
Name (please print)  _________________________________________________   Date of Birth ____________  Homeroom ________ Grade __________

Address ______________________________________________________________________________________________________________________

Phone ________________________________________________________ Emergency Phone ______________________________________________
The School District will cover any outstanding expenses (except co-pays, deductibles or prescriptions), resulting from an athletic injury during the sports 
season, that the parent(s)/guardian(s) primary insurance does not cover.  No student is required to have medical insurance to participate.

Parent/Guardian Place of Employment ______________________________________________________________________________________________

Does your family have Blue Cross?     No  Yes Does your family have Blue Shield?      No      Yes

If Yes, ID or Contract No. ___________________________      Group No. __________________________ BC Coverage __________________________
              (Example:  ID  123-45-6789)     (Example: Group No. 12345-00                   (Ex: BC Cov. 365DY  BS Cov. Select)
Does your family have any other type of group medical insurance?  No Yes
If Yes, give name of insurance company ______________________________________________________ Plan or Group No. ______________________

I hereby give my consent for my son/daughter to participate on the _________________________________________ team for the school year 

20____ - 20____.  I also hereby release the City School District of Binghamton, New York, its agents, employees, officers and volunteers, from all liability, 

not inconsistent with the law, from any claims for any injuries to my son/daughter resulting from such participation, either during practice or in an 

interscholastic contest.                     I have no health insurance and I authorize an insurance representative to contact me.        Please check this box.

Binghamton City School District
Health Athletic Form

Health History:  (All “Yes” answers must be explained in the box on the bottom right.)
              YES    NO
1. Have you had a medical illness or injury since your  last checkup 

or sports physical?
2. Have you ever been hospitalized overnight?
3. Have you ever had surgery?
4. Are you currently taking any prescription or nonprescription 

(over-the-counter) medications or pills or using an inhaler?
5. Have you ever taken any supplements or vitamins to help you 

improve your performance?
6. Do you have any allergies (for example: to pollen, medicine, 

food, or stinging insects)?
7. Have you ever had a rash or hives develop during or after exer-

cise?
8. Have you ever been dizzy or passed out during or after exercise?
9. Have you ever had chest pain during or after exercise?
10. Have you ever had high blood sugar (diabetes)?
11. Do you tire more easily than you feel you should?
12. Have you ever been diagnosed with anemia?
13. Have you ever had racing of your heart or skipped heartbeats?
14. Have you had high blood pressure?
15. Have you ever been told you have a heart murmur?
16. Has any family member or relative died of heart problems or of 

sudden death before age 50?
17. Have you had a severe viral infection (for example: myocarditis 

or mononucleosis) within the last month?
18. Has a physician ever denied or restricted your participation in 

sports for any heart problems?
19. Have you ever been diagnosed with blood or bleeding disorders?
20. Do you have one kidney or one testicle?
21. Do you have any current skin problems (for example: itching, 

rashes, acne, warts, fungus or blisters?)
22. Have you ever had a head injury or concussion?
23. Have you ever been knocked out, become unconscious or lost 

your memory?  Number of times ________
24. Have you ever had a seizure or convulsion?
25. Do you have frequent or severe headaches?
26. Have you ever had numbness or tingling in your arms, hands, 

legs, or feet from a stinger, burner, or pinched nerve or other 
condition?

27. Have you ever had heat cramps, heat exhaustion or heat stroke?
28. Do you cough, wheeze or have trouble breathing during or after 

activity?
29. Do you have asthma or lung disease?
30. Do you have seasonal allergies that require medical treatment or 

medication?
31. Do you use any special protective or corrective equipment or 

devices that aren’t usually used for your sport or position (for 
example: knee brace, foot orthotics, retainer on your teeth, hear-
ing aid?

32. Have you ever had any problem with your ears or hearing?

           YES  NO
33. Do you wear glasses, contacts or protective eyewear?
34. Do you have any other problem with your eyes or vision?
35. Have you ever had dental health problems, or loss of tooth 

enamel, chipped or capped teeth?
36. Have you broken or fractured any bones or dislocated any joints 

or been diagnosed with a stress fracture?
37. Have you ever had a sprain, strain or swelling after injury or 

any other problems with pain or swelling in muscles, tendons, 
bones or joints that has kept you from participating in sports?

