MEDICAL CLEARANCE FORM.

Your patient, _______________________________, has applied to participate in one on one fitness training with Pro-Active Fitness which requires your medical clearance prior to participation.  Clearance indicates that this patient has no contraindications for participation in the below described fitness tests and one on one training:


1.  Health risk appraisal/questionnaire


2.  Resting Measures (heart rate, % body fat, anthropometrics)


3.  Muscle Strength/Endurance Assessment


4.  Flexibility Assessment


5.  Cardiovascular and Strength Conditioning

Some organizations recommend that an individual over 40 years of age, who has not been involved in an exercise program on a regular basis, have a diagnostic exercise test prior to beginning such a program.  Does your patient’s risk factor assessment warrant such a test prior to beginning his/her program?

_____ Yes

_____ No

My patient, _______________________________, is physically able to participated in the above described testing regime and vigorous, individually instructed exercise program.


Signature:___________________________________M.D.


Address:________________________________________


________________________________________________


City

State

Zip

Phone

Please list any restrictions and or concerns (including medications).  Thank you for your cooperation.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please return medical clearance form to:

Pro-Active Fitness
19 Union Street

Natick, MA  01760

fax (508) 652-9988

