
 

1 / 1     O N T A R I O  A I K I D O  F E D E R A T I O N  

Post Concussion Return to Practice 
Authorization 
 
By signing here, I acknowledge that my son/daughter has been fully 
cleared by a health care professional to return to the practice of Aikido.  
 
 
 
Student’s Name 
 
 
 
Parent/Guardian (of students who are under 18 years of age) 
 
 
 
Date 
 
 
The signed Return to Practice Authorization sheet is to be collected and 
kept at the dojo. 
 
 


