
​Livermore Valley Joint Unified School District​
​685 East Jack London Boulevard, Livermore, CA 94551​

​Tel (925) 606-3200     Fax (925) 606-3329​

​Request for Physical Education Restrictions/Limitations​
​Student Name: __________________________________ Date of Birth: __________​

​School: ________________________________​

​Physician’s Authorization​​(This form is valid only​​through July 31st of the current school year.)​

​Student’s Diagnosis: _________________________________________________________________________​

​Estimated duration of limitation:  From _____________​ ​To: _______________   Follow up date: _____________​

​🗹​ ​Regular physical education program, or activity​​level with no modifications required.​

​🗹​ ​Due to my patient’s condition, I have prescribed​​complete rest and inactivity during physical education class​
​and any extracurricular sports/physical activities until the date of ______________________.​

​🗹​ ​I have indicated the activities my patient can/can​​not participate in below:​

​Parent/Guardian Consent​
​I hereby request that the school assist with the activity restrictions mentioned above for my student. I give my consent for the​
​school nurse or other designated school personnel to contact the health care provider to exchange information regarding the above​
​orders. I will submit additional documentation from my student’s health care provider when needed.​

​__________________________________________________________​ ​_____________​
​Signature of Parent/Guardian​ ​Date​


