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SCHOOL SPORTS/CAMP PHYSICAL QUESTIONNAIRE 
   

Patient Name _____________________________________________  Date _________________________ 

Date of last physical exam _______________  Person filling out this form ___________________________ 

Signature ______________________________________________  

In case of questions, what number can we reach you?__________________________________________ 

 

If it has been less than two years since your child's physical exam and you have no current concerns about 
your child's health; please fill out this questionnaire and submit it to us with your participation form. We 
will require a minimum of 48 hours to complete after we receive both forms.  
 
Patients who have not had a physical exam in the past two years will need to schedule one prior to having 
a sports/camp form signed.     
   
Circle your answer to each of the following questions. Please explain any "yes" responses. 
 
1.   Any chronic or recurrent illnesses?      Yes  No 

2.   Any medications taken regularly?      Yes  No 

      Medications: ____________________________________ 

3.   Allergies?         Yes  No 

      To what? _______________________________________ 

4.   High blood pressure, chest pain with activity or heart palpitations?  Yes  No 

5.   Do you have to stop running at a mile?  Asthma, wheezing or chest pain? Yes  No 

6.   Dizziness, fainting, seizures or frequent headaches?    Yes  No 

7.   Have you ever had a concussion or been knocked unconscious?  Yes  No 

8.   Are you missing any organs?       Yes  No 

9.   Any major changes in your health since your last physical exam?  Yes  No 

10.  Any major injuries since your last physical exam?    Yes  No 

11.  Any concerns about sports participation?     Yes  No 

12.  Any family history of sudden cardiac or unexplained death (especially 

       with exertion) before the age of 65?      Yes  No 

13.  Do you wear (circle):                    contact    and/or    glasses 

 
Are any of the above questions, to which the answer was “yes,” 
in need of further evaluation or treatment? *            Yes                    No 
 
*Explanations for any “Yes or Unsure”  above: _________________________________________________ 

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 


