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PHYSICIAN’S CLEARANCE
Student’s Name: Date of Birth:

Medical Provider:

Provider’s Address:

Street Address City State Zip

Physician’s Name:

SECTION BELOW IS ONLY TO BE COMPLETED BY THE MEDICAL PROVIDER AND/OR PHYSICIAN.

To Whom It May Concern:

was seen in my office on for a standard physical.
Full Name of Patient Date: MM/DD/YYYY

This patient appears to be (Please check one of the boxes box below.)

in good health and is fit to work with clients.

in poor health and needs to seek medical assistance. This student is not fit to work with clients.

other (please see below for my comments).

Resyecgcu[[y,
(Physician’s Signature — REQUIRED) (Date: MM/DD/YYYY)
(Physician’s Printed Name) Physician’s Contact Information (phone or email)

Additional Comments/Notes:

OPTIONAL: Please place official seal or
stamp of hospital or physician above.




