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TO	
  THE	
  PHYSICIAN	
  

Name	
  of	
  applicant	
  ______________________________________________________________________	
  

The	
  above-­‐named	
  person	
  has	
  applied	
  for	
  service	
  with	
  the	
  Great	
  Commandments	
  Ministries,	
  ACTS	
  
program.	
  This	
  program	
  requires	
  good	
  health	
  and	
  endurance.	
  Please	
  review	
  the	
  applicant’s	
  "Personal	
  
History"	
  information	
  sheet,	
  fill	
  out	
  the	
  portion	
  below,	
  and	
  make	
  any	
  additional	
  comments.	
  

Blood	
  Pressure______________________	
  Pulse____________________	
  

Are	
  there	
  any	
  abnormalities	
  of	
  the	
  following	
  systems?	
  

	
   YES	
   NO	
   Please	
  describe:	
  
Ears,	
  nose,	
  throat	
    	
    	
   ___________________________________________________________	
  
Eyes	
    	
    	
   ___________________________________________________________	
  
Neurological	
    	
    	
   ___________________________________________________________	
  
Cardiovascular	
    	
    	
   ___________________________________________________________	
  
Respiratory	
    	
    	
   ___________________________________________________________	
  
Musculoskeletal	
    	
    	
   ___________________________________________________________	
  
	
  

Would	
  applicant	
  be	
  able	
  to	
  walk	
  3	
  to	
  4	
  miles	
  per	
  day?	
   	
  Yes	
   	
  No	
  

Comments	
  ____________________________________________________________________________	
  

PHYSICIAN	
  RECOMMENDATION	
  	
   	
  Acceptable	
  without	
  limitations	
  	
   	
  Not	
  acceptable	
  	
   	
  Should	
  remain	
  

in	
  areas	
  where	
  adequate	
  medical	
  care	
  is	
  provided	
  	
   	
  Acceptable	
  with	
  limitations	
  (specify):	
  ___________	
  

	
  _____________________________________________________________________________________	
  
	
  
	
  
Physician's	
  signature	
  ________________________________________________	
  Date	
  _______________	
  

Physician's	
  name	
  (please	
  print)	
  	
   ___________________________________________________________	
  

Full	
  address	
  	
  ___________________________________________________________________________	
  
	
  
 
CONSENT FOR TREATMENT	
  I/we	
  hereby	
  agree	
  to	
  the	
  performance	
  of	
  such	
  treatment,	
  anesthetics,	
  and	
  operations	
  
as	
  in	
  the	
  opinion	
  of	
  the	
  attending	
  physician	
  as	
  deemed	
  necessary	
  on	
  the	
  above-­‐named	
  person. 

LIABILITY	
  RELEASE	
  I/we	
  hereby	
  release	
  Great	
  Commandments	
  Ministries,	
   its	
  agents,	
  employees,	
  and	
  volunteer	
  
assistants	
   from	
   any	
   liability	
   whatsoever	
   arising	
   out	
   of	
   any	
   injury,	
   damage,	
   or	
   loss	
   which	
   may	
   be	
   sustained	
   by	
  
above-­‐named	
   person	
   during	
   the	
   course	
   of	
   involvement	
   with	
   Great	
   Commandments	
   Ministries.	
   I/we	
   agree	
   to	
  
resolve	
  any	
  and	
  all	
  disputes	
  with	
  Great	
  Commandments	
  Ministries,	
  its	
  directors	
  or	
  staff	
  by	
  means	
  of	
  reconciliation	
  
or	
  arbitration;	
  and	
  waive	
  any	
  right	
  to	
  pursue	
  action	
  by	
  way	
  of	
  litigation.	
  
	
  
______________________________________________________________	
   ____________________	
  
Applicant’s	
  signature	
   Date	
  

	
  
___________________________________________	
   ____________________	
   ____________________	
  
Parent/guardian	
  signature	
  (for	
  applicants	
  under	
  18)	
   	
  Relationship	
  to	
  applicant	
  	
   Date


