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MEDICAL EXCUSE FROM PHYSICAL EDUCATION

School Year ___________

Student: _____________________________ DOB: _______________ Grade: ______________

Address: __________________________________________ Phone #: ____________________

Dear Healthcare Provider:

We have received a request that your patient be excused from physical exercise while at school. Physical Education is a course required by the Texas Education Agency and continued absence can result in loss of credit for this course. Please complete the following:

Reason for restricted physical activity:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________

Duration of excuse: _________________________________________

Level of Participation (select ONE):

_____ None: No activity. Student may sit and watch or be assigned another activity

_____ Minimal: Warm‐up and stretching only. No aerobic activities

_____ Moderate: Warm‐up and some aerobic activities. Student may rest at any time.

_____ Limited: May participate, but activities will avoid use or potential re‐injury of an injured joint or tissue (specify): _________________________

Additional comments:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ __________________________________

___________________________________________  


__________________________________________
Printed Name of Healthcare Provider                                     Signature of Healthcare Provider  

(no stamp please)

US Providers Only

______________________________ ___________


______________

Phone Number                                                                                Date

RETURN THIS FORM TO THE SCHOOL NURSE

REGRESE ESTA FORMA A LA ENFERMERA ESCOLAR

