



	Students Name print: 
	Sex: 
	Age: 
	Address: 
	Grade: 
	School: 
	Personal Physician: 
	Name: 
	Relationship: 
	Phone H: 
	19 When was your first menstrual period: 
	If yes how many times: 
	When was your last concussion: 
	When was your most recent menstrual period: 
	another: 
	fill_26: 
	fill_27: 
	EXPLAIN YES ANSWERS IN THE BOX BELOW attach another sheet if necessary: 
	I hereby state that to the best of my knowledge my answers to the above questions are complete and correct Failure to provide truthful responses could: Off
	Date: 
	Printed Name: 
	Date_2: 
	Students Name: 
	Sex_2: 
	Age_2: 
	Height: 
	Weight: 
	Body fat optional: 
	Pulse: 
	BP: 
	undefined: 
	undefined_2: 
	undefined_3: 
	undefined_4: 
	undefined_5: 
	Vision R 20: 
	Cleared after completing evaluationrehabilitation for: 
	fill_16: 
	Not cleared for: 
	Reason: 
	Recommendations 1: 
	Recommendations 2: 
	Name printtype: 
	Date of Examination: 
	Address_2: 
	Phone Number: 
	Date of Birth: 
	Vision L: 
	Check Box101: Off
	Check Box102: Off
	Check Box104: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	10: Off
	11: Off
	12: Off
	13: Off
	14: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	15: Off
	16: Off
	17: Off
	18: Off
	19: Off
	20: Off
	21: Off
	22: Off
	23: Off
	24: Off
	25: Off
	26: Off
	27: Off
	28: Off
	29: Off
	30: Off
	31: Off
	32: Off
	33: Off
	34: Off
	35: Off
	36: Off
	37: Off
	38: Off
	39: Off
	40: Off
	41: Off
	42: Off
	43: Off
	44: Off
	45: Off
	46: Off
	47: Off
	48: Off
	49: Off
	50: Off
	51: Off
	52: Off
	53: Off
	54: Off
	55: Off
	56: Off
	57: Off
	58: Off
	59: Off
	60: Off
	61: Off
	62: Off
	63: Off
	64: Off
	65: Off
	66: Off
	67: Off
	68: Off
	69: Off
	70: Off
	71: Off
	72: Off
	73: Off
	74: Off
	75: Off
	76: Off
	77: Off
	78: Off
	79: Off
	80: Off
	81: Off
	82: Off
	83: Off
	84: Off
	Phone Number2: 
	Phone Number3: 
	Phone Number4: 
	Check BoxA: Off
	Check Boxb: Off
	How many periods have you had in the last year: 
	Longest time: 
	Do you have two testicles?: 
	Do you have any swelling or masses?: 


