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“Improving Lives Through Exercise”

BEFORE BEGINNING ANY EXERCISE PROGRAM PLEASE CONSULT YOUR PHYSICAN.

ALL INFORMATION IS CONFIDENTIALINTAKE EVALUATION- PLEASE PRINT CLEARLY
Date:_____________

Name:______________________________________________Age___Height ______Weight________

Mailing Address:______________________________________________________________________

City, State, Zip:_______________________________________________________________________

Physical Address (if different from mailing)_________________________________________________

Telephone Number:____________________Emergency Contact and Number:_____________________

Email Address:________________________________________________________________________

Referred by:___________________________________________Number:________________________

Disability:____________________________________________________________________________

Date of Disability:______________________________________________________________________

Have you been in therapy?    Yes    No      If so when?_____________Where? _____________________

For how long?________________________________________________________________________

Do you have any restrictions?_____________________________________________________________

What are your physical limitations? (i.e. right side weakness, flexibility, paralysis)  __________________

_____________________________________________________________________________________

What were you working on in therapy? (i.e. walking, standing, range of motion)____________________

____________________________________________________________________________________

What goals do you wish to achieve while attending this program?________________________________
____________________________________________________________________________________
Do you have heart disease?  Yes   No
 Diabetes?   Yes   No  
COPD?    Yes   No    

Medical Devices:
Implantable Cardioverterdefibrillator (ICD)  Yes  No 
VP Shunt   Yes
No

Pacemaker Yes   No
Implantable device for seizure management  Yes  No

Other:_______________________________________________________________________________

Are you taking any medications that will effect your response to exercise?_________________________
Signature of participating individual_______________________________________________________

Signature of parent or guardian________________________________________Date:______________

PLEASE NOTE THAT THIS IS AN EXERCISE PROGRAM ONLY.  IN NO WAY SHOULD THIS REPLACE PHYSICAL THERAPY.
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