 If yes, check appropriate box and explain below.
  Head  Elbow  Hip
  Neck  Forearm  Thigh
  Back  Wrist  Knee
  Chest  Hand  Shin/Calf
  Shoulder  Finger  Ankle
  Upper Arm   Foot
38. Have you experienced abdominal discomfort, constipation, diar-

rhea and/or bloating?
39. Do you lose weight regularly to meet weight requirements for 

your sport?
40. Has there been any unexplained weight loss or weight gain dur-

ing the past six months?
41. Are you uncomfortable with your body weight?
42. Are you currently following any particular diet or weight reduc-

ing plan?
43. Do you diet frequently?
44. Do you avoid eating certain food groups?
45. Have you ever tried to control weight by vomiting, using laxa-

tives, diuretics or diet pills?
46. Do you have a history of eating disorders?
 FEMALES ONLY
47. Has there been a recent change in menstrual patterns?
48. At what age did you experience your first menstrual period? 
49. When was our most recent menstrual period? ____/____/____
50. How much time do you usually have from the start of one 

period to the start of another? ______________
51. How many periods have you had in the last year? ___________
52. What was the longest time between one menstrual cycle and the 

next in the last year? _______________

Explain “Yes” answers here.  Identify each answer with the question number).
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

H-3  (Revised 3/15)F0040 (over)



Physical Examination Date of Exam: __________________________
Name _____________________________________________ Date of Birth _______________________  Age _________

Height ___________________  Weight ____________________ Pulse _______________  B/P _____/_____  (_____/_____)

Pupils:  Equal ______ Unequal ______  BMI %tile  <5%     5-49%       50-84%       85-94%      95-98%      99 & higher      BMI _____

Normal Abnormal with Comment Initials
MEDICAL
Appearance
Eyes/Ear/Nose/Throat
Dental
Lymph Nodes
Heart
Pulses
Lungs
Abdomen
Genitalia (males only)
Skin
MUSCULOSKELETAL
Neck
Scoliosis
Shoulder/Arm
Elbow/Forearm
Wrist/Hand
Hip/Thigh
Knee
Leg/Ankle
Foot
Selective Class

Exam
Notes: Please list medications, allergies, past medical 
history, past surgical history (if not listed on other 
side)

Physician’s Initials (each finding, abnormal or normal)

Physician’s Siganture __________________________________________

Medical Clearance
Sports Categories:  Clearance for sports participation in the following categories is approved as follows for the following 12 months
       (please initial all that applies):
_______ Contact/Collision (Field Hockey, Football, Lacrosse, Soccer, Wrestling)
_______ Limited Contact/Impact (Baseball, Basketball, Diving, Gymnastics, Handball, Skiing, Softball, Volleyball, Fencing)
_______ Strenuous Non-Contact (Cross Country, Track and Field, Swimming, Tennis, Badminton, Cheerleading)
_______ Non-Strenuous/Non-Contact (Bowling, Golf, Archery, Riflery)

Review Dates: ________________ _________________ ________________ ________________
Injuries or Illness requring clearance:
   Date of Injury  Type of Injury  Clearance Date
   ____________  ____________  ____________
   ____________  ____________  ____________
   ____________  ____________  ____________

      I consent to participation of my child in the interscholastic program of his/her school including practice sessions and travel to and from ath-
letic contests.  I also agree to emergency medical treatment as deemed necessary by the physicians designated by school authorities.
     Participation in sports involves a certain degree of risk of injury.  You are specifically “warned” that you could be injured in your sports par-
ticipation.  The injuries might range from mild, to serious, to catastrophic, even death in some unique cases.  Before trying out for the team, you 
should be aware of the risk so you will be better able to reduce your chances for injury.
     Pre-season conditioning, learning the proper and legal skills and techniques, and a knowledge of rules and safety factors will help you to have a 
healthy season.

Parent’s/Guardian’s Signature _________________________________________  Date:____________________________________

     Athlete’s Signature__________________________________________________   Date:____________________________________

Mouthguard   ____ Yes    ____ No

Pre-season conditioning review dates:   __________    __________    __________    __________

Physician Office Stamp
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