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RETURN TO PLAY 


Name of player: _____________________________________________

OLA Club: Clarington Minor Lacrosse Association

Physician’s Name and Signature: ____________________________________

Phone #: ___________________________________________

Date: ______________________________________________

Considerations / restrictions with respect to returning to play:











On behalf of Clarington Minor Lacrosse Association, thank you for your attention and care of this player.

All information collected will be kept confidential and will only be used to support the player returning to play.
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