


Female Genitalia:  
    Internal: vaginal mucosal, cervix

Bimanual: vagina, cervix, uterus, adnexa

Male Genitalia: penis, scrotum, testes, hernia

Lymph Nodes: cervical, subclavian, axillary, inguinal, other

Musculoskeletal:  
    Back/Spine: ROM, palpation

Upper Extremity: ROM, strength, palpation of shoulder/arm/elbow/

Lower Extremity: ROM, strength, palpation of hip/thigh/knee/leg/ankle/
foot/toes

Functional: Duck-walk, single leg hop

Peripheral Vascular:  
     Upper Extremity: pulses, appearance, temp

 Lower Extremity: pulses, appearance, temp, simultaneious femoral and 
radial pulses

Neurologic:
mental status

ASSESSMENT:

On the basis of this examination, I approve the student’s participation in: 

q Any intercollegiate sports for one year  q Yes   q No   q Limited 

q Any physical education activity class with no restrictions 

q An adapted physical education program to exclude the following activities:                         

q No physical education activity classes for the following reason(s):                                                                                   

TUBERCULOSIS (TB) SCREENING/TESTING 
Please answer the following questions:

Have you ever had a positive TB skin test?     q Yes q No

Have you ever been vaccinated with BCG?     q Yes q No

Have you ever had close contact with persons known or suspected to have active TB disease?     q Yes q No

Were you born or have lived outside of the U.S.?     q Yes     q No     If yes, what country:                                                                          

If the answer to any of these questions is yes, a Tuberculin Skin Test is required.

Tuberculin Skin Test    Date given: ____/____/____  Date read: ____/____/____  

Result:______________  (record actual mm of induration, transverse diameter; if no induration, write “0”) 

Interpretation (based on mm of induration as well as risk factors):  q Positive  q Negative

Interferon Gamma Release Assay (IGRA) Date Obtained: ____/____/____  

(specify method)      q QFT-GIT   q T-Spot    q other                                                                                                                                 

Result:      q Negative      q Positive      q Indeterminate      q Borderline  (T-Spot only)

Chest X-ray (required if TST or IGRA or T-Spot is positive)   Result:  q Normal   q Abnormal   Date of chest x-ray: ____/____/____

HEALTH CARE PROVIDER CERTIFICATION  
Health Care Provider (please print)                         

Health Care Provider’s Signature                              Date                           

Address                         

Telephone  Fax                        


