


VITAL SIGNS  

Temperature ________________________  Blood Pressure _______________________________ 

Pulse ______________________________  Breathing ____________________________________ 

 

Does the applicant have any vision problems?  

If so, explain ________________________________________________________________________ 

____________________________________________________________________________________ 

 

Has the applicant received all immunizations?  

 

After examining the applicant, did you find any significant medical condition or disability that would limit 
his/her participation in academic and/or physical activities? If so, please specify:  

                           ____________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

 

PHYSICIAN INFORMATION  

Name ______________________________________________________________________________  

Address ____________________________________________________________________________  

Telephone (please include Area Code) ___________________________________________________ 

 

 

_____________________________________________                    ______________________________ 
               Signature and Seal/Stamp*                                     Date  
 

* Please note this form is not valid without the Doctor’s Seal/Stamp  

 

 

 

 

 

 

 


