
PHYSICIAN’S CERTIFICATE OF MEDICAL EXAMINATION 

 
NAME: ________________________________________________ 
 
DATE OF BIRTH: __________________________ GRADE: _________ 
 
For Physician’s Use Only: 
 
On this date, I have performed a medical examination of the individual named 
above and hereby certify that his health and medical condition are satisfactory for 
participation in the sport of lacrosse. 
 
__________________ ______________________________________ 
Date of Exam               Physician’s Signature 


