
 

 

 

 

 

 

 

 

PHYSICAL EXAMINATION FORM 
 

To Examining Physician: 

 

The person for whom this examination is being performed is a candidate for training as a law enforcement 

officer.  This training will involve the performance of tasks that will require an intense degree of strength and 

manual dexterity. 

 

MEDICAL EXAMINATION REPORT 
This information is for official use only and will not be released to unauthorized persons. 

 
 

Applicant Name: ______________________________________ Social Security Number: _____-____-_____ 
First  Middle  Last 

 

Date of Birth: _______________  Height: ____ Feet ______ Inches   Weight: __________Pounds 

 
VISION 

Visual Acuity: If applicant wears glasses or contacts, test and record acuity with and without glasses 

 

Without glasses: R - 20/ _________  L - 20/__________  Both - 20/__________ 

With glasses:  R - 20/__________  L - 20/__________  Both - 20/__________ 

 

Depth Perception:  ⁭- Normal  ⁭- Abnormal: ______________________________________________________ 

Color Perception:  ⁭- Normal  ⁭- Abnormal: ______________________________________________________ 

Peripheral Vision:  ⁭- Normal  ⁭- Abnormal: ______________________________________________________ 

 

HEARING 

Hearing Acuity:   ⁭-Audiogram -or- ⁭-15' whispered conversation (check one) 

 

Right ear: ⁭- Normal  ⁭- Abnormal: _____________________________________________________ 

Left ear:  ⁭- Normal  ⁭- Abnormal: _____________________________________________________ 

 

CARDIOVASCULAR 

 

Blood Pressure: _______________________________  Resting Pulse: ___________________ 

 

Cardiac Examination:  ⁭- Normal  ⁭- Abnormal: ______________________________________________ 

 
Peripheral Circulation: ⁭- Normal ⁭- Abnormal: ______________________________________________ 

 

 

 

 

 

 

Public Safety Training Complex 
225 Industrial Park Loop 

Franklin NC  28734 

(828) 369-0591  Fax (828) 369-2428 
    www.southwesterncc.edu 

(6/2010) 

http://www.southwesterncc.edu/


 

ABNORMAL DETAILS 
 
NORMAL 

⁭HEENT: ___________________________________________________________________________________ 

⁭Lungs: ___________________________________________________________________________________ 

⁭Abdomen: _________________________________________________________________________________ 

⁭Musculoskeletal: ___________________________________________________________________________ 

⁭Genitourinary: _____________________________________________________________________________ 

⁭Neurological: ______________________________________________________________________________ 

⁭Skin: _____________________________________________________________________________________ 

⁭Speech: ___________________________________________________________________________________ 

 

CURRENT MEDICATIONS 

Prescription Medications: (Include pain relievers, birth control pills, etc.) ___________________________________________ 

______________________________________________________________________________________________________ 

 

Over the Counter Medications: (Include all cold, allergy, headache, vitamins, etc.) ____________________________________ 

______________________________________________________________________________________________________ 

 

ALLERGIES 

Drug Allergies: (Include reaction to the medication) ____________________________________________________________ 

______________________________________________________________________________________________________ 

 

All Other Allergies: food, insects, seasons, animals, materials, etc.: (Include reaction) _________________________________ 

______________________________________________________________________________________________________ 

 

Are there any conditions, physical, emotional or mental which, in your opinion, suggest further examination? 

⁭- No ⁭- Yes: __________________________________________________________________________________ 

______________________________________________________________________________________________________ 

 

Do you have any reservations about this candidate=s ability to physically perform required duties? 

⁭- No ⁭- Yes: __________________________________________________________________________________ 

______________________________________________________________________________________________________ 

 

 

 

Examining Physician=s Name: ______________________________________________________________________________ 

(Printed)      (Signature) 

 

 

Address (including ZIP Code) ______________________________________________________________________________ 

 

 

Date of Examination: ___________________________________________ 


