Physician Approval for Physical Activity & the use of exercise equipment
Patient Name: ______________________________   Date:________________

Wellness Facility:    Health N Hoop Inc.                      Date:________________

                                  DBA: Core Wellness/Club Fit
Your patient desires to engage voluntarily in the Independent Exercise Program.  The primary objective of the wellness plan is the promotion of holistic health and exercise through personally engaged independent physical activity.  A certified Wellness Provider is available if prescribed to design the individualized exercise program if prescribed. 
The program offers professional exercise equipment such as treadmills, bikes, rowers, weights, functional tools and the ability for physical assessment and supervised exercise, (when prescribed) The individual and supervised exercise programs may include aerobic, muscle and flexibility conditioning.  All programs follow the guidelines established by the American College of Sports Medicine, unless otherwise specified.  All Wellness Providers are certified in CPR, AED and hold national and and/or local certifications.  Please mark all that apply:  
( There are no limitations to participation in an independent exercise regime.

( The use of independent professional exercise equipment is approved with no limitations.
( There are no limitations to a schedule or duration of the independent exercise regime

( There are limitations to his/her participation in an exercise program* (describe below).

     *Additional documentation & a prescription may be required

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________   

Physician follow-up:      ( 12 months         (  6 Months        ( 3 Months       ( Not required
Signed: __________________________________M.D.    Date:______________

Address:_________________________________________________________

Phone:_______________________

Please complete this form and fax to:

Canby 503-263-3728
 Thank you for your assistance!
� HYPERLINK "http://www.clubfithealth.com" �www.clubfithealth.com�   clubfitservice@canby.com


 503-266-6166    	365 S Redwood St.  PO Box 936    Canby Or 97013 








