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                     G i f t   o f   F i t n e s s 

         Physician Consent Form

Name of Patient:











Patient’s Address:












Patient’s Telephone:





Birthdate:



 

((
Name of Physician:











Physician’s Address:












Physician’s Telephone:





Fax:



   

(Patient’s Name)





 has my permission to take part in the YMCA/NKF Gift of Fitness program, with the following limitations*:

(
No Restrictions or limitations









(
Restrictions/limitations are as follow:































































Physician’s Signature






Date

*The patient is responsible for adhering to the guidelines set forth by his/her physician. 

One copy of this form is kept at NKF.  One copy of form is sent to YMCA.






NKF ( 85 Astor Ave( Norwood, MA, 02062 ( 800-542-4001 ( 781-278-0222 ( FAX: 781-278-0333 (
www.kidneyhealth.org


