McNeese State University
Athletic Training Program

Health Information and Physical Examination
	Name      Last                               First                               MI

	Date of Birth                                         Age
	Primary Phone No.

	Address


	                                              City
	State                             Zip


                                                                                                                                                                                           Yes      No
	1. Have you been hospitalized, had a major illness or injury, had an accident or fractures, or had an operation which may prevent you from participating in the physical demands of the Athletic Training Program, that you are aware?

	
	

	2. Are you currently ill in any way or do you have any incompletely healed injury?

	
	

	3. Are you currently taking any medication on a continuing basis or taking any medication on a short-term basis for a specific illness or injury?

	
	

	4. Are you currently or have you taken any supplements over the last year other than those recommended by a licensed physician or other licensed healthcare provider?

	
	

	5. Have you seen a physician for any reason in the last year other than a routine gynecological examination or upper respiratory illness?

	
	

	6. Do you know of, or do you believe there is any health reason why you should not participate in athletic training clinical rotations at this time?

	
	

	7. Would you like to discuss your current health status with the M.S.U. ATP Medical Director?

	
	


Explain any YES answers: 
I, furthermore: 
A. Understand that it is my responsibility to report any and all injuries or illnesses to my supervising clinical instructor and/or the Director 

of the Athletic Training  Program as soon as possible. 

B. Understand that I am expected to inform the Athletic Training Program Director of any changes in my health status during my clinical rotations

so that I can continue my clinical rotation experiences. 
C.     Certify that all answers provided are true and correct to the best of my knowledge. 

Student’s Signature: ____________________________________________ 

Date: _____________________ 

-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

To Be Completed by Medical Staff: 
Height: __________ Weight: _________ Heart Rate: _________ Blood Pressure: ______/______ 

Comments: 
--------------------------------------------------------------------------------------------------------------------------------
Examination: 

· Cleared 

· Not Cleared 

· Prior to Participating, Student Requires: 
Physician’s Signature: ___________________________________________ 

Date: ___________________ 
