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Patient name ________________________________________  Date of birth __________________________ 
 
PHYSICIAN REMINDERS 
1. Consider additional questions on more sensitive issues 
    • Do you feel stressed out or under a lot of pressure? 
    • Do you ever feel sad, hopeless, depressed, or anxious? 
    • Do you feel safe at your home or residence? 
    • Have you ever tried cigarettes, e-cigarettes, or chewing tobacco? 
    • Do you drink alcohol or use any other drugs? 
    • Have you ever taken anabolic steroids or used any other performance supplement? 
    • Have you ever taken any supplements to help you gain or lose weight or improve your performance? 

 

1Consider electrocardiography (ECG), echocardiography, referral to a cardiologist for abnormal cardiac history or examination findings, or a combination 
of those.  

❑ Cleared for full participation 
❑ Cleared after completing evaluation/rehabilitation for:  

___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________ 

 
❑ Not cleared for: ________________________________________Reason: ____________________________________ 

 
Name of healthcare professional (print or type): __________________________________________________________Date _________________ 
 
Address _________________________________________________________________________Phone  ____________________ 
 
Signature of healthcare professional (MD, DO, NP, PA-C): _________________________________________________________________________ 


