
MEDICAL CLEARANCE FORM 

Dear Doctor: 

_____________________________________________ has applied for enrollment in the fitness 
        (Name of applicant) 

testing and/or exercise programs at the Dublin Community Recreation Center.  The fitness testing 
program involves a submaximal test for cardiorespiratory fitness, body composition analysis, flexibility 
test, and muscular strength and endurance tests.  The exercise programs are designed to start easy and 
become progressively more difficult over a period of time.  A more detailed description of the testing and 
exercise programs is available upon request.  Qualified personnel trained in conducting exercise tests and 
exercise programs will administer all fitness tests and exercise programs.  

By completing the form below, you are not assuming any responsibility for our administration of the 
fitness testing and/or exercise programs.  If you know of any medical or other reasons why participation 
in the fitness testing and/or exercise programs by the applicant would be unwise, please indicate so on 
this form. 

If you have any questions about the Dublin Community Recreation Center fitness testing and/or exercise 
programs, please call 614.410.4584 

Report of Physician 

□ I know of no reason why the applicant may not participate.

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

_________________________________________________________________________________________________________________

□ The applicant should not engage in the following activities: ____________________________________________

_________________________________________________________________________________________________________________

□ I recommend the applicant NOT participate in fitness testing and/or exercise programs at this time.

Physician’s signature: _______________________________________________________________ Date: _______________________ 

Address: ____________________________________________________________________Telephone: ____________________________ 

City and State: ________________________________________________________________________ Zip:__________________________ 

Please email to: 
Dublin Community Recreation Center 
Travell Wright 
Fitness Program Coordinator 
twright@dublin.oh.us 
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