Physician’s Clearance

Individual information requested for (patient’s name):

Physician’s name:

Physician’s telephone:

Physician’s fax:

Please indicate your recommendation for your patient regarding commencement of increased

physical activity.

1. My patient may participate in any activities without restrictions.

2. My patient may participate in any activities with the following restrictions:

3. | do not recommend that my patient participates in any activities at this time.
Physician’s signature: Date signed:

Return form to:

Phone: Fax:

From M.A. Nutting, 2019, The business of personal training (Champaign, IL: Human Kinetics).
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