STATEMENT OF MEDICAL CLEARANCE FOR EXERCISE
Participant’s Name___________________________________________  


Address____________________________________________________           

Date of Birth________________________________________________         

Diagnosis________________________________








Gritman Community Wellness Center
Physician’s Name_________________________
       510 W. Palouse River Drive







              Moscow, ID   83843
Address_________________________________
           Phone:  (208) 883-9605








 Fax:  (208) 883-9617     
Telephone Number________________________

___
YES, My patient, ________________________, has no current unstable medical problems that are a contraindication to participating in an exercise or resistance training program.  I approve of and support his or her participation in this progressive strength, balance, and flexibility exercise program.
COMMENTS: 

___
NO, My patient, _________________________, is not eligible to participate in the exercise program due to his or her current medical status.  
COMMENTS:
Please indicate any special recommendations or specific comments:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________  

Physician’s Signature____________________________

Date:_____________

From Exercise for Frail Elders by E. Best-Martini and K.A. Botenhagen-DiGenova, 2003, Champaign, IL:  Human Kinetics
