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Medical Clearance Form

Return Medical Clearance form to:

David Simmons, Personal Training Coordinator

May Center for Health, Fitness & Sport

92nd Street Y

1395 Lexington Ave.

New York, NY  10128

Fax: 212.415.5789

Dear Doctor:

Your patient wishes to engage in a health & fitness program, at the May Center for Health, Fitness & Sport at the 92nd Street Y.

It is necessary that the medical clearance below be signed and STAMPED WITH A PHYSICIAN’S SEAL documenting that a medical examination has been performed on your patient.

I have examined ___________________________________ on __________________

                                                                                                        (Date of exam)  

I have found the following:

_____________ 
She/ He may participate fully in a vigorous physical activity program consisting of aerobic exercise, resistive exercise and range of motion (flexibility) exercise without limitation.

______________
She/ He may participate in a vigorous physical activity program with the following restrictions (please include a brief description of any medical condition that might affect her/ his programs).

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________
I have prescribed additional screenings for my patient (i.e. Graded Exercise Test, etc.) and, therefore, recommend that his/her membership remain on medical hold at this time.  Once I have reviewed the results, I will provide specific guidelines for introducing exercise.
Physician’s Signature: _______________________________  Date: _______________
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