Wrestler’s Annual Physical Examination Form Comments
O Yes O No

OTOLOGIC: External Trauma?

N
Perforated drum? O Yes O No Professional Wrestler's
NOSE: Instability? O Yes O No Annual Physical Exam
Recent trauma 0 ves O No
Obstruction? O Yes O No DATE:
OROPHARYNX: Loose teeth? 0 Yes O No WRESTLER'S NAME:
FACE: Recent trauma? O Yes O No
Jaw and Temporomandibular Joints.
Normal Abnormal

ADENOPATHY: Q Yes O No

LUNGS: Normal Abnormal

CARDIOVASCULAR: Blood Pressure (supine) (upright)

Heart rate (supine) (after 2 minutes of exercise)

ABDOMEN: Normal Abnormal _______

HERNIAS: 0 Yes O No

TESTES: : Normal Abnormal
GYNECOLOGICAL EXAMINATION (Women Wrestlers)

Normal Abnormal

MUSCULOSKELETAL: Norma| Abnormal Comments
Hands a ()

Wrists (=] a

Elbows O (@]

Shoulder Girdie a o

Lower Extremities a a

NEUROLOGIC:

Mental Status: Orientation /3

S-minuterecall ____ /3
Normaj Abnorm LEEP TENDON REFLEXES

Cranial Nerves a a {use s:;;:;@: M”f,’f:;g;v"" i
Strength a a

Tone a a

Gait a a

Coordination;
Finger-to-Ncse a a
Tandem Gait a a

WCAMAL FCR TANCEM AT
\BILITY "O WALK ') AT TTRWARD

AND JACKWARD, <EEL 7O TIE AFTIA WO
TAAINING TRIES.



PRINT NAME OF EXAMINING PHYSICIAN

| HEREBY CERTIFY THAT | HAVE EXAMINED THE NAMED INDIVIDUAL AND, IN MY OPINION, THIS INDIVIDUAL IS
MEDICALLY FIT TO PARTICIPATE AS A CONTESTANT IN A PROFESSIONAL WRESTLING CONTEST. |
ALSO ATTEST THAT | DO NOT HAVE A PROFESSIONAL RELATIONSHIP WITH, NOR FINANCIAL INTEREST IN THE
EARNINGS OF, THIS INDIVIDUAL. _

SIGNATURE OF EXAMINING PHYSICIAN
ADDRESS OF PHYSICIAN

TELEPHONE NUMBER OF PHYSICIAN ( )

. 5
e S 1 — ————— —————

Reviewed by Maryland State Athletic Commission Physician

Date

COMMISSION PHYSICIAN

MATCHES SINCE ABOVE MEDICAL EXAMINATION:

DATE LOCATION AESULT INJURIES/COMMENTS OF OFFICIAL OR PHYSICIAN




