
 

 

 

THE PURPOSE OF THIS POLICY IS TO DESCRIBE THE HIRING 

PROCESS FOR THE POSITION OF “SWORN POLICE OFFICER” AT 

THE BETHANY BEACH POLICE DEPARTMENT.  THE BETHANY 

BEACH POLICE DEPARTMENT IS AN EQUAL OPPORTUNITY 

EMPLOYER. 

 

 

 

 

EQUAL EMPLOYMENT OPPORTUNITY:  THE PROVISION OF EQUITABLE OPPORTUNITIES FOR 

EMPLOYMENT AND CONDITIONS OF EMPLOYMENT TO ALL EMPLOYEES REGARDLESS OF RACE, 

CREED, COLOR, AGE, SEX, RELIGION, NATIONAL ORIGIN, OR PHYSICAL IMPAIRMENT.  WHERE A 

RECRUITMENT PLAN FOCUSES ON ADDITIONAL RECRUITMENT STEPS TO BE TAKEN TO 

INCREASE THE LIKELIHOOD OF HIRING A MEMBER OF AN UNDERREPRESENTED GROUP, EEO 

FOCUSES ON ENSURING THAT APPLICANTS ARE TREATED FAIRLY IN THE SELECTION PROCESS 

(AND IN OTHER PERSONNEL ACTIVITIES) BY GIVING THEM THE SAME OPPORTUNITIES FOR 

EMPLOYMENT.  THE ROLE OF EQUAL OPPORTUNITY IS TO CREATE A “LEVEL PLAYING FIELD” 

FOR ALL APPLICANTS AND EMPLOYEES.  































 
 

Bethany Beach Police Dept. 
Full Time Recruitment  

P.O. Box 109 
Bethany Beach, DE. 19930 

302-539-1000 
 
 
 

 
Dear Applicant: 
 
Thank you for your interest in applying for the position of Bethany Beach Police Full Time 
Officer. This packet contains the information and forms needed for physical fitness portion 
of the Bethany Beach Police Seasonal Officer Selection Process: 
 
 
Included are: 
 
• Physical Fitness Assessment Information 
 
• Physician Authorization Form 
 
 
The Physician Authorization Form is required to be completed and signed by a physician 
in order to participate in the Physical Fitness Test. 
 
If you have any questions, please contact the Bethany Beach Police Dept at 302-539-1000 or 
e-mail Sgt. Brandon Elliott at brandon.elliott@cj.state.de.us. 
 
 
 
 
Revised 01/14 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Physical Fitness Assessment 
 
 
To participate in the physical fitness test, the attached PHYSICIAN 
AUTHORIZATION FORM must be completed and signed by your physician, and 
dated within one year. Only those applicants who have been released by a certified 
medical physician to participate without risk to them will be permitted to 
Perform the test. The purpose of the physical fitness assessment is to evaluate an 
individual's physical fitness. Each applicant's performance will be evaluated 
according to national fitness standards. 
 
Applicants will be evaluated on the following: 
 

AEROBIC CAPACITY: 1.5 Mile Run 
 
Applicant is timed for 1.5 mile run on a running track or flat, measured 
surface. Applicants who display physical difficulties through the duration of 
the timed run will be removed from the exercise. 

 
STRENGTH: Push-ups (As many push-ups as possible in one minute) 

 
Males -- Hands placed shoulder width apart, elbows fully extended and back 
straight at all times. The applicant must reach full extension to complete one 
repetition. Pausing in the up position is permitted. 

 
Females -- Will use the modified version with knees on the ground and feet 
in the air. Again, back must be kept in a straight line; arms fully extended 
and hands placed shoulder-width apart, slightly ahead of the shoulders. 
Applicant must come to full extension to complete one 
repetition. Pausing in the up position is permitted. 

 
ENDURANCE: Sit-ups (As many sit-ups as possible in one minute) 

 
The applicant will begin by lying on his/her back with heels flat on the floor. 
He/she will bend knees and rise to a sit-up position with his/her arms 
crossed on his/her chest. A partner may secure the applicant’s feet. A sit-up 
will be executed by raising the upper body until it is perpendicular to the 
floor, and lowering the upper back down until the small of the applicant’s 
back touches the floor. The applicant will do many sit-ups as he/she can in 
one minute. 

   
 
 
 
 
 
 
 
 
 
 
 



The Physician Authorization Form must be completed by a doctor and dated 
within one year of the date you take the physical assessment test. No one will 
be allowed to take the physical test without a completed Physician 
Authorization Form. 

