
Physician Approval 

 

Athlete Name_______________________________ 

DOB______________________Age______________ 

 

Statement by Physician or Approved HealthCare 

Provider (MD, DO, NP & PA) for participation in    

Unified Lacrosse Inc. Programs and Activities 

I hereby certify that I have examined the above mentioned 

athlete and find him/her physically fit to engage in Unified 

Lacrosse Inc. programs and activities. 

 

Signature of Physician/Approved Provider 

___________        ____________ 

    Credentials                Date 

 

 

 

 


