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54151 County Road 33 Middlebury IN 46540

574-825-5666          Fax: 574-825-8117  or programs@lovewayinc.org

PHYSICAL FORM FOR THE DOCTOR
Participant’s Name__________________________________ Participants School________________
Address _____________________________________________City, State_____________________

Date of Birth________________ Age______ Height: ______ Weight:_________  Male (  ) Female ( ) 
Diagnosis/disability:_________________________________________________________________

Current medical status/condition: (seizures?) __________________________________________________________________________________
Precautions and physical limitations:___________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Current medications and the reason they are prescribed. Please include over the counter medications.

1. ________________________________________________________________________________

2. ________________________________________________________________________________ 

Down Syndrome requirement: Atlanto Dens Interval X Ray before initial enrolment and every five years   

Date of X Ray:________________________   Result:  ( Negative           ( Positive

Comments:_________________________________________________________________________
Doctor’s Office Information & Signature

Name/Title___________________________________ MD  DO  NP  PA  Other__________

Printed

Signature______________________________________________Date_________________

This form is valid for one year upon signature and date by the physician.

I understand that the above medical information will be used by Loveway, Inc. as part of a comprehensive evaluation to determine the extent to which the person will participate at LoveWay, Inc.





Printed Name___ __________________________________________    MD  DO  NP  PA  Other___________





Doctor’s Signature__________________________________________   Date___________________________





License/UPIN Number_______________________________________ Phone__________________________





Office Address______________________________________________ City____________________________





 








