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7KLV�SDJH�WR�EH�FRPSOHWHG�E\�5HIHUULQJ�3ULPDU\�&DUH�3K\VLFLDQ�

(Patient) _______________________________, DOB: ______________ wishes to take 
SDUW�LQ�DQ�H[HUFLVH�SURJUDP�DQG�RU�¿WQHVV�DVVHVVPHQW��7KH�H[HUFLVH�SURJUDP�PD\�LQFOXGH� 
SURJUHVVLYH�UHVLVWDQFH�WUDLQLQJ��ÀH[LELOLW\�H[HUFLVHV��DQG�D�FDUGLRYDVFXODU�SURJUDP��
LQFUHDVLQJ�LQ�GXUDWLRQ�DQG�LQWHQVLW\�RYHU�WLPH��7KH�¿WQHVV�DVVHVVPHQW�PD\�LQFOXGH�D�VXE�
PD[LPDO�FDUGLRYDVFXODU�¿WQHVV�WHVW�DQG�PHDVXUHPHQWV�RI�ERG\�FRPSRVLWLRQ��ÀH[LELOLW\��
muscular strength and endurance. Please identify any recommendations or restrictions for 
\RXU�SDWLHQW¶V�¿WQHVV�SURJUDP�EHORZ��3K\VLFLDQV�5HFRPPHQGDWLRQV��

3K\VLFLDQ¶V�5HFRPPHQGDWLRQV��3K\VLFDO�7KHUDS\�5HIHUUDO

,�DP�QRW�DZDUH�RI�DQ\�UHVWULFWLRQV�WRZDUG�SDUWLFLSDWLRQ�LQ�D�¿WQHVV�SURJUDP�

I believe the applicant can participate, but urge caution because:

The applicant should not engage in the following activities:

,�UHFRPPHQG�WKH�DSSOLFDQW�QRW�SDUWLFLSDWH�LQ�WKH�DERYH�¿WQHVV�SURJUDP�
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