Bethany Beach Police Dept. 
PHYSICIAN AUTHORIZATION FORM 

 
Applicant Name: __________________________ SSN: __________________ 
 
 

The BBPD Physical Fitness Test consists of: 
1.5 Mile Run 

Sit-Ups 
Push-Ups 

 
I have reviewed medical information, and conducted a physical examination, 
of the aforementioned applicant, and I am rendering the following 
professional opinion: 
 
I find the above applicant to be in proper physical condition to engage in all of 
the physical exercises of the Bethany Beach Police Dept. Physical Fitness 
Assessment 
 

Date: ____________________________________ 
 

Physician’ Signature: ________________________ 
 

Physician’s Name (Print): _____________________ 
 
Physician’s Medical Degree: ___________________ 

 
Physician’s Specialty: ________________________ 

 
Address: __________________________________ 

 
City, State, Zip: _____________________________ 

 
Phone Number: _____________________________ 
 

 
 
 
 
 
 
 
 
 
 
 



Bethany Beach Police Dept. Officer 
Physical Fitness Test 

Minimum Requirements 
 
 
 
 

Males      Females 
Ages: 20-29      Ages: 20-29 
 
Sit-ups:  33    Sit-ups:   33 
Push-ups:  22    Modified Push-ups: 17 
1.5 Mile Run: 13:53    1.5 Mile Run:  16:11 
 
 
 
Males      Females 
Ages: 30-39      Ages: 30-39 
 
Sit-ups:  30    Sit-ups:   20 
Push-ups:  17    Modified Push-ups: 11 
1.5 Mile Run: 14:23    1.5 Mile Run:  16:48 
 
 
 
 
 
 
*Sit-ups and push ups are within one minute.  
   
            

          Revised 04/08 
 

 
 
 

 
 
 
 
 

 
 
 

 



 
    NAME Of EXAMINEE:_____________________________________________________ 

                                                       LAST                         FIRST                     MIDDLE 
DESIRABLE WEIGHT RANGES 

MALES FEMALES 
Height Small Frame Medium Frame Large Frame Height Small Frame Medium Frame Large Frame 
5’4” 117-138 123-149 131-163 5’0” 96-114 101-124 109-138 
5’5” 120-142 126-153 134-167 5’1” 99-118 104-128 112-141 
5’6” 124-146 130-157 138-173 5’2” 102-121 107-131 115-144 
5’7” 128-151 134-163 143-178 5’3” 105-124 110-135 118-149 
5’8” 132-155 138-167 147-183 5’4” 108-128 113-139 121-152 
5’9” 136-161 142-172 151-187 5’5” 111-132 117-144 125-156 

5’10” 140-165 146-177 155-193 5’6” 114-135 120-149 129-161 
5’11” 144-169 150-183 160-198 5’7” 118-140 124-153 133-165 

6’ 148-174 154-188 164-204 5’8” 122-144 128-157 137-169 
6’1” 152-179 158-194 169-209 5’9” 126-149 132-162 141-174 
6’2” 156-184 163-199 174-215 5’10” 130-154 136-166 145-179 
6’3” 160-188 168-205 178-220 511” 134-158 140-171 149-185 
6’4” 169-198 178-216 188-231 6’ 138-163 144-175 153-190 
6’5” 174-204 182-222 192-238     

 
1. Does examinee have any defects restricting or prohibiting his/her participation in defensive 

tactics and dangerous assignments, which might entail the practical use of firearms? 
No_____Yes_____  If “yes”, please specify defects  
_________________________________________________________________ 
 

2. Does examinee have any defects prohibiting safe operations of motor vehicles? 
No_____ Yes_____  If “Yes”, please specify defects     
_________________________________________________________________ 
 

3. Examinee’s frame is ___small___medium___large___other.  If “other”, please explain  
_________________________________________________________________ 

 
4. Considering the above weight table, the examinee’s frame, and other individual physical 

characteristics,  I consider his/her weight _____satisfactory _____excessive _____deficient. 
 

5. Under proper medical supervision, examinee should lose _____pounds, gain _____pounds, 
_____other _________________________________________________________________ 

 
6. Remarks: 

______________________________________________________________________________
____________________________________________________ 

 
Signature Of Examining Physician:__________________________________ 

   

 
 
 
 
 
 
 
                             
                
    
 
 



  MEDICAL HISTORY 
 

 
Bethany Beach Police Dept.  

Seasonal Patrol Officer 
(To be completed by applicant) 

NATURE OF EMPLOYMENT DATE 
 

DEPT. FAMILY PHYSICIAN 
 

LAST NAME                                                       FIRST                                                     MIDDLE MARTIAL STATUS 
M      S      W      D      SEP. 

