Directions regarding Consent Form
for your

Physician or Primary Care Provider

As we discussed, attached please find a consent form to be signed by you and your Physician or Primary Care Provider.

Please (1) print form (2) complete Part 1 including signature and (3) give to your doctor or primary care provider to complete and sign Part 2.

Also, (4) please ask them to fax it to me as indicated on the form itself. 

As always, please don’t hesitate to ask if you have any questions.

Thank you very much,

Debora Reilly, Certified Health Coach

In Balance Coaching Program

10 Dolphin Drive

Latham, NY 12110

Email: Debora@InBalanceWithDeb.com
Voice: 518-608-4711

Fax: 815-642-0627

Consent Form

Physician or Primary Care Provider
Your patient, _______________________ is interested in Coaching as provided by Debora Reilly and HealthCoachng U.com and has authorized you to release the information below.  To help assure the safety of the program, we are requesting that you complete this form and fax it to 815-642-0627 so that we can follow your recommendations.  Thank You.  

Debora Reilly, In Balance Coaching Program & HCU Coach, 518-608-4711

---------------------------------------------------

PART I

I, (Patient, please print)____________________________________, give my consent release ony appropriate medical information to Debora Reilly and HealthCoachingU.com.

PATIENT SIGNATURE: ___________________________  Date: ___________

Address (City/State/Zip): _______________________________________________________

Phone: ___________________________________ Email: __________________________

PART 2

PHYSICIAN OR PRIMARY CARE PROVIDER (please print):

Name: ______________________________________________________________________

Address: ___________________________________________________________________

City: _________________________________ State: ___________  Zip: ____________

Phone #: ________________________________________ Email: __________________

(1) NO RESTRICTIONS

___  I have informed my patient of potential adverse health consequences of exceeding my prescribed recommendations concerning acceptable levels of exercise, dietary changes, or anything else I think is relevant, if there are any.  There are no restrictions I need to specify to Debora Reilly, Coach or HCU.com.

(2) RESTRICTIONS

My patient is restricted from participating in the health coaching activities/program I have indicated below.  I have indicated specific guidelines and/or restrictions for my patient.

MY PATIENT IS NOT PERMITTED TO PARTICIPATE IN:

___ Aerobic Activities (e.g.: walking, rowing, stair climbing, aerobics, elliptical trainer)

___ Strength Activities (e.g.: machines, free weights, bands, body resistance)

___ Flexibility (e.g.: stretching exercises, yoga)

SPECIFIC EXERCISE, DIETARY, and/or OTHER RELEVANT GUIDELINES/RESTRICTIONS:

____________________________________________________________________

____________________________________________________________________
PHYSICIAN OR PRIMARY CARE PROVIDER’S SIGNATURE;

__________________________________________ Date: _________________

