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Medical Clearance for Fitness Training

At Race to Walk safety is our primary concern, and for that reason we comply with the health and fitness standards of the American College of Sports Medicine and the National Strength and Conditioning Association.  In order to ensure your experience be as safe as possible, we require each client to obtain medical clearance from their physician prior to starting our fitness training program.
I hereby give my physician permission to release any pertinent medical information from my medical records to the staff at Race To Walk.  All information will be kept confidential.

_________________________________

____________________

      Client Signature




     Date

---------------------------------------------------------------------------------------------------------------------------------------------------------
For Physician Use Only

Race to Walk offers an intensive exercise therapy program for people living with paralysis.  Training may include active/passive upper and lower body cycling, active/passive range of motion movements, weight training, full weight-bearing including standing, progressive resistive exercises, mat/balance training, weight-supported treadmill training, cardiovascular training, use of electric muscle stimulation, and whole body vibration training.
Please check one of the following statements:

􀂅 I concur with my patient’s participation with NO RESTRICTIONS.

􀂅 I concur with my patient’s participation in an exercise program if he/ she restrict activities to: _________________________________________________________________________________________________
􀂅 I DO NOT CONCUR with my patient’s participation in an exercise program (if checked, the individual will not be allowed to participate at Race to Walk). Reason: ___________________________________________________________________________
Is this client safe to participate in weight-bearing activities? 
Yes
No 
    Date of last bone density scan __________________ Osteopenia / Osteoporosis?    Yes    No
Is client on any medication(s) that could affect blood pressure or balance? __________________________________________________________________________________________________
Please comment on client’s cardiopulmonary health and indicate acceptable level of exercise intensity: __________________________________________________________________________________________________
Other Medical Precautions / Recommendations __________________________________________________________________________________________________
􀂅 I would like Race to Walk to provide me with quarterly updates as to my patient’s progress.
􀂅 I would like to see my patient focus on the following:
􀂅 Balance

􀂅 Conditioning 

 􀂅 Other (Describe) ___________________
􀂅 Gait Mechanics
􀂅 Strength Training
____________________________________
􀂅 Coordination

􀂅 Flexibility

____________________________________
Physician Name (Print): _______________________________ Clinic Address: __________________________________
Physician Signature: ___________________________________________ Date: ________________________________
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