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SOUTH SHORE HOSPITAL COMMUNITY EXERCISE PROGRAM 

PARTICIPANT APPLICATION AND MEDICAL RELEASE FORM 
 

Participant Application: 
 
Name: _____________________________         DOB: _________________ 
 
Address: _______________________________________________________________ 
  Street   town   zip code 
 
Home Telephone: ______________________ Work/Cell Phone: _________________ 
 
Name of Program: _______________________________________________________ 
    
Where did you hear about this program? ____________________________________ 
 
Type of Medical Condition: _______________________________________________ 
 
Registration Fee $________ enclosed ________yes  _________no 
Please make checks payable to: The Outpatient Rehabilitation Center at S.S.H. 
 
If my application for the Community Exercise Program is accepted, and I am permitted 

to participate in this program, I understand and agree that neither the co-sponsoring 
organization or facility, nor their respective chapters, officers, directors, employees, agents, 
members, or volunteers, shall assume or have any responsibility or liability for expenses or 
medical treatment for any injury I may have or that may hereafter occur to me arising out 
of or in  any way connected with my participation in the program. 

 
I understand the program is not a therapy program, nor should it substitute for 

medical treatment.  I also represent and warrant that I am required to seek consultation 
from my doctor about whether I can safely participate in this program and whether there 
are any precautions or limitations to my participation.  I give permission to 
Dr.______________________________ to complete this physician information form.   

 
The Center reserves the right to limit participation of individuals when criteria are not 

met or the safety of the participants, staff, or other group members is compromised.   
 
___________________________________ __________________ 
 Signature                Date 

 
Please send your completed application along with your check to:  The Outpatient Rehabilitation 
Center 55 Fogg Road, South Weymouth, MA 02190.  Attention:  Jennifer Logan, MS  



Physician Clearance Form 
 
 

The Outpatient Rehabilitation Center at South Shore Hospital is 
offering a five-week gym/pool community exercise program.  
Participants must be able to perform exercises independently and be 
free of the contraindications listed below if in a pool program. 
 
If this patient requires individualized attention, a physical therapy 
evaluation can be scheduled.  A separate order is needed for this. 
 
My patient, _____________________ has medical clearance to attend 
South Shore Hospital’s Community Exercise Program.   
 
Please indicate if there are any special precautions or considerations for 
this individual to limit his/her participation in the program. 
 
 
 
 
 
Absolute contraindications to participation in water: 
 

1. Fever over 100 degrees Fahrenheit. 
2. Uncontrolled epilepsy. 
3. Cardiac failure. 
4. Incontinence of bowel or bladder. 
5. Respiratory disease where vital capacity is less than 1500 cm3 and 

careful screening with capacity of less than 1 liter. 
6. Menstruation without internal protection. 
7. Weeping skin infections or open wounds. 

 
 
 
_____________________________________  _______________ 
Physician Signature      Date 
 
Fax number:  (781)340-3518 attn:  Amy Williams 
Please call (781)340-8177 with questions. 


