Beach Services Physical Evaluation

Personal Information (please print)

Name___________________________ Sex: M___F___ Date of Birth_________________________
Social Security Number_____-_____-_____

Address______________________________ City_____________________ Zip_________________
Home Phone_________________ Work__________________

Person to notify in an emergency___________________________________ Phone_______________

Medical History (Answer all questions by checking “Yes” or “No” Explain “Yes” answers below.)

1. Have you had ANY medical problems since your last physical?..............................
___Yes ___No

2. Have you ever been hospitalized?.............................................................................
___Yes ___No
3. Have you ever had surgery?......................................................................................
___Yes ___No

4. Are you presently taking any medication or pills?....................................................
___Yes ___No

5. Do you have any allergies (medicine, bees or other stinging insects?)…………

___Yes ___No

6. Have you ever had high blood pressure?...................................................................
___Yes ___No

7. Have You ever been told that you have a heart murmur?..........................................
___Yes ___No

8. Have you ever had racing of your heart or skipped heart beats?...............................
___Yes ___No

9. Has anyone in your family died of heart problem or sudden death before age 50?...
___Yes ___No
10. Do you have any skin problems (itching, rashes, acne?)…………………………… 
___Yes ___No

11. Have you had any problems with your eyes or vision?.............................................
___Yes ___No

12. Have you ever sprained/strained, dislocated, fractured, broken, or had repeated 

Swelling or other injuries of any bones or joints?.....................................................
___Yes ___No

___Head ___Shoulder ___Thigh ___Neck ___Elbow ___Knee ___Chest

___Forearm ___Shin/Calf ___Back ___Wrist ___Ankle ___Hip ___Hand ___Finger(s)

13. Have you had any other medical problems?..............................................................
___Yes ___No

14. When was your last tetanus shot? Month_____ Year ______
Explain “Yes” answers below:

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
I hereby state that, to the best of my knowledge, my answers to the above questions are correct.
Signature of Patient: ______________________________Date Signed___________________________

Physical Examination





Date: ____________________

Name: ____________________________________Age: ___________Date of Birth: ____/____/____


Height: _________ Weight: _________ BP _____/_____ Pulse: ________________________


Vision R 20/ ____ L 20/ ____ Corrected: ___Y ___N   Pupils: __________________________


Normal 


Abnormal Findings

Initials
Cardiopulmonary______________________________________________________________________
Pulses_______________________________________________________________________________

Heart________________________________________________________________________________

Lungs________________________________________________________________________________

Skin_________________________________________________________________________________

Neck_________________________________________________________________________________

Shoulder______________________________________________________________________________

Elbow________________________________________________________________________________

Wrist_________________________________________________________________________________

Hand_________________________________________________________________________________

Back__________________________________________________________________________________

Other_________________________________________________________________________________

Name of Physician: ___________________________________________ Date:______________________

Address:____________________________________________________ Phone:_____________________

Signature of Physician:___________________________________________________________________

Physical Exam Results

TO THE PHYSICIAN:  This employee should be free of medical conditions that would interfere with his/her ability to safely perform the activities of his/her position.

Name:__________________________________ Date:_______________________

____________Medically suitable to perform his/her job duties.

____________Medically unsuitable to perform the essential job functions of his/her position.

Comments:___________________________________________________________

____________________________________________________________________

Signature of Examiner:____________________________ Date:_________________
