
 

PILATES FITNESS & THERAPEUTICS 
1044 Castello Drive, Suite 101, Naples, FL 34103     Cellular (239) 398.5050       
E-Mail: Naplespilates@gmail.com 

Physician’s Release 

Patient Name:_________________________ 

Date of Birth:__________________________ 

As the physician of _______________________________, who would like to 
participate in an exercise program at Pilates, Fitness, and Therapeutics, I 
recommend the following: 

_____	     This patient is in sufficiently good health to return to an exercise 
program. 

_____     This patient should not return to exercise at this time. 

_____   This patient may return to an exercise program with the following 
restrictions: 

______________________ 
Physician’s Release 
______________________ 
Physician’s name (Please print) 
____________ 
Date 


