
Scotia-Glenville Central School District 
Medical Certificate of Physical Limitations 

PLEASE RETURN THIS FORM TO THE SCHOOL NURSE. 
 

9/09 

 
New York State Education Regulations state that schools must provide physical education 
activities for all students.  Should a student be temporarily or permanently unable to participate 
in the regular program of physical education, a program must be developed to meet the needs of 
that student.  A certified adaptive physical education teacher is on staff. 
 
 
Scotia-Glenville Central School District requires that this form be completed for any student who 
is temporarily or permanently unable to participate in the regular program of physical education.  
Individual medical certificates of limitations must indicate the area of the program in which the 
pupil may participate.  
 
 
Providers please complete the section below as they apply to:  
 
_______________________________________________  __________________ 
                                  Name of student                       Date of Birth 
 
The above named student is under my care and needs to have his/her school 
activities limited as follows: 
 
 � Physical Education  

Activities permitted:_______________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 
  

� Recess/Recreation 
Activities permitted:_______________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 
 

� Sports 
Activities permitted:_______________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 
 

                                               _________________________________                                              
      Healthcare Provider’s Signature 

 
      _________________ 

             Date 

 
 

Affix Office Stamp Here 

    


