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Hello and Welcome! 

Please tick the program you would like to join and complete the required documentation, returning 
either by handing into reception at your exercise location or emailing to 
exercisehealth@primarycareconnect.com.au. Keep the other copy for yourself. Primary Care 
Connect will contact you prior to starting in exercise classes. 

☐ General Exercise Program

☐ Community Cancer Program or

☐ Pulmonary Rehabilitation Program

☐ Lungs in Action Program

• Lungs in Action Entry Form - signed by Rehabilitation Clinician

Change in your Condition 

• It is your responsibility to inform PCC staff of any changes to your condition that may affect
your ability to exercise, such as illness, hospital admissions or surgeries.

• PCC staff reserve the right to ask for a doctor’s clearance if they feel your condition has
changed, this must be provided prior to participating in any further classes.

• If you are returning to classes after an absence of more than six months or a medical event
(injury, illness, operation) you are required to provide an up-to-date doctor’s clearance.  It is
preferred at your first class back you arrive at least 15 minutes earlier to chat with the
instructor.

Cancellation of Classes 
Classes will be cancelled if 

• The daily maximum temperature for Shepparton is forecast to reach 36 degrees Celsius or
higher (as per the Bureau of Meteorology)

• There is a Thunderstorm asthma warning of moderate or higher for Northern Country

• Environment protection authority air quality is very poor or lower for Northern Country

PCC will send out Cancellation text messages to all clients and post on our Facebook Page.  If 
you are unsure, please call us on 03 58233200 

By signing, you are stating that you have read and understood this information, and you will inform 
PCC staff of changes to your condition and provide an updated doctors clearance as requested. 

Signature: 

Name of Client: 

DOB 
Phone Number: 

Address: 

Email 

Emergency Contact 

mailto:exercisehealth@primarycareconnect.com.au
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Medical Clearance / Rehabilitation Referral to Exercise  

 

Dear Doctor / Physiotherapist  

Please provide a medical clearance/rehabilitation referral for this person to attend our exercise 

program advising of any restrictions or precautions.  Please note that Primary Care Connect 

(PCC) have qualified personal trainers, exercise scientists and physiotherapists who run and 

oversee all exercise programs and screenings of participants.   

Please tick suitable program/s for this person 

 General Exercise Program  

• Requires a Doctor’s clearance  

• Ability appropriate, low to moderate intensity cardio exercise, self-paced resistance 
exercises using resistance bands, free weights and functional movement exercises to 
improve health and the ability to perform daily living tasks.  Exercises are modified to 
work within an individual’s capabilities.   

 

 Lungs in Action  

• Requires a rehabilitation clinician referral from Goulburn Valley Health Hospital 

Program (participation only in the respective program) 

• Self paced individualised aerobic and resistance training exercises.  Intensity is 

specific to the individual’s capabilities and health status.  

 

Doctor/Rehabilitation Clinician comments or consideration if any:  

 
 
 
 
 
 
 
 
 

 

 

Date: 
 

 

Clients Name: 
 

 

Doctor/Rehabilitation 
Clinician Name and Clinic 
Name: 

 

Doctor/Rehabilitation 
Clinician Signature  

 

 






