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PRENTAL EXERCISE – MEDICAL CLEARANCE FORM 

 
 
 

Contraindications to exercise: please review with your healthcare professional. If you have stated “yes” to any of the questions, 
your healthcare provider needs to provide clearance that exercise is indicated:  
ABSOLUTE CONTRAINDICATIONS 

Does the patient have: 

1. Ruptured membranes, premature labour 

2. Persistent second or third trimester bleeding/placenta previa 

3. Pregnancy-induced hypertension or pre-eclampsia 

4. Incompetent cervix 

5. Evidence of intrauterine growth restriction 

6. High-order pregnancy (triplets) 

7. Uncontrolled type-I diabetes, hypertension or thyroid disease, other serious cardiovascular respiratory or systemic diseases 
 

RELATIVE CONTRAINDICATIONS 

Does the patient have: 

1. History of spontaneous abortion or premature labour in previous pregnancies 
2. Mild/moderate cardiovascular or respiratory disease (e.g., chronic hypertension, asthma) 
3. Anemia or iron deficiency 
4. Malnutrition or eating disorder 

5. Twin pregnancy after 28th week 

Yes            No 

 

            

            

            

            

            

            

            
 

 

 

            

            

            

            

            

To be completed by doctor/ physician 

Recommended/approved:    Contraindicated  
 

Any further details of physical activity recommendation______________________________________________________________________________________________ 

 

 

NOTE: risk may exceed benefits of regular physical activity. The decision to be physically active or not should be made with qualified medical advice. 
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Declaration  

 

I, __________________________________ (patient’s name), have discussed my plans to participate in physical activity during my current pregnancy with my health care 

provider and I have obtained his/her approval to begin participation. 

Signed: ________________________________________________ (patient’s signature) 

Name of Healthcare provider: ______________________________________________________ 

Signature of Healthcare provider: ___________________________________________________ Date: _________________________ (of both signatures above) 

To be completed by Ante/Post Natal practitioner only: 

Date received: ______________________________________ 

 Notes: 
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INFORMED CONSENT FOR PARTICIPATION IN AN EXERCISE TRAINING PROGRAM 
FOR CURRENT AND/OR ANY FUTURE RELATED SERVICES WITH PREGNANCY BABY AND ME 

 
 
Please read the following information and tick the box if you have read and understand the statement.  

 
 

 Explanation of tests: You may perform a number of tests/ assessments specific to your injury/condition. 
Regarding exercise, this may include efforts such as bending forward, pulling, lifting, walking and stair climbing. 
The assessment will stop if you show signs of intolerance. Regarding diet, this may involve a reflective 
questioning of dietary patterns. You are free to terminate the assessment at any time. 
 

 Benefits to be expected: The results of the assessment will be used to determine your suitability to 
undertake active treatment or dietary changes to help decide on the best type of treatment.  
 

 Freedom of consent: Your permission to perform this assessment is voluntary. You are free to stop the test/ 
assessment at any point if you so desire.  
 

 Inquiries: Any questions about the methods used in the assessment or the results of your test are 
encouraged. If you have any concerns or problems, please ask your practitioner for further explanations.  
 

  Acknowledgment: I acknowledge that I am responsible for discussing the rare risks associated with my 
proposed care which may include, although not limited to muscle and joint soreness, sprains and strains, nausea 
and dizziness, fractures, disc injuries, strokes, heart attack, hypoglycaemic episodes (or like episodes) and/or an 
exacerbation and/or aggravation of my underlying conditions. I acknowledge that I will ask questions about the 
nature, extent and purpose of the proposed care and I remain responsible for making a decision to consent for 
the care to proceed. I acknowledge that I am aware of and understand the potential risks, and that results are 
not guaranteed. I do not expect the practitioner to be able to anticipate all potential risks and complications 
associated with the proposed care. 
 

 Informed Consent: I have read this form and have had the assessment procedures explained to me. I have 
had the opportunity to ask questions that have been answered to my satisfaction. I consent to participate in the 
assessment. I also give permission for Pregnancy Baby and Me to disclose details of my pre‐assessment medical 
screen questionnaire and the results of the assessment and my treatment with the treating parties.  
 
Name: 
 
 _____________________________________ 
Patient’s Signature:                                                                           Date:   
(Parent or Guardian to sign if patient is under 18 years) 
 
_______________________________________________         ____________________________ 
   

Privacy Disclaimer: We take every precaution to keep email and fax correspondence secure and confidential. 

However, with any system there is always a small risk that e-mail and fax communication can be intercepted 

in transmission or misdirected.  

I have read and understand the privacy disclaimer and I consent to correspondence with the Pregnancy Baby 

and Me clinicians and reception by email/fax, including the exchange of sensitive health/medical information.  

 

Signature: ______________________________________       Date: ____________ 

 

 


