
PHYSICAL EXAMINATION 
(To be completed by Physician/ Licensed Practitioner) 

 

Name ____________________________________________________ 

DOB _________________________  SSN: ___________________________________ 

Address _______________________________________________________________ 

City___________________________ ST________ ZIP ________________ 

Height __________  Weight __________ 

General Appearance_____________________________________________________ 

Vision _____________________________________ 

Corrective Lenses? ______________ 

Hearing __________________________ Blood Pressure_____________________ 

Laboratory and other Special Findings ______________________________________ 

______________________________________________________________________ 

Convulsions/ Seizures?_________________________  Allergies __________________ 

Any activities that should be restricted?______________________________________ 

Medications_____________________________________________________________ 

_______________________________________________________________________ 

Any reason this individual cannot participate in Joyful Heart Training Center program? 

____________________________________________________________________ 

Physician/Practitioner Name____________________________________________ 

Address _____________________________________________________________ 

License #:_________________________________________State_______________ 

Physician/ Practitioner Signature_________________________________________ 

Date_________________________ 

Joyful Heart Training Center, LLC 

1200 S. Pinellas Ave., suite 14 

Tarpon Springs, FL 34689 

Phone: 727-940-3573 
 


