MEDICAL CLEARANCE FORM ERYYEST

DATE:

PATIENT:

RE:

DEAR DR.

Thi form ¥ despned to ensure safe particpatbn 1 a subm axin alfiness program which m ay
Tclide sttength and fexbilly exercises. From yourknow kdge ofthis patient, should ther be
any westrctbns on the am ountortype ofphysialactiviies 1 which he orshe partcpates?

RESTRICTIONS PLEASE ENTER NONE FNO RESTRTTDNS APPLY)

DOCTOR'S
DATE:

SIGNATURE:

THANK YOU FOR COMPLETNG THIS FORM .

, : Kristy Webster Rehabilitation & Fitness Programmer
P Pase retum by confdentalax to: FAX: 250)474-8650 PHONE: (250) 474-8617



