
PHYSICIAN AUTHORIZATION FORM 

Patient Name: 
----------------------

Ad c:t r � s s: ----'-'----------------------

Phone Number: Date of Birth: 
---------- -------

Date of Last Exam: 
---------

Height: _____ Weight: ____ Pulse: ____ _ BP 
----

Medical Conditions: 
---------------------

Medications: 
------------------------

A II erg i es, Special Considerations: ________________ _ 

__ Yes my patient can participate. 

__ No my patie.nt cannot participate. 

Physician's Signature: ___________________ _ 

.Print Name: 
-----------------------

Address: 
------------------------

Phone Number: 
-----------

Fax Number: 
------------








