2009 ALL AMERICAN YOUTH FOOTBALL & CHEER, INC.

PHYSICAL EXAMINATION FORM  

AFFILIATED TEAM NAME:




 DIVISION:  Fresh  Soph  JR   Jr. Varsity   VARSITY   





(PRINT)    (Not Mascot Name)

      

(CIRCLE ONE)

Athlete’s Name:





____Family Dr.

_______
Dr.’s Phone #:__________

              Last      (as on Birth Certificate)     First


                 (If “none” put “none”)

Physical Examination  === (TO BE COMPLETED BY PHYSICIAN)
DATE OF PHYSICAL:



HEAD:
















NECK:








HEIGHT:





HEART:







WEIGHT:





LUNGS:







BLOOD PRESSURE:




CHEST (INCLUDING BREASTS):





PULSE:





ABDOMEN:







GENERAL APPEARANCE:



GENETALIA:







DERM:





BACK AND EXTREMETIES:












NEUROLOGICAL:






In my opinion the above mentioned athlete  

 [image: image1.emf] 

   IS     /     IS NOT    [image: image2.emf] 

      physically 

able to participate in San Diego Youth 

Football and Cheer Conference, Inc. 

Physician’s Signature:





M.D.    

Today’s date:


  Phone:




MEDICAL HISTORY   ===  TO BE COMPLETED BY PARENT/GUARDIAN
The above named athlete has my permission to participate in ALL AMERICAN YOUTH FOOTBALL & CHEER, Inc. activities and has permission to travel with their assigned Affiliate Team of ALL AMERICAN YOUTH FOOTBALL & CHEER, Inc. on any trips.  In case of Injury the staff of players Affiliate Team and/or an ALL AMERICAN YOUTH FOOTBALL & CHEER, Inc. representative is authorized to have him/her treated and/or hospitalized by any of the doctors cooperating with ALL AMERICAN YOUTH FOOTBALL & CHEER, Inc., and will not hold any member of any Affiliate Team or any member of ALL AMERICAN YOUTH FOOTBALL & CHEER, Inc., it’s sponsors or  representatives liable for payment as the result of any accident or injury.

1.  Does child have any Allergies to Medications:   Yes      No          If “Yes” please list:






2. Has child ever been diagnosed with a concussion?  Yes    No    If “Yes” please provide full details including date, how incurred and treatment: _________________________________________________________________________________________________________ 
  3. Does participant have any of the following?   PRE EXISTING CONDITION NOTIFICATION:
Asthma, convulsions, diabetes, migraine headaches, heart trouble, high blood, seizures, blackouts, any episode of unconsciousness, pre-existing injury, medical conditions currently under treatment, Epilepsy/fainting spells.        

Yes            No       (Circle one-If “YES” explain PLEASE PRINT)














_______________
___________________________________________________________________________________
SIGNATURE OF PARENT/GUARDIAN: 





___           DATE: _______
RELATIONSHIP: ___________________________________

SIGNATURE OF AFFILIATE TEAM COACH: _______________________________(CODE)_____  DATE: ________ 

AAYFC STAFF SIGNATURE: ______________________________________ (CODE) ______ DATE: _________

PRINTED NAME: _______________________________________



Dr. Office seal or stamp here.  If “NONE” then Dr. Business Card affixed here required.





PHYSICIAN PLEASE INITIAL 


HERE:___________________








