Primary and Behavioral Health Care Integration Project (PBHCI)
Medical Clearance Form
Dear Doctor:

Your patient _____________________________________________ wishes to take part in an exercise program that is a component of the San Diego Primary and Behavioral Health Care Integration Project (PBHCI), a program funded by the Substance Abuse Mental Health Services Administration and has signed the attached Authorization for Use or Disclosure of Health Information. The following organizations participate in the San Diego PBHCI: The Council of Community Clinics, Community Research Foundation, Imperial Beach Health Center, Neighborhood Healthcare, and Mental Health Systems. The exercise program may include activities such as walking classes, water aerobics, and/or gentle yoga and similar stretching exercises.
After reviewing the patient’s medical condition(s), please identify any recommendations or restrictions for your patient's participation in the exercise classes. By completing this form, you are not assuming any responsibility for our exercise program.
Physician's Recommendations
Please check one and explain if necessary:
	 
	I am not aware of any contraindications toward participation in a fitness program. 

	 
	I believe the applicant can participate, but urge caution because (e.g. patient taking medication that will raise/lower heart rate)

	 


	 
	The applicant should not engage in the following activities:

	

	 
	I recommend the applicant not participate in the above fitness program for the following reasons:

	

	Physician's signature
	Date

	Physician's name (print)
	Phone
	Fax

	Address
	City
	State & Zip


Primary and Behavioral Health Care Integration Project (PBHCI)
Agreement 

I, _________________________________________, hereby agree to the following:

1. That I am participating in the San Diego Primary and Behavioral Health Care Integration Project’s (PBHCI) exercise program. I recognize that exercise programs require physical exertion that may be strenuous and may cause physical injury, and I am fully aware of the risks and hazards involved.
2. I understand that it is my responsibility to consult with a physician prior to and regarding my participation in the exercise program, and to have my physician complete and sign the Primary and Behavioral Health Care Integration Project (PBHCI) Medical Clearance Form. I confirm that I have signed the authorization for my physician to release my health information concerning my participation in PBHCI’s exercise program.  
3. I agree to assume full responsibility for any risks, injuries or damages, known or unknown, which I might incur as a result of participating in the program.
I have read the above agreement and fully understand its contents.  I voluntarily agree to the terms and conditions stated above.

Full Name (Print): ________________________________________ Date of Birth: _____/_____/_______

Address: _______________________________________________ Apt #: ________________________

City: ___________________________ State: __________________ Zip: __________________________

Phone #: (____)_____________ Cell #: (____)_____________ Emergency Phone #: (____)____________

Patient Signature: _________________________________________ Date Signed: ____/_____/_______

If signed by someone other than the patient, state your legal relationship to the patient: ___________________
Witnessed by: __________________________________________
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