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physician’s clearance

patient’s Name 		  age	 date of last physical exam

This record must be signed by the physician or stamped and verified by a typed letter on the provider’s letterhead. The physican’s 

clearance form will not be accepted without such proper verification.

This patient may participate fully in a physical activity program consisting of cardiovascular, strength and 
flexibilty training without limitation.

This patient may not participate fully in a physical activity program consisting of cardiovascular, strength and 
flexibilty training without limitation.

This patient may participate in a physical activity program consisting of cardiovascular, strength and flexibilty 
training with the following limitations and/or recommendations:

Please include a brief description of any medical condition that might affect his/her physical activity program.

If this patient is on any medication that may affect the heart rate or the blood pressure response to exercise 
(elevating or suppressing), please indicate:

I consider the above individual to be:

	N ormal 	 Cardiac Patient	 Prone to Coronary Heart Disease		O  ther (please explain):

Please fill in the following information if available:

Result of last GXT

Glucose

HDL-C                                         LDL-C

Blood Pressure

Total Serum Cholesterol

Triglycerides

Physican’s Signature: 				    date


