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Name: _____________________________________________

Condition: __________________________________________


Medical Exercise Referral

(  Full Fitness Evaluation
(  Flexibility Training

(  Cardiac/Pulmonary Training
(  Balance/Stability
(  Strength/Resistance Training
(  Weight Reduction
(  Hypertensive Training
(  Diabetes Exercise
(  Spinal Stabilization
(  Functional Training
(  Postural Training
(  Post Injury/Rehab

(  Gait Training
(  Strength/Conditioning 

Duration: _____________
      Frequency: ______________

Remarks: ____________________________________________________
________________________________________________________________________________________________________

______________________
________________________
Referral Signature


Date
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