
Return to School Authorization 

Student’s Name _____________________________________________________ 

May return to school on________________________________________________

The following restrictions apply_________________________________________ 

___________________________________________________________________ 

___________________________________________________________________ 

___________________________________________________________________ 

___________________________________________________________________ 

Doctor's Name ______________________________________________________ 

Doctor's Signature____________________________________________________ 

Doctor's Address_____________________________________________________ 

Doctor's Phone ______________________________________________________


	Students name: 
	on: 
	restrictions apply 1: 
	Doctors name: 
	Phone: 
	Address: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 


