
MEDICAL ABSENCE FORM 

Student Name: __________________________________________________________________ 

Date of Visit: _____________________         Age: _________          D.O.B: ____________ 

Parent/Guardian: ________________________________________________________________

Hospital/Clinic/ER: _______________________________________________________________

Physician: _______________________________________________________________________

Reason for Visit: __________________________________________________________________ 

Diagnosis: _______________________________________________________________________ 

Physician Recommendations: ____________________________________________________

__________________________________________________________________________________

Limitations (if applicable): ________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Signature of Physician: ________________________________________  Date: ____________


