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PHYSICIAN PHYSICAL ACTIVITY READINESS CLEARANCE

Patient Name:__________________________________________________________________

Date:_________________________________________________________________________

I, ____________________________________________________________________________
hereby give consent to my physician,

______________________________________________________________________________
to disclose my physical activity readiness and health metrics such as weight, BMI and blood pressure to Hands-On Weight Management Inc. for the purposes of tracking my progress through the year long program. 

_____________________________________________________________________________
Patient Signature

Dear Physician,

Your patient has expressed interest in participating in the Hands-On Weight Management Inc. program.  This will include light physical activity, which will primarily include walking and potentially light strength training, depending on your recommendations. Although evidence demonstrates that becoming more active is very safe for most people and yields many health benefits, it is important to identify clients who may need a more thorough evaluation before becoming much more physically active.

We will only commence working with program participants if we have been instructed that, according to your physical examination, you foresee no complications with your patient beginning this light physical activity.  We also expect your patient to book and appointment with you on a monthly basis to monitor their condition and progress over the next 12 months.

As a complete program, your patient will be referred to a mental health professional of their choosing, as well as a dietitian.  Please include any relevant health information our dietitian needs to be aware of for meal planning and grocery shopping.


Based upon my review of the health status of 					                     , I recommend: 



Unrestricted physical activity based on the Canadian Physical Activity Guidelines – start slowly and build up gradually. 

Progressive physical activity: 									

With complete restriction of: 									

With avoidance of: 										

With careful inclusion of: 									

Patients beginning weight:										

Patients beginning blood pressure: 									

Patients beginning BMI (if available): 								

Any relevant health information that we need to be aware of for exercise planning purposes:

													

													

													

 								
PHYSICIAN NAME (PLEASE PRINT) 

								
PHYSICIAN SIGNATURE

								
SIGNED DATE (YYYY/MM/DD) 

								
PHYSICIAN PHONE NUMBER AND ADDRESS

PLEASE NOTE: This Physician Physical Activity Readiness Clearance is valid for a maximum of one year from the date it is completed, and becomes invalid if the patient’s medical condition worsens.

PHYSICIAN NOTES TO DIETITIAN 

Patient Name:__________________________________________________________________

Date:_________________________________________________________________________

I, ____________________________________________________________________________
hereby give consent to my physician,

______________________________________________________________________________
to disclose my health metrics such as weight, BMI and blood pressure, as well as food allergies and any other relevant health conditions required for meal planning purposes to my dietitian contracted by Hands-On Weight Management Inc.  I will send this completed form to the dietitian myself prior to my initial meeting with the dietitian.

_____________________________________________________________________________
Patient Signature

Dear Physician,

Your patient has expressed interest in participating in the Hands-On Weight Management Inc. program.  This will include exercise, grocery shopping, coaching and cooking classes as a community.  As a complete program, your patient will be referred to a mental health professional of their choosing, as well as a dietitian.  Please include any relevant health information our dietitian needs to be aware of for meal planning purposes.


												

												

												

												

												





Patients beginning weight:									_____

Patients beginning blood pressure: 								_____

Patients beginning BMI (if available): 								

 								
PHYSICIAN NAME (PLEASE PRINT) 

								
PHYSICIAN SIGNATURE

								
SIGNED DATE (YYYY/MM/DD) 

								
PHYSICIAN PHONE NUMBER AND ADDRESS
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