JOHN JAY COLLEGE CARDIOVASCULAR FITNESS CENTER
899 1l0th Avenue Room 601T
New York, NY 10019 Tel.# (212) 237-8633

MEDICAL REFERRAL FORM FOR PARTICIPATION IN CARDIOVASCULAR EXERCISE PROGRAM

Patient's Name_ - ' Date
Last’ First : Initial
Address ' Age Phone
| SS#
Ip case of emergency notify: Phone
Personal Medical History (To be completed by applicant)
CONDITION YES NO CONDITION YES NO
Allergies Heart
Asthma Injuries
Cancer,Cysts,Tumor,etc Kidney
Epilepsy Convulsions | .Musculo—skeleEAl
Dribetes . _ Nervous
Drug habit Rheumatic Fever
Eérs : _  Thyroid
Eves . . Tubérculosis
Faintiﬁg _ Venereal Disease
Gastro Intestinal |

Describe any ltem checked YES:

]

List any prev%@us serious illnesses:

\\ Date
Checked box ifiany physicdl handicaps:
A wheelchair Bound E Neurological Impairment (Polio,
- Cerebral Palsy, etc.)
S______ 3lind or Partially Sighted S Speech Impairments
C___ Use Braces or Crutches G Others-Describe
D

—— Deaf or Hard of Hearing

Descr-ize Disability Briefly:




Thé.FdLlowina.Informa;icﬁ iS.RECUireg

Patient's Name____ " _ . .. S5#

Height=___;__; Weight;_____ Blood Pressure§1 systolic____;_;.Diastelic

'Present Medication:
Purpose of Medication:

1

lagnostlc Data- Et1oloq1,  Bresent Physlcal Act*vr;y Electrocardlocraﬂ1ththm-

1.NQ Heart Disease , 1,Very Active . = - 1l.Normal 1.8inus

2.Rheumatic. Heart Disease . 2.Normal . . 2, iAbngrmal 2.%*Other
3. Congenltal Hedrt Dlsease - 3.Limited -
4 .Hypertension ' 4 .Very Limited -z“ﬁ“4/“@“‘ﬂaédé“ﬁ“ﬁ”*Aﬁgﬂy

5.Ischemic Heart Disease . o guiiidoliras bs aloctrzcarcinpram
6 *Other S i ol naguired for prodpeclive menldori.

* Please explaln above abnormalities
_ Ty :

T Sl

'“épeéiffcﬂéardiac diaqﬁOSis}.

S I . . , — S - Describe
-l Normal | Abnormal Impression Of The Following | Remarks | Abnormalitlies

“~Head and Neck -

-Eyes

Ears, Heaang

Cheet, Breast Lungs

‘Heart

Hernia

| Spine. .and Musculo-skeletal

-Skinfaﬁd‘Ideﬁtifying%MaERS'-'“

Neurologic -

Psychiatric . .
The sanature 'below indi cates that__. - _ "(applicant s Tiame) -
is in good health and capable of full part;c1pation in a v;gorous exerCLSe
PrOgram
Signe @ M.D. Date:

'TYPe or prlnt name of thSLCLaﬂ

Address: L e - :

Phone# , . : Office Hours:

Pledse provide the followxng Lnformatlon lF avallable (not requlreq)

Blecod Count.'Hbge Het . ' w.e.c. .'Glucose,z "_ cholesterol<g¢x

CH.DLL._ " L.D.L._.___ Triglyceride

ECG Resting and/or G.X.T. (enclose copy withfiﬁterpretation)



