
NORRIS SCHOOL DISTRICT  PHYSICAL EXAM FOR SCHOOL ENROLLMENT& ATHLETICS 
Norris Public Schools, Nebraska District #160, 25211 S. 68th, Firth, NE  68358 

 
Information for Parents and Guardians 

 This physical examination form is provided as a convenience to parent/guardian and the student's health care provider in meeting the requirement for physical examination in 
a Nebraska school. Your physician can also use his/her own exam form as no specific form is required by Nebraska Statute. This form has two sides.  Please complete side 

two of this form, which is your student's health history, plus the release at the top of this side (side 1) of the form. 

 

PARENT/GUARDIAN PLEASE COMPLETE: 
Release of Information:By signing below, the parent/guardian of the student named in this physical  gives consent for the release of the health 
information contained herein to Norris School District #160. This document will be stored in the student's school health file. 
 

Parent/Guardian Signature: _____________________________________________________________         Date: ______/______/____________ 

 

Student Name:  __________________________________________Date of Birth: ____/____/________ Grade: ______    Male____ Female____ 
 
Address: ________________________________________________________   City: _____________________________ Zip: ______________ 
  
PHYSICIAN USE ONLY: PHYSICIAN'S RECORD OF PHYSICAL EXAMINATION  

 
Student's  Height: _______   Weight: _______   BP: ______/______  Pulse: _____Lab Results:   Hemoglobin: _______UA: ________________________________ 
 
Hearing:  

  
                        
  
  
 
 

                    
Remaining Medical Exam: Omitted Normal Abnormal     Comments  
        
Eyes/Ears/Nose/Throat: ______ ______  ______    _____________________________________________________________________________         
 
Thyroid/Nodes/Carotids: ______ ______  ______    _____________________________________________________________________________ 
 
Chest/Lungs/Heart:               ______ ______  ______    _____________________________________________________________________________ 
 
Pulses   ______ ______  ______    _____________________________________________________________________________ 
  
Abdomen:         ______ ______  ______    _____________________________________________________________________________ 
 
Genitourinary:  ______ ______  ______    _____________________________________________________________________________ 
 
Skin:    ______ ______  ______    _____________________________________________________________________________ 
 
Neurological:  ______ ______  ______    _____________________________________________________________________________ 
 
Musculoskeletal:   ______ ______  ______    _____________________________________________________________________________ 
 
 
Immunizations Given During Today's Visit:   _____________________________________________________________________________________________     
 
 
Athletics/Physical Education Certification:  Based upon my examination of this student today, I certify that   

 
______this student is cleared for school athletics and physical education without restrictions . 
 
______cleared with the following recommendations/interventions: ______________________________________________________________________________ 
 
______not cleared. Comments: _________________________________________________________________________________________________________ 
 

Does this student have your permission to self-administer an emergency medication such as an inhaler or epipen?  Prescription is:  
 
___________________________________________________________________________________________________________________________________. 
 
 

_____________________________________________________________   ______/______/___________   Clinic/ Stamp: 
                        Physician's Signature               Date 

Hz 500 1000 2000 4000 

Right 
dB 

    

Left 
dB 

    

Vision: (The exam for the beginner grade or a transfer from out of state must include testing for amblyopia, strabismus, 
internal/external eye health, and vision acuity.) 
 
Amblyopia: Pass_____Fail_____  Strabismus:  Pass_____ Fail_____  Comments: ____________________________ 
 

Far  Acuity:  R 20/_____  L 20/_____with/without correction  Near Acuity:  R 20/_____  L 20/_____with/without correction   
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NORRIS SCHOOL DISTRICT PHYSICAL EXAM/STUDENT HEALTH HISTORY 
Norris Public Schools, Nebraska District #160, 25211 S. 68th, Firth, NE  68358 
 

HEALTH HISTORY FOR STUDENT WHOSE NAME IS: ______________________________________________Date of Birth: ____/____/________ 

 
Parent/Guardian's Name: ______________________________________________________Address: ____________________________________________ 
 
Home Phone: ( )________-______________ Work Phone: ( )________-______________ Cell Phone: ( )________-______________ 
 
 
Parent/Guardian & Student:  Please answer all questions. There is additional space at the bottom of the form to provide additional information about  
               "yes" answers.   Circle questions to which you don't know the answers. 
 
