
Medical Referral Program

ProEx: A progressive, 

professional, and proactive 
approach to your health

Healthcare professional referral form

Patient name  __________________________  Date of Birth  __________________

Patient phone  ______________________________

Type of wellness program: (Please select one)

□ Cardiac
□ Pulmonary
□ Oncology (specify: ________________ )
□ Orthopedics (specify: ________________ )
□ Other (specify: ________________ )

Patient is cleared for unsupervised exercise?

□ Yes   □ No

Precautions/special conditions for this patient: (List below)

_____________________________________________________________________

_____________________________________________________________________

Provider name (Please print)  ____________________________

Provider signature ________________________  Date ________________

Provider phone __________________  Provider fax __________________


