[image: image1.png]Pink Ribbon
Life and Wellness
Fitness Systems

ko pinkribloon ffasystems.com





MEDICAL RELEASE FORM
Date: _______________, 20____

To Whom it may concern:

Your Patient: Mr. / Ms. ________________________________ wishes to start a general physical and wellness training program.

Mr. / Ms. _____________________will be partaking in customized post-cancer fitness training activities ______ times per week that will engage the entire musculoskeletal structure through the use of flexibility, balance, stability and weighted resistance exercises focused primarily on regaining or surpassing his/her pre-cancer fitness level (quality of life).
 In addition, Mr. / Ms. ____________________may also intend to engage in cardiovascular activities ______ times per week using the methods appropriate for his/her stage of recovery, overall physical condition, acute or chronic physical limitations, and general lifestyle.
This document is very important.  With your assistance, his/her exercise program will be designed and conducted to encourage a safe and progressive physiological response so that his/her physical conditioning, wellbeing and body composition are brought to improved levels.

Bodily Injuries:

Your patient has likely suffered a variety of cancer-related injuries (surgical, chemical, radiation or other treatment induced) to the body that might limit his/her ability to perform supervised flexibility, balance, stability, resistance, aerobic, and/or cardiovascular exercises.  Please list the relevant injuries so that the Trainer can construct the proper fitness prescription.  

Date:_________________  Injury:____________________________________________________________________

Limitations/Recommendations_______________________________________________________________________

Date:_________________  Injury:____________________________________________________________________

Limitations/Recommendations_______________________________________________________________________

Date:_________________  Injury:____________________________________________________________________

Limitations/Recommendations_______________________________________________________________________

Date:_________________  Injury:____________________________________________________________________

Limitations/Recommendations_______________________________________________________________________

Medications:
Is your patient taking medication that will affect his/her heart rate response to exercise? If yes please indicate the manner of the effect (raises, lowers or has no effect on heart-rate response):

Type of medication _______________________________________________________________________________

Effect __________________________________________________________________________________________

Is your patient taking ANY kind of medication that will potentially mask other types of common contraindicator symptoms such as pain in the legs, arms and chest?
Type of medication _______________________________________________________________________________

Effect __________________________________________________________________________________________

Type of medication _______________________________________________________________________________

Effect __________________________________________________________________________________________

Type of medication _______________________________________________________________________________

Effect __________________________________________________________________________________________

Please identify any recommendations or restrictions that are appropriate for your patient as part of this exercise program:

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________
Mr. / Ms. __________has my approval to begin an exercise program with the recommendations or restrictions stated.

Signed _______________________________________ Date _________ Phone ________________

Thank you,
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K. Dale Cooper

Certified Personal Trainer, NFPT, NASM
3009 Cross Creek Court

Oak Hill, Va. 20171

703.593.0647
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