 
1. Do you have allergies to medicines, pollens, foods, insects?         Yes_____ No_____ 17.  Have you ever had a head injury or concussion?  Yes _____No_____ 
 
2. Are you taking any prescription or non-prescription (over-     
    the-counter) medications?             Yes _____No_____ 18.  Have you ever been hit in the head and been  
 confused or lost your memory?   Yes _____No_____ 
3.  Do  you have an on-going medical condition (such as            
     diabetes or asthma)?              Yes _____No_____ 19.  Do you have headaches with exercise?  Yes _____No_____ 
 
4.  Have you ever had surgery?             Yes _____No_____ 20.  Have you ever had fractured bones or a 
                                                                                                                                            dislocated joint?  Yes _____No_____          
   
5.  Do you have any problems with your eyes/vision?            Yes _____No_____ 21.  Have you ever had an injury like a sprain, 
  muscle or a ligament tear or tendonitis that 
6.  Do you wear contacts or eyeglasses?             Yes _____No_____        made it necessary to stay out of sports or  
      physical activity?    Yes _____No_____ 
    
7.  Do you have any hearing difficulties?             Yes _____No_____ 22.  Have you ever had a bone or joint injury 
 that required x-rays, MRI,CT, surgery, 
8.  Do you cough/wheeze, or have difficulty breathing injections, rehabilitation, a brace, cast, 
     during or after exercise?                 Yes _____No_____ crutches, or physical therapy?   Yes _____No_____ 
 
9.  Have you ever used an inhaler or taken an asthma    23.  Have you ever had an x-ray for neck 
      medication?                Yes _____No_____ injury or instability?    Yes _____No_____ 
 
10.  Have you ever fainted or nearly fainted during or    24.  Do you use a brace or assistive device?  Yes _____No_____ 
      after exercise?                 Yes _____No_____  
        25.  Were you born without or are you missing 
11.  Have you ever had discomfort, pain, or pressure an eye, testicle, a kidney or any other organ?  Yes _____No_____ 
      in your chest during exercise?                Yes _____No_____  
        26.  Have you ever had infectious mononucleosis (mono)? Yes _____No_____ 
12.  Does your heart ever race or skip beats?                Yes _____No_____ 
        27.  Has a doctor ever told you that you or someone in 
13.  Has your doctor ever told you that you had      your family has sickle cell trait or sickle cell disease? Yes _____No_____ 
  high blood pressure?               Yes _____No_____ 
  high cholesterol?               Yes _____No_____ 28.  Do you have any rashes, pressure sores, or other 
  a heart murmur?                                              Yes _____No_____ skin problems?    Yes _____No_____  
  a heart infection?               Yes _____No_____  
        29.  Have you ever had a herpes skin infection?  Yes _____No_____ 
14.  Has a doctor ever ordered tests for your heart?                              Yes _____No_____ 
        30.  Are you happy with your weight?   Yes _____No_____ 
15.  Has anyone in your family had a heart problem,      
       died of heart problems, or had sudden death before    31.  Are you trying to gain or lose weight?  Yes _____No_____ 
      age 50?                                     Yes _____No_____  
        FEMALES ONLY:  
16.  Does anyone in your family have Marfan syndrome?              Yes _____No_____ 32.  Have you ever had a menstrual period?  Yes _____No_____ 
                33.  How old were you when you had your first period?   ________________ 
        34.  How many periods have you had in the last year? ________________ 
 
 
PLEASE PROVIDE YOUR ADDITIONAL INFORMATION ABOUT "YES" ANSWERS HERE: ________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________________________________ 
 

___________________________________________________________________________________________________________________________________ 
 
I  am attesting that, by my signature, to the best of my knowledge, my answers to the above questions are complete and correct. 
 
 
__________________________________________________ __________________________________________________ _______/_______/___________ 
 Signature of Student (grades 7-12)   Signature of Parent/Guardian    Date 

Page 2: This side to be completed by parent/guardian  
              prior to the physical examination. 


