Susan Fink, NSCA-CPT

1487 S. Crest Drive
Los Angeles, CA  90035

323-574-4802   FAX 323-965-0941
stlfink@aol.com

PHYSICIAN’S REFERRAL FORM PERTAINING TO A FITNESS EVALUATION

AND PREVENTIVE PROGRAM OF EXERCISE

Dear Doctor: ____________________________

Your patient ___________________________________ has contacted me regarding creating and monitoring a fitness program which will include strength training exercises and possibly some cardiovascular exercises. The purpose of this fitness program is to maintain and increase functional strength, increase and maintain bone health, and promote overall physical and emotional well being.   In addition, other parameters related to a health improvement program are discussed with the participant. It is important to understand that this program is preventive and is not intended to be rehabilitative in nature.      

In the interest of your patient and for my information, please complete the following:

A. Has this patient undergone a physical examination within the last year to assess functional capacity to perform exercise? Yes ____  No ____

B. I consider this patient (please check one):

____ Class I: presumably healthy without apparent heart disease eligible to participate in an     unsupervised program.

____ Class II: presumably healthy with one or more risk factors for heart disease eligible to participate in a supervised program.

____ Class III: patient not eligible for this program, and a medically supervised program is recommended.

C.  Does this patient have any pre-existing medical/orthopedic condition (s) requiring continued or   long- term medical treatment or follow-up? Yes ____  No ____

Please explain: ______________________________________________________________________              

        __________________________________________________________________________________

        __________________________________________________________________________________

D. Are you aware of any medical condition (s) that this patient may have or may have had that could be worsened by exercise?  Yes ____  No ____     (if yes, please note under Comment Section)

E. Please list any currently prescribed medication (s) and those that will affect heart rate response to exercise. Please include the type of medication; the effect; and any restrictions.

__________________________________________________________________________________ 

       __________________________________________________________________________________

       __________________________________________________________________________________

F. Please provide specific recommendations and/or list any restrictions concerning this patient’s health status as it relates to active participation in a fitness program.

__________________________________________________________________________________  

       __________________________________________________________________________________

       __________________________________________________________________________________

       Comments:_________________________________________________________________________

       __________________________________________________________________________________

       __________________________________________________________________________________

Referring physician’s signature: ______________________________________________

Date: _______________________
Client’s Name: ____________________________________________

Phone (H): __________________
Phone (W): __________________

Address: _________________________________
_________________________________ 
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