
 

RESURRECTION CATHOLIC SCHOOL 
ATHLETE MEDICAL CERTIFICATE 

 

 

 

PATIENT: _________________________________ 

 

This is to certify that the above mentioned patient was 

examined by me on (date):_____________________. 

 

This person was found to be in general good health. 

(Exam needs to be completed annually if a student 

plans to participate in sports) 

 

 

Signed:  ____________________, M.D.  Date:  ______ 

 

Office address:    ____________________________  

 

____________________________ 

  

____________________________ 

 

Comments:   _______________________________ 

 

_______________________________ 
 


