
       
 
 

 

Medical Information Sheet 

 
 

 

 

 

Name:                                                                        Social Security #: 

 

Address:                                                                    Telephone: 

 

Birth Date:                                                                Any Serious Medical Conditions:  Y___ N___ 

 

Amateur Record:  W__  L__ D__                          Any Surgeries:  Y___ N___ 

 

Weight:                                                                     Any Drug Allergies:  Y___ N___ 

 

Fighter Signature_________________________________________  Date___________________ 

 

 
 
       --------------------------------------------------------------------------------------------------------- 
 

 

Physical    

 
Eyes: _______________        Head: _________________         Heart:_______________ 

 

Lungs: _____________________       Extremities: ______________________________ 

 

BP: ________________      Pulse: __________________     Skin:___________________ 

                                                                                                           (Any Open Wounds) 

 

Labs:       HIV_______   HEP B Surface Antigen _______  HEP C Antibody ________ 

 

Cleared To Fight:______ 
 

 

Physician:___________________________________________   Date:_______________ 
 
 

Office Phone: __________________________________ 
 
 
***Special Notes: 

 


