} Medical Fitness

and Wellness Group

MEDICAL EXERCISE PRESCRIPTION REFERRAL FORM

PATIENT'S HAME: DOB: DATE:

HEALTH CARE PROVIDER'S NAME: SIGNATURE:
_________________________________ S o< N S
PRESCRIBED SERVICE(S) | REFERRAL TO HEALTH & FITHESS PROFESSIONAL

[ Medical Exercise for Chronlc Conditions

[ Exercise {strength tralning/Cardic) for Welght Loss
[ mutritlon for Weight Loss

O Corrective Exerclse for Core Strengthening

[ medical Massage Therapy/Stretch Therapy

O other

PHYSICAL ACTIVITY RECOMMENDATIONS

Mame: Medical Filness and Wellness Group

Phone: 7/0-623-4078
Address: 10700 Medlock Bridge Road
Suite 105 Johns Creek GA, 30037

Wab Site: www.exercisedprevention.com
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Medical Fitness and Wellness Group
10700 Medlock Bridge Road, Suite 105, Johns Creek, GA 30097
Phone: 770-623-4078
www.exercise4prevention.com



