
PHYSICAL ACTIVITY READINESS MEDICAL EXAM FORM (PARQ MED-X)
 
The PARmed-X is a physical activity-specific checklist to be used by a physician with patients who have had a positive response to the Physical Activity Readiness Questionnaire (PAR-Q).  In
addition the Conveyance/Referral Form in the PARmed-X can be used to convey clearance for physical activity participation, or to make a referral to a medically supervised exercise program.
 
Regular physical activity is fun and healthy, and increasingly more people are starting to become more active every day.  Begin more active is very safe for most people. The PAR-Q by itself
provides adequate screening for the majority of people.  However, some individuals may require a medical evaluation and specific advice (exercise prescription) due to one or more positive
responses to the PAR-Q.
 
Following the participant’s evaluation by a physician, a physical activity plan should be devised in consultation with a physical activity professional (CSEP-Certified Fitness Appraiser).  To
assist in this, the following instructions are provided:
 
Page 1:  Sections A, B, C and D should be completed by the participant BEFORE the examination by the physician.  The bottom section is to be completed by the examining physician.
 
Pages 2 & 3:  A checklist of medical conditions requiring special consideration and management.
 

This section to be completed by participant.
 
A. Personal Information:

_______________________________________________________________
 Name
 _______________________________________________________________

Address
 _______________________________________________________________
 Telephone Numbers (home, work, cell)
 _______________________________________________________________
 Birthdate    Gender
 _______________________________________________________________
 Medical Number
 
B. PAR-Q:  Please indicate the PAR-Q questions to which you answered YES.
 
____ Q1. Heart condition  ____ Q4. Loss of balance, dizziness
____ Q2. Chest pain during activity ____ Q5. Bone or joint problem
____ Q3. Chest pain at rest   Q6. Blood pressure or heart drugs
____ Q7. Other reason:  ____________________________________________________________
  ________________________________________________________________________
 
C. Risk Factors for Cardiovascular Disease: Check all that apply
 
____ Less than 30 minutes of moderate physical activity most days of the week.
____ Excessive accumulation of fat around waist
____ Currently smoker (tobacco smoking one or more times per week)
____ Family history of heart disease
____ High blood pressure reported by physician after repeated measurements
____ High cholesterol level reported by physician
 
Please note:  Many of these risk factors are modifiable.  Please discuss with your physician.
 
 
D. Physical Activity Intentions.  What physical activity do you intend to do?

_____________________________________________________________________________________________________________________________________________________
 

This section to be completed by the examining physician
Physical Exam:
____ Height ____ Weight BP I) _____/____  BP II) ____/____
 
Conditions limiting physical activity:
____ Cardiovascular  ____ Musculoskeletal  ____ Respiratory  ____ Abdominal  ____ Other
 
Tests required:
____ ECG  ____Exercise test  ____X-Ray  ____ Blood  ____ Urinalysis  ____ Other
 
Physical Activity Readiness Conveyance/Referral:
Based upon current review or health status, I recommend:
____ No physical activity
____Only a medically supervised exercise program until further medical clearance
____ Progressive physical activity
 ____ with avoidance of:  __________________________________________________________
 ____ with inclusion of:  ___________________________________________________________
 ____ with physical therapy:  _______________________________________________________
 ____ unrestricted physical activity – start slowly and build up gradually
 Further information:
 ____ Attached ____ To be forwarded ____ Available upon request
 
______________________________________________________________________________________
   Special Prescriptive Conditions   Advice
____________________________________________________________________________________________________________
 
Lung ___ chronic pulmonary disorders   special relaxation and breathing exercises

___ obstructive lung disease   breath control during endurance exercise to
      tolerance; avoid polluted air
___ asthma     avoid hyperventilation during exercise;
      avoid extremely cold conditions
___ exercise-induced bronchospasm   warm up adequately; utilize appropriate
      medication

____________________________________________________________________________________________________________
Musculoskeletal ___ low back conditions (pathological, functional) avoid or minimize exercise that precipitates
        Or exacerbates (e.g. forced extreme flexion,
        Extension and violent twisting); correct
        Posture, proper back exercises

___ arthritis – acute (infective, rheumatoid; gout)  treatment, plus judicious blend of rest,
        splinting, and gentle movement
 ___ arthritis – subacute    progressive increase of active exercise
        therapy

___ arthritis – chronic (osteoarthritis and above conditions) maintenance of mobility and strength; non-
        weightbearing exercises to minimize joint
        trauma (e.g. cycling, aquatic activity, etc.)
 ___ orthopedic     highly variable and individualized
 ___ hernia     minimize straining and isometrics;
        strengthen abdominal muscles
___________________________________________________________________________________________________________
CNS ___ convulsive disorder not completely controlled minimize or avoid exercise in hazardous
   By medication    environments and/or exercising alone



        (e.g. swimming, mountain climbing, etc.)
 ___ recent concussion    thorough examination if history of two con-
        cussions; review for discontinuation of
        contact sport if three concussions, depending
        on duration of unconsciousness, retrograde
        amnesia, persistent headaches, and other
        objective evidence of cerebral damage
 
____________________________________________________________________________________________________________
Blood ___ anemia (<10 gm/dl)    control preferred; exercise as tolerated

___ electrolyte disturbances
 

__________________________________________________________________________________________________________
Medications ___ antianginal ___ antiarrhythmic NOTE:  consider underlying condition.
 ___ Antihypertensive ___ anticonvulsant Potential for:  exert ional syncope, electrolyte
 ___ beta-blockers ___ digitalis preparations imbalance, bradycardia, dysrhythmias,
 ___ diuretics  ___ ganglionic blockers impaired coordinations and reaction time,
 ___ others     heat intolerance.  May alter resting and

exercise ECGs and exercise test performance
____________________________________________________________________________________________________________
 
Other ___ post-exercise syncope    moderate program

______________________________________________________________________________________
___ heat intolerance    prolong cool-down with light activities;
      avoid exercise in extreme heat
______________________________________________________________________________________
___ temporary minor illness   postpone until recovered
______________________________________________________________________________________
____ cancer     if potential metastases, test by cycle ergom-                                                                                                  etry, consider non-weight bearing exercises;
      exercise at lower end of perspective range
      (40-56% of heart rate reserve), depending
      on condition and recent treatment (radiation,

   chemotherapy); monitor hemoglobin and
lymphocyte counts; add dynamic lifting
exercises to strengthen muscles, using
machines rather than free weights.

__________________________________________________________________________________________________________
GOALS:  Please list below, your goals for the above patient.  Please advise me as to the form of progress notes you wish from me (phone, memo, quarterly, monthly, etc.)
 
___________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________
 
_____________________________________________________________________________________
 
_____________________________________________________________________________________
 
 
Medication List:
 
Name of Medication:  Amount:    Dose:  Times per Day:
 
___________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________
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