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OXNARD SCHOOL DISTRICT

1051 South “A” Street ( Oxnard, California 93030

PHYSICIAN'S REQUEST FOR MODIFIED PHYSICAL EDUCATION
Part 1:  To be completed by parent/guardian 


Date of Request  


 

Student's Name  

 D.O.B.  





School/Grade     

/

 Teacher  





Signature 

 Relationship  






(Parent/Guardian) 

Address    


                      Phone  Number  





Part 2:  To be completed by attending physician 

In order to establish an appropriate physical education placement for the above named student, please indicate the appropriate activities given this student’s health concerns. 

	Types of Movements
	OMIT
	MILD
	MODERATE
	UNLIMITED
	COMMENT

	· Bending
	
	
	
	
	

	· Climbing
	
	
	
	
	

	· Hanging
	
	
	
	
	

	· Jumping
	
	
	
	
	

	· Lifting
	
	
	
	
	

	· Pulling
	
	
	
	
	

	· Pushing
	
	
	
	
	

	· Stretching
	
	
	
	
	

	· Walking
	
	
	
	
	

	· Running Indicate distance
	
	
	
	
	

	· Jogging Indicate distance
	
	
	
	
	

	· Hopping
	
	
	
	
	

	· Skipping
	
	
	
	
	

	· Throwing
	
	
	
	
	

	· Twisting
	
	
	
	
	

	· Kicking
	
	
	
	
	

	Types of Exercises
	
	
	
	
	

	· Abdominal
	
	
	
	
	

	· Arm
	
	
	
	
	

	· Breathing
	
	
	
	
	

	· Foot
	
	
	
	
	

	· Head
	
	
	
	
	

	· Knee
	
	
	
	
	

	· Leg
	
	
	
	
	

	· Trunk 
	
	
	
	
	


	Contact Sports
	YES
	NO
	
	Officiating
	YES
	NO

	· Basketball
	
	
	
	· Referee (basketball, football)
	
	

	· Floor Hockey
	
	
	
	· Umpire
	
	

	· Flag Football
	
	
	
	· Scorekeeper
	
	

	· Soccer and Speedball
	
	
	
	
	
	

	Competitive Sports
	
	
	
	Co-educational Activites
	
	

	· Aerobic Dance
	
	
	
	· Square Dancing
	
	

	· Badminton
	
	
	
	· Social Dancing
	
	

	· Baseball/Softball
	
	
	
	
	
	

	· Basketball
	
	
	
	
	
	

	· Frisbee
	
	
	
	
	
	

	· Golf
	
	
	
	
	
	

	· Physical Fitness
	
	
	
	
	
	

	· Swimming
	
	
	
	
	
	

	· Tennis
	
	
	
	
	
	

	· Tumbling
	
	
	
	
	
	

	· Volleyball
	
	
	
	
	
	

	· Weight lifting

(upper secondary level only)
	
	
	
	
	
	


Comments:  


__________________________





Suggested Equipment:  







Duration of Recommendation:    From: 
To:  




Completed by:   
/

     /




        Physician's Name (print)                                           Physician’s Signature
                    DATE





           /                                    /
/                      /     

Address
           City         
  State       Zip Code             Phone Number

(  Your support is appreciated
Return to:  School Site Office and District Nurse
