
2007-08 Grand Canyon University Student Athlete Health Report 
 
Please Print 
 
Name________________________________________________________________Date__________________________________________________ 
  Last   First   Middle 
Sport__________________________________________________________________  Male  Female    Birthdate _____/_____/_____   Age_____  
 
Social Security #______________________________________________  Marital Status  Married  Single   Year in School___________________ 

 
Local Address_______________________________________________________________________________________________________________ 
 
Local Phone #___________________________________________________  Mobile Phone #______________________________________________ 
 
Pager #_______________________________Work Phone #________________________________email _____________________________________ 
 
Permanent (Home) Address____________________________________________________________________________________________________ 
 
Father’s Name_____________________________________________________Work Phone #______________________________________________ 
 
Address_____________________________________________________________________________ Home Phone #__________________________ 
 
Mother’s Name____________________________________________________Work Phone #______________________________________________ 
 
Address_____________________________________________________________________________Home Phone #___________________________ 
 
 

EMERGENCY INFORMATION 
 

Allergies:__________________________________________________________________________________________________________________ 
 
Medical Conditions:__________________________________________________________________________________________________________ 
 
Medication Currently Taking:__________________________________________________________________________________________________ 
 
In case of Emergency Notify:___________________________________________________________________________________________________ 
 
Relationship:________________________________________________________________________________________________________________ 
 
Address_________________________________________________________________City, State, Zip______________________________________ 
 
Home Phone #__________________________________Work phone #___________________________Mobile phone #_________________________ 
 
 

ATHLETIC INSURANCE PROFILE 
 
Personal Insurance Carrier_____________________________________________________________________________________________________ 
 
     Insurance Carrier Address___________________________________________________________________________________________________ 
 
     Insurance “Claims” Phone Number___________________________________________________________________________________________ 
 
     Policy Number_______________________________________________ Group number________________________________________________ 
  
 Policy Owner’s Full Name_______________________________________ Employer____________________________________________________ 
 
 Policy Owner’s Social Security #______________________________________________________________________________________________ 
  
 Policy Owner’s Address_____________________________________________________________________________________________________ 
Does your personal insurance carrier require you to go to certain doctors and/or hospitals?   Yes  No 

If yes, please specify_________________________________________________________________________________________________________ 
 



 
 
 
 

2007-08 PHYSICAL EXAMINATION 
TO BE COMPLETED BY PHYSICIAN 

 
Name of Athlete Examined______________________________________________________________________________________________ 
 
Height_________  Weight_________ Pulse_________  Blood Pressure (1) _________ (2)_________ Visual Acuity (R) 20/______ (L)20/_____ 
 
CLINICAL EXAM: Check each item in appropriate column.  Elaborate as needed.   
 
   Nor     Abn 
_____________ H.E.E.N.T____________________________________________________________________________________________ 
   
_____________ Pupil Size___________________________________________________________________________________________ 
   
_____________ Skin________________________________________________________________________________________________ 

 
_____________ Heart________________________________________________________________________________________________ 

 
_____________ Lungs_______________________________________________________________________________________________ 

 
_____________ Abdomen____________________________________________________________________________________________ 

 
_____________ Hernia and Genitalia (males)_____________________________________________________________________________ 

 
_____________ Neurological__________________________________________________________________________________________ 

 
_____________ Spinal Column (scoliosis, etc.)____________________________________________________________________________ 

 
_____________ Upper Extremities_____________________________________________________________________________________ 

 
_____________ Lower Extremities_____________________________________________________________________________________ 
 
COMMENTS AND RECOMMENDATIONS: 
 

_____________________________________________________________________________________________________________________ 

 

_____________________________________________________________________________________________________________________ 

 

 
RESTRICTIONS: 
_____________________________________________________________________________________________________________________ 

 

_____________________________________________________________________________________________________________________ 

 

 

Physician (PLEASE  PRINT) 

 
 
Physician’s Signature       Date 
 
 
 
Physician’s Address       Phone Number 

I agree that the information on this sheet is accurate to my knowledge and have asked questions regarding my health and understand and will follow 
recommendations and restrictions as described above. 
 
 
 
Student-Athlete Signature       Date 
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