
 

 

 

 
 

 

Physician’s Release to Return to School  
 

 

I have examined __________________________________for the following condition 

                                              (Child’s Name) 

 

 ____________________________________ and he/she may return to school on ____________. 

                                                          (Date)  

 

Findings: ______________________________________________________________________ 

 

______________________________________________________________________________ 

 

 

Recommendations: ______________________________________________________________  

  

______________________________________________________________________________ 

  

 

 

______________________________________________________________________________ 

Physician’s Signature 

 

 

______________________________________________________________________________ 

Physician’s Printed Name                                                                            

 

 

 

_______________________________________                                                 ______________ 

                        (Telephone)                                                                                          (Date) 


