
CLINICAL NOTE
Return to activity assessment note

For completion by a qualified healthcare professional

Patient reference: __________ Date: __________

Work / school / activity assessed: __________________

Assessment findings relevant to activity: _____________

Fitness conclusion, if assessed: _____________________

Restrictions / accommodations: ______________________

Restriction duration / review date: _________________

Recipient and patient consent details: _______________

Clinician / registration: ___________________________

Signature / date / contact: _________________________
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