
Concussion Return to Play Medical Release Form 

 

Date: _____________________________ 

 

Patient: _________________________________________________ 

 

Patient was examined by me today for evaluation of a suspected 
concussion.  Patient is cleared to return to full contact football with no 
restrictions effective __________________________________. 
               (enter date) 

Sincerely, 

 

X_______________________________________ 
   (signature) 

 
Print Provider Name & Credentials: 

 ________________________________________ 

 

Provider’s Address & Phone Number: 

_________________________________________ 
 

_________________________________________ 
 

_________________________________________ 


