Empowered Fitness Physician’s Release Form 

Physician’s Name______________________________________________Today’s Date ___________________  

Physician’s Telephone______________________________ Location (City) _________________________________  

Patient’s Name___________________________________ Patent’s DOB __________________________________  

Age _________________ Height _________________ Weight ____________________ BMI __________________  

Please check and describe medical conditions: 

High Blood Pressure _________________________________________________________________________  

Cardiovascular Disease ______________________________________________________________________  

Neuromuscular Disease ______________________________________________________________________  

Arthritis/Bursitis __________________________________________________________________________  

Osteoporosis __________________________________________________________________________  

Foot or Knee Problems _______________________________________________________________________  

Neck or Back Problems ___________________________________ cervical_____ thoracic_____ lumbar_____ 

Lung/Pulmonary Disease _____________________________________________________________________  

Gastrointestinal Disease ______________________________________________________________________  

Gallbladder Disease ________________________________________________________________________  

Renal Disease __________________________________________________________________________  

Cancer ___________________________________________________________________________________ 

Diabetes __________________________________________________________________________________  

Obesity ___________________________________________________________________________________  

Metabolic Disease __________________________________________________________________________  

Hyperlipidemia _____________________________________________________________________________  

Immune System Disease _____________________________________________________________________  

Psychological Disorder _______________________________________________________________________  

Anorexia / Bulimia __________________________________________________________________________  

Depression _______________________________________________________________________________ 

Pregnant _________________________________________________________________________________  

Other ____________________________________________________________________________________  

Physician’s comments regarding patient’s medical condition(s), medications, allergies, etc. 

______________________________________________________________________________________________________ 

__________________________________________________________  

Physician signature block for release of patient, to exercise under prescribed guidelines. 

Signature:_____________________________________________    Date: __________________  

