
Doctor’s note of consent for outdoor rock climbing with the Colorado Mountain School 
 
 
I _________________________ understand the required activities involved in outdoor  
            (Licensed health care provider) 
rock climbing and deem ___________________________ physically healthy enough to 
partake in the day.                            (Participant’s name) 

  
 

 

 

 
___________________________ 
Licensed health care provider printed name 
 
 
 
___________________________                                    __________ 
Licensed health care provider signature                                                                                   Date 
 


