
    

 
 
__________________________________________________ has been under my care. 
Student’s Name        

 
Reason for Visit: _______________________________________________________________________. 
                                                      
 

 May return to school on  _____________________. 
           Date  
                 
 

 No restrictions 
 
 

The following restriction(s) is determined to be medically necessary: 

 
 

 Physical limitation(s):____________________________ through __________________________ 
              Date 
 

 No running and /or jumping through ___________________________ 
        Date 
 

 No lifting of weight over _____________pounds through ____________. 
                                                                        Date 
 

 Leave of absence from school attendance 

  from ___________ through ___________________ 
   Date    Date 
 
Other___________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________  

 
Comments:   _____________________________________________________________________________ 

________________________________________________________________________________________

________________________________________________________________________________________           

           
 
__________________________________________                                ________________________                       
 Attending Physician Signature (NO STAMPS)                                                   Date 
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