
  

Date:      

Name:           DOB:       

Address:               

Home Phone #:       Work Phone #:       

Physician:         Physician Fax #:       

 
 The above individual wishes to participate in the fitness testing and/or join the Take Charge Fitness 

Program Land and/or Aquatic Program offered at Clinton Physical Therapy Center. 

 The fitness testing is administered by a qualified fitness staff person and includes: a sub-maximal test for 

cardiovascular fitness; body composition analysis; and blood pressure, heart rate, flexibility, and muscular strength 

& endurance measurements.  Only those sections the person is comfortable with and capable of are performed.   

 A specific exercise plan is then prescribed based on the test results, participant needs/interests, and any 

recommendations provided by you.  Our land fitness offerings include step aerobics, weight training classes, 

strength machines and dumbbells, and cardiovascular equipment.  The aquatic program includes water classes of 

varying levels of intensity as well as supervised workout time.  The client is instructed in proper use of the 

equipment and correct exercise techniques and is supervised at all times by qualified fitness personnel. 

 If you know of any medical or other reason why participation in the fitness testing and/or exercise 

programs by the above applicant would be contraindicated, please indicate this below.  Also, please include 

any activities the client should avoid, cautions during exercise, and things he or she should particularly 

work on. 

 If you have any questions about our program or procedures, please call the Take Charge Fitness Program at 

457-8237.  Thank you for taking your time to refer/clear this applicant. 
 

Report of Physician 

 
____ I know of no reason why the applicant should not participate.  

         He/She should work especially on:            

                           

  

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

                      

                         

      

____ I believe the applicant can participate, but he/she should not engage in the following activities:   

                        

                        

 

____ I recommend that the applicant NOT participate. 

 

 

Physician Signature:             Date:     

TAKE CHARGE FITNESS PROGRAM 

at 

Clinton Physical Therapy Center 
 

P.O. Box 916   Clinton, TN  37717 

 

Phone (865) 457-8237 * Fax (865) 463-7825 

 

MEDICAL CLEARANCE FORM 


