High Country Minor Hockey Association

RETURN TO PLAY FORM

Date: Name:

Date of Birth: Gender:

The above noted patient is hereby medically cleared to return to hockey following

(Injury) sustained on (date).

NO RESTRICTIONS
RESTRICTIONS

DESCRIPTION OF RESTRICTIONS (AS REQUIRED)

Physicians Name: (Print)

Physicians Signature:

Legal Guardian Name (Print):

Legal Guardian Signature:

Disclaimers: Personal information used, disclosed, secured or retained by HCMHA and Hockey
Alberta will be held safely for the purposes for which we collect it and in accordance with the
National Privacy Principals contained in the Personal information and Electronic Documents act
as well as Hockey Alberta’s own Privacy Policy.
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