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         Physical Exercise Limitations or Exemptions
Date_______________________
School______________________
ID#______________ Grade/Teacher_____________________________Height ___________ Weight_______B/P_____________
Student’s Name____________________________________________D.O.B._________________________
Name of Physician:___________________________________ All Medical Diagnoses:____________________
Permanent________________
Temporary__________________   Estimated Duration _________________
Please indicate below specifically which activities are allowed for this student’s participation: ____________________
May participate in Physical Education/Summer recreation Program/other physical events
____________________
NO PHYSICAL EDUCATION __________________________________________
Medical restrictions/precautions, i.e. cardiac, seizures, brittle bone, endurance issues, etc.





(Please specify below) 

___________________________________________________________________________________________

___________________________________________________________________________________________

 Normal/abnormal

Normal/abnormal


Normal/abnormal

(  )
(  )Vision

(  )
(  )Cardiovascular system
(  )
(  )Cranial nerves

(  )
(  )Hearing

(  )
(  )Respiratory system
(  )
(  )Coordination

(  )
(  )Oral cavity

(  )
(  )Gastrointestinal system
(  )
(  )Reflexes

(  )
(  )Neck


(  )
(  )Genitourinary system



(  )
(  )Extremities

(  )
(  )Skin
1. Heart disease/heart defect/high blood pressure/chest pain
(  ) Yes
(  ) No


2. Seizures/Epilepsy




(  ) Yes
(  ) No

3. Diabetes/Hypoglycemia/insulin dependent

(  ) Yes
(  ) No


4. Atlanto-Axial instability - Verified by x-ray

(  ) Yes
(  ) No


5. Detached Retina or other eye problems


(  ) Yes
(  ) No


6. Concussion or serious head injury


(  ) Yes
(  ) No

7. Major Surgery or serious illness



(  ) Yes
(  ) No

8. Heat exhaustion/stroke/Syncope



(  ) Yes
(  ) No

9. Impaired motor ability




(  ) Yes
(  ) No

10. Temperature motor ability



(  ) Yes
(  ) No

11. Allergies to Insect stings/bites



(  ) Yes
(  ) No

12. Asthma





(  ) Yes
(  ) No

13. Tendency to bleed easily



(  ) Yes
(  ) No
14. Serious bone or joint disorder



(  ) Yes
(  ) No

15. Sickle cell trait or disease



(  ) Yes
(  ) No

16. Sensory Impairments




(  ) Yes
(  ) No
17. Blindness/visual problems/glasses or contacts: specify_______________________________________________
18. Other problems that would interfere with Physical Education_________________________________________
19. Absence of organs _________________


(  ) Yes
(  ) No
20. Use wheelchair




(  ) Yes
(  ) No
Current Medications: 
_______________________________
________________________________




_______________________________
________________________________

Allergies to: Medication
_______________________________          Food____________________________

Date of Last Tetanus:
_______________________________
Immunizations Up to Date:_________
Physician Signature:____________________________________________
Phone Number:___________

Address _______________________________________   City ___________________ State ____________




Note: If student has Down Syndrome, the summer recreation program requires a full radiological examination establishing the absence of Atlantoaxial Instability before the student may participate in the physical activities.

BISD, an equal opportunity employer, does not discriminate on basis of race, color, national origin, sex, age or disability in employment or provision of services,

Form 14-175 Rev. 8/19