STREET ADDRESS                                                         CITY                                                        STATE SEX 
 
M   F      

DATE OF BIRTH AGE 
 
 

HAVE ANY OF YOUR RELATIVES HAD, OR DO THEY NOW HAVE: 

Tuberculosis Diabetes Cancer Epilepsy 

Nervous Breakdown (Insanity) Heart Trouble High Blood Pressure 

HAVE YOU EVER HAD ANY OF THE FOLLOWING: 

 YES NO  YES NO  YES NO 

Back Trouble   Rheumatism   Heart Murmur   

Asthma or Bronchitis   Ear Trouble   Tuberculosis   

Skin Trouble   Gonorrhea or Syphilis   Kidney Trouble   

Epilepsy or Fits   Stomach or Peptic Ulcer   Nervous Breakdown   

Varicose Veins   Cancer or Tumor   High or Low Blood Pressure   

Diabetes   Rheumatic Fever   Hernia (Rupture)   

Pneumonia, Pleurisy   Hay Fever   Allergy   

HAVE YOU HAD ANY OF TH E FOLLOWING DURING THE PAST YEAR: 
 Yes No  Yes No  Yes No  Yes No 
Cough   Poor Appetite   Frequent Urination   Headaches   

Chest Pain   Heartburn   Pain on Urination   Dizziness   

Bloody Sputum   Nausea   Burning on Urination   Poor Vision   

Shortness of Breath   Vomiting   Urination-bedtime   Muscular Weakness   

Palpitation   Diarrhea   Excessive Thirst   Loss of Balance   

Swelling of Ankles   Constipation   Backache   Fainting Spells   

Weight Loss   Black Stools   Bloody Urine   Convulsions   

Weakness   Blood-Stools      Poor Hearing   

FEMALES 

Date of last menstrual period: Duration? Regular? 

Do you have any menstrual trouble? Do you ever go to bed because of pain? 

Do you have any children? Ages Are you pregnant NOW? 

 

Have you ever had any serious injury? Describe. 

Have you ever received compensation for an injury or occupational condition? 

Have you ever had any serious illness? Describe. 

What operations have you had? 

Have you ever collected sickness benefits?                            How many times? 

How much time did you lose in the past two years?              From School?                           From Work? 

Have you ever been under care in any hospital or clinic?      Where? 

Have you ever been treated for a mental illness? 

I, the undersigned, do hereby certify that the answers to the above questions are true. 
                                                                     Signed__________________________________________________ 
 
                                                                               ________________________________________________M.D. 



PHYSICAL EXAMINATION 
(To be completed by a physician) 

 
NAME_______________________________________________________________DATE_____________________ 

         Last                                First                           Middle 
             ____________Dressed                                   _______________Recum 

Height___________in.___________Weight_____________lbs___________Pulse___________B.P.______________ 
                                                                    ____________Undressed                                      ________________Sitting 
Abn. Norm.  Describe below any abnormality, entering item number 

before each comment. 
  1. Eyes:external  
  2. Ears  
  3. Nose  
  4. Teeth & Gums  
  5. Tonsils  
  6. Thyroid  
  7. Lymph Nodes  
  8. Thorax & Lungs  
  9. Breasts  
  10. Cardiovascular  
              Heart  
              Pulses in feet  
  11. Abdomen  
  12. Hernia  
  13. Genitalia (males only)  
  14. Extremities  
              Range of Motion  
              Deformity  
  15. Vertebral column  
              Range of Motion  
              Deformity  
  16. Neurological  
  17. Skin  
  18. Rectal  
  19. General Impression  
EKG 
 
N/A 

Chest X-ray 
 
N/A 

Obs.        Ratio        Pred. 
Fev.     _____  _________ 
VC 

Audiogram 
 
N/A 

 
Urine 

PH Alb. Sug.  
Blood 

Hct. Hgn. SMA  
Serology 

Vision Far 
With glasses 

R20/ 
R20/ 

L20/ 
L20/ 

Near 
With Glasses  

R20/    
R20/       

L20/ 
L20/ 

Tetanus Toxoid 
Immunization  

Summary of abnormal findings; 
 
 

Classification (please circle) 
A No significant impairment   C Special Work 
B Correctable impairment       D Rejected 

 Recommendations: 
 
 

        Have 
I                        discussed this applicant’s health problems with him or her.                
       Have Not            
                                                             ___________________________________________ M.D. 
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