
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Dear Applicant: 

 

The following Medical Release Form must be completed and returned to the Police Academy 

Office within the time specified in your acceptance letter. 

 

A medical examination is required to meet California Commission on Peace Officer 

Standards and Training requirements.  The medical examination may be done by a California 

licensed physician of your choice at your expense. 

 

 

Please follow the instructions carefully. 

 

Complete the top portion of the Medical Release Form and take it to a physician of your 

choice.  Have the doctor read and complete the bottom portion of the Medical Release 

Form.   

 

Submit the Medical Release Form to the Police Academy Office prior to the application 

deadline as stated on the Police Academy website.  Contact the Police Academy Office (619) 

482-6462 or email at swcpoliceacademy@swccd.edu, if you have questions or if you need an 

extension on the medical examination. 

 

 

David Espiritu 

Program Director 

Southwestern College Police Academy 

 

 

 

 

Enclosures 
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Southwestern College Police Academy 

MEDICAL RELEASE FORM 

 

Date      

 

 

Student Name _______________________________________________________________ 

Last Name    First    M. 

 

Date of Birth ________________________  Age _________ 

 

The above-named student is required to participate in the following physical requirements for the 

requalification course mandates, firearms, and arrest methods/defensive tactics. 

 

During the requalification course each student is required to participate in the following physical 

mandates below. 

 

• Prolonged standing 

• Sporadic heavy physical exertion 

• Sudden moments of high stress 

• Physical confrontation with combative persons 

• Heavy lifting of equipment and/or persons 

 

 

Bottom portion to be completed by Examining Physician 

 

It is my opinion that this student can participate in full physical activity as outline above. 

 

 

 

______________________________  _______________________ 

Signature of Examining Physician    Date 

 

Print Doctor’s Name: 

 

_____________________________________________________________________________ 

Last Name      First    M. 

 

_____________________________________________________________________________ 

Business Street Address 

 

_____________________________________________________________________________ 

City             State    Zip Code 

 

__________________________________ 

Business Telephone Number 
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