
 

                                                              WOMAA RING SPORTS 

                                       MEDICAL EXAMINATION FORM 

 
                                       

 

Surname:_______________________________Forename:_________________________________________ 

 

Club:__________________________ County:___________________ Date of Birth: ____________________ 

 

History of Family Disease: ___________________________________________________________________  

 

Relevant Personal Medical History: ___________________________________________________________ 

 

__________________________________________________________________________________________  

 

Height: ___________________ Weight:_______________________________(KG) 

 

CVS: Pulse_______________________ B.P: ____________________ Murmurs:_______________________ 

 

R.S.   Chest Deformities: _____________________________________________________________________  

 

Lungs: ____________________________________________________________________________________  

 

L.S.:   Any Joint Deformities:_________________________________________________________________ 

 

Any history of fractures: ____________________________________________________________________  

 

Abdomen:  Hernia (Y/N) ______________________________ Scars: ________________________________  

 

Testes: (R) _______________________________ (L)   _____________________________________________ 

 

Central Nervous System: ____________________________________________________________________  

 

Eyes: V/A (L) ___________________ (R)_______________________  Fundi: _________________________ 

 

Ears: _________________________________ Hearing: ___________________________________________  

 

 

Signed: ______________________________________ (Medical Doctor) Date: _________________________  

 

      I confirm that the above named person is medically fit to fight, 

 

     Doctors Stamp: 

 

 

     

                                                     This form is valid for twelve months  


