
Medical	Clearance	after	a	Concussion	
 
 
 
 
Date:	_______________________________________ 
 
Student’s	Name	__________________________________________	 	 DOB______________________ 
 
 
_______________________________	has	been	evaluated	and	cleared	to	return	to	play	and	may	fully	 
 
participate	in	PE	and	other	school	athletic	activities. 
 
 
 
 
 
 
 
_______________________________________________	 	 ________________________ 
Physician	signature	 	 	 	 	 Date 

 
 


