Medical Clearance

 

Physician Consent

Patient name: _________________________
Your patient has applied to participate in Personal Fitness Training which would include:

· A Fitness Appraisal, including a blood pressure reading, postural analysis, aerobic capacity assessment (sub-maximal) and various muscular strength and flexibility tests.  

· Regular exercise sessions which may last from 30 – 60 minutes.

Patient restrictions:

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

_____________________ (patient name) is physically able to participate in a Fitness Appraisal and a Personal Exercise Program. 

_____________________________

_____________________________

             Physician Name




Physician Signature


_____________________________     
           _____________________________


Physician Phone Number
      
       


 Date
