
Physician Approval Form

Date _______/_______/_______

Patient Name ____________________________________ Patient Age _______ Patient Date of Birth ______/______/______
Dear Dr. ________________________________Rt. # _______ Phone# ____________________Fax#____________________

The above patient of yours wishes to begin participation in an exercise program at Hudson Valley Peak Performance. The American College of Sports Medicine recommends a Physician Approval before participating in an exercise program if the patient demonstrates 2 or more risk factors with symptoms, has known heart disease, or answers yes to any questions on their PAR-Q. Through our initial consultation it was determined that the above patient of yours demonstrates the following risk factors, symptoms and/or known disease:

Risk Factors:

___Age (Men > 45; Women > 55)

___Hypertension (> 140/90 or anti-hypertensive medication)

___Current cigarette smoking

___Hypercholesterolemia (Total > 200mg/dl or HDL < 35mg/dL)

___Diabetes Mellitus (IDDM > 30 years of age or NIDDM > 35 years of age)

___Sedentary lifestyle/physical inactivity

___Family History (MI or sudden death before 55 years in father or other male first degree 


relative, or before 65 years on mother or other female first degree relative)
Symptoms:
___Pain, discomfort in the chest, neck, jaw or arms
     ___Dizziness or syncope
     ___Known heart murmur

___Shortness of breath at rest or with mild exertion
     ___Palpitation or tachycardia          ___Musculoskeletal 

Known Disease or Injury:

___________________________________________________________________________________________________

___________________________________________________________________________________________________

We require your recommendations and/or approval prior to this patient initiating participation in the program.  If you have any questions or would like to further discuss this patient please contact Cortney Whitebay at (845) 240-0587 or HudsonValleyPeakPerformanc@gmail.com. 

Please advise by checking the appropriate box and signing below.  Thank You
(     Full Approval: Fitness Evaluation, Aerobic Training (60-85% of age predicted MHR), Strength & Flexibility Training

(     Approval with the following restrictions: _____________________________________________________________

    _____________________________________________________________

​​​(     Recommended Medical Examination prior to initiation of program.

(     Recommended Clinical Stress Test prior to initiation of program.

Physician Signature: ________________________________________________________ Date: _______/_______/_______
Return to: Cortney Whitebay, M.A. Exercise Physiologist

Phone: (845)240-0587

Email: HudsonValleyPeakPerformance@gmail.com

