Student name:    	                                              Grade:                          DOB:                                Today’s date:
Family Physician’s Recommendations for Returning to School
Please return to the school nurses for coordination with school staff.
	
If your child is still having symptoms of concussion, he/she may need temporary help to perform school-related activities. Please ask your doctor to check all recommended supports:

____ No return to school at present time. Return date planned____________________________

____ Return to school with the following supports:

____ No physical education/athletic participation. 

____ After 7 days and symptom-free at rest, may initiate gradual return to play in PE and sports. **A medical clearance note will be required at that time. 

____ Instruct teachers and counselors to watch for and report to the school nurse:
· Difficulty paying attention, concentrating, or increased time needed to learn new information.
· Headache and fatigue that increases while doing school work.
· Appears irritable, emotional and/or less able to cope with stress.
· Return of symptoms when doing concentrated mental activities.

____ Take rest breaks during day as needed. Elevator key _____.  Early passage in halls  ______.

____ Allow extra time to complete coursework/assignments and tests.

____ Reduce homework load by _____%. Maximum length of nightly homework: _____minutes.

____ No significant classroom or standardized testing at this time.

____ Shortened classes (i.e., rest breaks during classes) Maximum class length: ________ minutes.

____ Shortened day. Recommend _______ hours per day until (date) ________________________.

____Additional supports such as home bound instruction, 504 plan, or other needs due to an anticipated extended recovery period. Please specify:
_________________________________________________________________________________________
Referral Plan:
____ Refer to Neuropsychological testing. 

____ Plan additional referral to Neurosurgery _____ Neurology _____ Sports Medicine _____ 
Physiatrist _____ Psychiatrist _____ Other _______________________________________________

____ Return to this office. Date __________________________

Physician name__________________________________________     Phone_______________________

Physician signature_______________________________________     Date ________________________
