PHYSICAL EXAMINATION REPORT

UNARMED COMBATANT
___Male __ Female
NAME RINGNAME (TELEPHONE) DATE OF BIRTH
ADDRESS (STREET) (cITY) (STATE) (zIP CODE)

PHYSICAL HISTORY: Has applicant had any of the following conditions:
__Fainting Spells __ Rupture (Hernia)____Chest Pains ___ Operations
___ Shortness of Breath __ Swollen Joints __ Rheumatism
__ Frequent headaches __Convulsions (fits)____Chronic Cough
__ Spitting of Blood ____Cerebral Hemorrhage or any other serious head injury

Number of Knockouts received: Date of last knockout:

Longest duration of unconsciousness:

Length of time before resuming combat after last knockout:

Ever knocked unconscious in other sport or in any other way? _ Yes |
If yes, explain:
Amateur MMA Record: Wins Losses Draws
Professional MMA Record: Wins Losses
Other Combat Record: Wins Losses D
(Boxing, Kickboxing, or other full contact events)
PHYSICAL EXAMINATION:
General appearance: Weight: Temp:
Disabling Scars: Mouth: Te Tonsils: Neck:
Pulse at rest: sure at rest:

Pulse after 100 hops: od pressure after 100 hops:

pressure 2 minutes later:

EnlargedGlands: ___Yes __ No Goiter: ____ Yes No
HEART: Pulse Rhythm _ lrregular Apical impulse: Heavy Normal
Enlargement __No Murmurs: _ Yes _ No

LUNGS: Rails:

BREASTS: Mass: Tenderness: ____ Yes _____No

ABDOMEN: Enlargement iver _____No Enlargement of Spleen: ____ Yes _____No
Hernia Femoral Inguinal Ventral

TESTICALS: Normal _ Yes Remarks:

PELVIC: Norm Yes No Remarks:

REFLEXES: i ee Jerks: Romberg: Babinski:

SKIN: Boils Any other unhealed wounds:

R

OLOGY: The original lab report with applicant’s name and date the tests were performed must be submitted. ALL tests must
be ve to meet the requirements of the Burlington Brawl Event.
): HIV
): Hepatitis B Surface Antigen — If positive confirmation by Neutralization technique, In certain situations a Hepatitis B Core
antibody test will be acceptable as confirmation
(3): Hepatitis C Antibody — If positive confirmation by qualitive PCR (Polymerase Chain Reaction)
(SEE PAGE TWO)



Eye History: Has applicant had any of the following conditions

(1) Blurred Vision? Yes No
(2) Surgical Procedures done to his/her eye(s) or the tissues around the eye other than simple sutures of the skin around the eye?
Yes No

(3) Has applicant ever been informed by a physician that he/she had significant eye problems such as retinal detachment, reti
tear, primary or secondary glaucoma, aphakia, pseudophakia, or dislocated lens?
Yes No

Eye Examination:

Right/Left Right/Left Right/Left
Vision without glasses: / Vision with glasses: / Visual Fields /

YOU MUST ALSO GO TO AN OPHTHALMOLOGIST FOR A DILATED EYE EXA TIO
HAVE PHYSICAN COMPLETE THE EYE EXAM ADDENDUM AND ATTAC FOR

C EXAMS). Listed are any
significant abnormalities either in my physical or the testing. Also listed are the steps | to ify any problems:

PLEASE CHECK ONE: | HAVE HAVE NOT

LICENSED PHYSICANS NAME AND LICENSE NUMBER ( S PHYSICIANS SIGNATURE

STREET ADDRESS DATE

CITY ZIP CODE TELEPHONE

APPLICANT:

ntarily and of my own free will. | further agree that a photographic copy of this Authorization will be as valid as the original.

ATE SIGNATURE OF APPLICANT

LOCATION NAME (PRINTED



