Step by Step

Physician’s Approval Form
__________________________________ has medical approval to participate in the

Step by Step walking program.

The following restrictions apply (if none, so state):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physician’s signature ______________________________________________________

Physician’s name _________________________________________________________

Street address ____________________________________________________________

City _______________________________________ State__________Zip ___________

Phone __________________________________________________________________

Date ___________________________________________________________________

*Please note that medical consent requirements vary from state to state. You may wish to consult a legal consultant to ensure the use of the proper form.
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