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MEDICAL ACTIVITY GUIDE

Student's Name 										 Grade 	11 or 12  	Date of Birth 			

Diagnosis 											

I have examined the above named student and recommend he/she take part in the following activities in school.

Types of Movements				Full Participation			Modified			 
Bending 														
Climbing 														
Dancing 														
Pulling														
Hanging 														
Jumping 														 
Kicking 														     
Running 														
Throwing 														 
Walking 														 
Lifting limitation 													 
Treatments authorized: 	 crutch (es), 		 wheelchair, 		, arm sling L/R 			
Brace(s) [where] 													
Other 															

Length of time this recommendation should be followed 			 to 				
    
The recovery program should include: 										

															

															
             
___________________________________________________________________________________________
Print or Type Name of Physician				Physician's Signature

___________________________________________________________________________________________
Physician's Address						Phone			Date


A school representative may contact the physician for clarification of student's condition.

_____________________					___________________________________________
Date								Parent or Guardian's Signature

Please attach a separate form(s) showing medical & therapy appointments that must be scheduled during the school day. 



RETURN FORM TO:  SCHOOL NURSE,
Perpich Center for Arts Education High School, 6125 Olson Memorial Hwy, Golden Valley, Minnesota 55422  
[bookmark: _GoBack]Phone:  763-279-4193  	 FAX:  
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