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SENIORS’ EXERCISE PROGRAM
___________________________________   ___________________________________________  
Last Name
                                                   First Name



__________________​​​​___________   __________________​​​​_____________   ________________​​​​_

Street Number & Name 
          City 
                                                   Postal Code

___________________________________________        __________________________________

Phone Number                                                                            Birth Date (Month / Day / Year) 
PHYSICAL ACTIVITY READINESS QUESTIONNAIRE

Please assist the CPHC Exercise & Fall Prevention / Gentle Fit program to design a safe and effective physical activity program for you by answering the following questions:

 YES
       NO

______    ______
Has your doctor ever said that you have a heart condition and


you should only do physical activity recommended by a doctor?

______    ______
Do you feel pain in your chest when you do physical activity?

______    ______
In the past month, have you had chest pain when you were not 


doing physical activity?

______    ______
Do you lose balance due to dizziness or do you ever lose 


consciousness?

______    ______
Do you have a bone or joint problem that could be made worse 


by change in your physical activity?

______    ______
Is your doctor currently prescribing drugs for your blood 


pressure or heart condition?

______    ______
Do you know any other reason why you should not do physical 


activity?
MEDICAL PERMISSION WAIVER

If you answered ‘YES’ to one or more question, or if you are 69 years of age and not used to being physically active, please talk to your doctor by phone or in person BEFORE you start becoming much more physically active.

You are advised to consult your physician before beginning any exercise program.  Please sign below to confirm that you have been informed regarding possible medical concerns and that you have chosen not to consult your doctor.

___________________________________   ________________________________    _______________  
Print Name
                                                     Sign Name
                                       Date
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