
 

 
 

MEDICAL CLEARANCE FORM 

 

1 7 1 0 0  P I O N E E R  B L V D ,  S U I T E  1 7 0  

A R T E S I A ,  C A  9 0 7 0 1  

P H O N E :  5 6 2 - 5 3 1 - 4 1 0 0  

F AX :  5 6 2 - 5 3 1 - 4 1 4 0  

 

STUDENT INFORMATION 

Name:  _________________________________________________________________  DOB:  ____ / ____ / ____ 

Diagnosis: ____________________________________________________________________________________ 

 

TYPE OF CLEARANCE 

 
   Student is fully cleared to return to school without restrictions, performing their usual duties and hours, on  

        ___ / ___ / ______. 

 

   Student is cleared to return to school on  ___ / ___ / ______, with the following restrictions:  

         _______________________________________________________________________________________ 

 _______________________________________________________________________________________ 

 _______________________________________________________________________________________ 

 _______________________________________________________________________________________ 

 

COMMENTS 
 

_______________________________________________________________________________________ 

 _______________________________________________________________________________________ 

 _______________________________________________________________________________________ 

 _______________________________________________________________________________________ 

 

MEDICAL PRACTITIONER’S DETAILS 

 

Signature:  __________________________________   Physician Office Stamp 

 

Name:  _____________________________________ 

 

Office Address: ______________________________ 

 

Office Phone: ________________________________ 

 

Office Fax: __________________________________ 

Date:       /      /      


