
 
1. Medical Certificate 

1. History/previous illnesses, injuries, operations, unconsciousness, convulsive 

seizures, accidents 

 

 

 

 

 

 

 

 

 

 

 

Years of boxing practice _____________________________________ 

Number of bouts  _____________________________________ 

Number of K.O.s  _____________________________________  

Number of RSC-Hs  _____________________________________ 

Number of RSCs  _____________________________________ 

 

 

 

 

 

2. Medical Examination 

Weight ________ kg  Height  _________ cm 

Pulse ________/min  Blood pressure _________ mmHg 

1. Head: Any bruises, scars, swellings or tenderness 

___________________________________________________________________

___________________________________________________________________ 

Eyes  Pupils, Right  _________________________________________ 

 Cornea Left  _________________________________________ 

 Distance vision Right _________________________________________ 

   Left _________________________________________ 

Ears Hearing  Right _________________________________________ 

   Left _________________________________________ 

Throat  ______________________________________________________ 

Nose  ______________________________________________________ 

Teeth  ______________________________________________________ 

Are prostheses present or needed? ______________________________________ 

Periodontitis ______________________________________________________ 

2. Neck: Is it freely movable and without pain? 

Evaluation of lymphatic glands & thyroid 

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________ 

3. Chest: Any deformities? _____________________________________________ 

___________________________________________________________________ 

Lungs   _______________________________________________ 

Heart  rhythm  _______________________________________________ 

 size  _______________________________________________ 

4. Abdomen: Any masses, scars, tenderness, enlargement of liver or 

spleen?____________________________________________________________

___________________________________________________________________ 



 
Locomotor System:  Any scars, terderness, swellings, muscular atrophy, 

restrictions or laxity of joints, any deformities of the back 

or restrictions of spinal mobility? 

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________ 

Nervous System: Any tremors of eyelids, tongue or outstretched fingers? 

_______________________________________________ 

 Roberg test 

_______________________________________________ 

 Gait, posture 

_______________________________________________ 

 Are deep tendon and significant skin reflexes present? 

_______________________________________________

_______________________________________________

_______________________________________________ 

 Any sensory changes? 

_______________________________________________

_______________________________________________ 

   Mental state? 

   ______________________________________________

   ______________________________________________ 

Genitalia: Absent or indescended testical, hydrocele, variocele, 

inguinal or femoral hernia? 

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________ 

3. Laboratory Data 

Blood cound WBC   ___________HTC _____________  HB ___________________ 

Urine analysis ______________________________________________________ 

Blood serology ______________________________________________________ 

 

4. ECG 

___________________________________________________________________ 

EEG________________________________________________________________

___________________________________________________________________

___________________________________________________________________ 

Skull x-ray 

___________________________________________________________________

___________________________________________________________________ 

Cranial Computes Tomography/CCT 

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________ 

 

5. Fitness to box 

Fit to box ______________________________________________________ 

unfit to box ______________________________________________________ 

 

Date of examination _______________________________________________ 

Signature of Examining Physician 

 

Signature of General Secretary of National Federation 


