJURY?   YES NO ______________ 
 HAD A BACK OR SPINAL INJURY?   YES NO ______________ 
 HAD A KNEE INJURY     YES NO ______________ 
 HAD A HEART MURMUR?    YES NO ______________ 
 HAD HIGH BLOOD PRESSURE?    YES NO ______________ 
 HAD A HEART PROBLEM?    YES NO ______________ 
 FAINTED WHILE DOING EXERCISE?   YES NO ______________ 
 HAD IRREGULAR MENSTRUAL CYCLES?  YES NO ______________ 
 HAD ANY CHRONIC ILLNESS    YES    NO ______________ 
 
2) DOES THE STUDENT-ATHLETE: 
 TAKE MEDICATION REGULARLY?   YES NO ______________ 
 _____________________________________ 

WEAR GLASSES OR CONTACT LENSES?  YES NO ______________ 
 WEAR DENTAL APPLIANCES OR HEARING AIDS? YES NO ______________ 
 HAVE ANY ALLERGIES?    YES NO ______________ 
 ______________________________________ 

HAVE ANY CHRONIC ILLNESSES (i.e. diabetes, asthma)? YES NO ______________ 
 _______________________________________ 
 
3) HAS ANY PHYSICIAN EVER LIMITED THE STUDENT-ATHLETES, ATHLETIC 
PARTICIPATION?    YES NO ______________ 
 
4) HAS THE STUDENT ATHLETE INJURED ANY OF THE FOLLOWING: 
 HAND?       YES NO ______________ 
 WRIST?       YES NO ______________ 
 ARM?       YES NO ______________ 
 FOOT?       YES NO ______________ 
 ANKLE?      YES NO ______________ 
 LEG?       YES NO ______________ 
 OTHER?      YES NO ______________ 
 
FAMILY PHYSICIAN_____________________________ TELEPHONE__________ 
 
THIS IS TO CERTIFY THAT THE RESPONSES TO THE ABOVE QUESTIONS ARE CORRECT AND THAT I 
UNDERSTAND THAT THIS EXAMINATION IS DESIGNED SOLELY FOR SCREENING ATHLETES PRIOR 
TO THEIR PARTICIPATION IN INTERCOLLEGIATE ATHLETICS AND SHOULD NOT BE CONSIDERED A 
COMPLETE MEDICAL EXAMINATION. 
 
SIGNATURE:______________________________________ DATE:_________ 



PHYSICAL FINDINGS 
HEIGHT___________(ins)WEIGHT___________(lbs) 
 PULSE______________ BLOOD PRESSURE__________   
 

ORTHOPEDIC EXAMINATION 
(To be completed by physician / athletic trainer) 

 
ORTHOPEDIC                 
                 | WNL|   ABNORMAL    | COMMENTS 
ROM / FLEXIBILITY: 
 Neck     | |           | 
 Upper Extremities   | |           | 
 Trunk     | |           | 
 Lower Extremities   | |           | 
 
SPECIAL TESTS: 
 Shoulder: Gross Strength  | |           | 
       Apprehension  | |           | 
   Impingement  | |           | 
 Elbow / Wrist: Gross Strength  | |           | 
   Elbow Stress  | |           | 
 Spine:  Curvature  | |           |  
   S-I Levels  | |           | 
 Knee:  Q / H Strength  | |           | 
   Valgus/Varus  | |           | 
    A/P Drawer  | |           | 
   Lachman's  | |           | 
   McMurray's  | |           | 
 Ankle:  Strength  | |           | 
   Drawer   | |                 | 
   Talar Tilt  | |           | 
 Other:     | |           | 
 
PHYSICIANS EXAM 
   Normal          Abnormal  Comments 
Upper extremity           ____________________________ 
Lower extremity           ____________________________ 
Neck/Spine           ____________________________ 
 
General exam 

     Normal     Abnormal Comments 
1.) Lungs:                      ___________________ 
2.) Heart:                      ___________________ 
3.) Abdominal                       ___________________ 
4.)Neurological                       ___________________ 
ADDITIONAL COMMENTS: 
 
 
ACTIVITY RESTRICTIONS: 
 
THIS CERTIFIES THAT ON THIS DAY___________,_________________________________(NAME) 
WAS EXAMINED AND IS ____ IS NOT____PHYSICALLY ABLE TO PARTICIPATE IN  
ALL____ LIMITED_____ATHLETIC ACTIVITIES AT HCC. 
A FOLLOW-UP EXAMINATION IS ____ IS NOT_____REQUIRED.  (By, ______________________) 
 
____________________________________________________________Date___________________ 
Physician's Signature 


