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RECORD REQUEST

Date: _________________

In order to comply with all patient confidentiality guidelines, we request that you complete this release form, which will allow us to communicate with your physician, therapist, coach or other provider, if we have any concerns related to your medical history. If you do not currently have a physician, please list your most recent physician’s information and date of last visit. 
	
We are requesting that health care provider consent be issued to:

GVSU Recreation & Wellness Center
Attention: Allison Brandt, Assistant Director- Fitness & Wellness
D135 Recreation Center
Allendale, Michigan 49401-9403

Provider’s Name: _________________________________________________

Provider’s Address: _______________________________________________

Print name: I, _______________________________, am aware that the Grand Valley State University Fitness & Wellness Center is communicating with my health care provider and hereby give permission to do so.

Client Information:
Name: 	
Signature: 	
Date of Birth: ________________Phone Number: 	
Address: 	
Reason for requesting records:   Participation in GVSU’s Personal Training services

GVSU Recreation & Wellness
1 Campus Drive, D135 Recreation Center, Allendale, MI 49401-9403
616.331.3659 phone · 616.331.3960 fax
rec@gvsu.edu
gvsu.edu/rec


Date: _________________

________________________, has requested the services of our Personal Training program at Grand Valley State University. The individual will be involved in a regular exercise program. Therefore, we are requesting medical clearance prior to beginning an exercise program due to the presence of one or more risk factors found in the client’s medical records. 

Please fax the completed form to 616.331.3960.

Thank you,


Allison Brandt
Assistant Director
Recreation & Wellness
Grand Valley State University

Please mark where appropriate.
☐ The patient is cleared for exercise.
☐ The patient is cleared for exercise with restrictions and/or modifications. 
	Exercise Restrictions and/or Modifications: 
	________________________________________________________________________
	________________________________________________________________________
	________________________________________________________________________
☐ The patient is NOT cleared for exercise.

Print Name: ___________________________ Signature: ___________________________ 
         			Authorization				         Authorization

We appreciate your assistance. 
Updated August 2025
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