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MEDICAL CLEARANCE RELEASE 

Allied Health Department | Mineral Area College 
 

Program:     ❑ Nursing   ❑ Paramedic   ❑ EMT    ❑ Radiology 

It is the mission of the Allied Health Department to ensure program students receive adequate medical 

evaluation, treatment, follow-up and clearance prior to their laboratory, clinical, field and internship 

assignments. The purpose of the Medical Clearance Release is to identify specific health needs and medical 

conditions that may require special management or monitoring. Students may be required to have the Medical 

Clearance Release completed by a professional medical provider before returning to normal program activities 

following an exposure incident, accident or other circumstance requiring medical attention as deemed 

necessary at the discretion of the program director. 

 

Student Name: ________________________________________ MAC Student ID: _________________ 

 

Description of exposure, accident or circumstance that required medical care: ___________________________ 

 

___________________________________________________________________________________________ 

 

Student Signature: ______________________________________ Date Signed: __________________ 
 

Professional Medical Providers Recommendation 

 

I verify that the student had a physical evaluation on ____________________ and it has been determined that: 

 

❑  There are no contraindications to the student safely returning to normal classroom and clinical activities. 
 

❑  There are contraindications and it is not recommended that the student participate in the following activity: 

 

___________________________________________________________________________________________ 

 

___________________________________________________________________________________________ 

 

Description of continued treatment and/or restriction: _______________________________________________ 

 

________________________________________________________ Date of Next Evaluation: ____________ 

 
 
_____________________________________  ________________________________  
Medical Professional Signature    Date 
  
_____________________________________  ________________________________ 
Medical Professional Printed Name   Medical Professional Title 
  
_____________________________________  ________________________________ 
Facility Name      Facility Phone Number  


