
Patient information

Name:

Date of birth: Gender:

Address:

Phone number: Email:

Emergency contact

Name:

Relationship to patient: Phone number:

Medical information

List of current medications (if applicable): Allergies (if applicable):

Chronic illnesses/conditions (if applicable): Other relevant information:

Medical Clearance Form



Physical examination and test results

Date of last physical examination:

Blood pressure: Other relevant test results:

Blood sugar levels:

Cholesterol levels:

Lifestyle factors and fitness/activity level

Physical activity level: Type of exercise:

Smoking status (if applicable): Alcohol consumption (if applicable):

Dietary restrictions/preferences (if applicable): Other relevant information:



Additional notes/comments

Consent and authorization

I, _________________________, hereby authorize the release of the information provided above to the 

relevant healthcare professionals for the purpose of medical clearance. I understand that this information 

will be used to assess my fitness for ___________________________________________.

Patient’s signature: ____________________________  Date: _______________________________

Physician’s approval

I hereby confirm that I have reviewed the patient’s medical history and provide clearance for

Physician’s name: ______________________________

Signature: _____________________________________  Date: _____________________________
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