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MEDICAL CLEARANCE

FOR 2010-2011
INTERSCHOLASTIC SPORTS

____________________________________________ has permission to participate in the 

                              (Student’s Name)








interscholastic sports checked below.  It is our/my understanding that all health and accident insurance is our/my responsibility and that Salem Academy does not provide any accident or health insurance coverage.

____________________________________________________________________________

Signature(s) of Parent(s) or Guardian(s)

The following section must be completed by a Physician.

I have examined








(Student’s Name)

and found her to be in excellent health and physically able to participate in the Salem Academy Athletic program in the following sport(s):





_______
Basketball





_______
Cross Country





_______
Equestrian





_______
Field Hockey





_______
Golf





_______
Soccer





_______
Softball





_______
Swimming





_______
Tennis





_______
Track





_______
Volleyball

Physician’s Signature:_______________________________________

Physician’s Name:___________________________________________

Physician’s 

Address:________________________________________

Physician’s Phone Number:____________________________

Date:_______________
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