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Physician Release Form 
 
NOTE TO PHYSICIAN: This individual has expressed an interest in participating in a nutrition program administered by a Nutrition 
Specialist through the American Academy of Sports Dietitians and Nutritionists (AASDN).  The materials used in this program have 
been developed by qualified, registered dietitians/nutritionists. This individual has marked or answered yes to one or more health 
history inquiries.  This information precludes the Nutrition Specialist from allowing him/her to participate in the health and nutrition 
program without your consent or recommendations.  Please complete the information listed below, being as specific as possible 
regarding your nutrition recommendations for the individual. The completed form should be returned to the participant or faxed to the 
Nutrition Specialist at ___________________. 
 
Nutrition Specialist Program: If admitted into the program, the individual has the option of participating in non-diagnostic tests that 
may include food recalls, general nutrition information, predetermined, appropriate menu plans, body fat percentage, blood pressure, 
and heart rate at rest.  A certified Nutrition Specialist will perform these tests.  The tests are not conducted in the presence or under the 
supervision of a physician.   
 
Based on these tests, health history information and your recommendations, if any, a safe and effective “healthy eating” nutrition 
program will be developed for the individual to carry out.  
 
If the individual opts to not have the non-diagnostic tests, the Nutrition Specialist will use the health history information and your 
recommendations to develop a safe and effective “healthy eating” nutrition program for the individual.   
 
PARTICIPANT'S NAME: 
 
MEDICAL RECOMMENDATIONS: Please check one of the recommendations below and answer associated questions 
 

 This individual may participate without restriction in all nutrition programs. 
 This individual may participate in nutrition program with the following recommendations: 

 
 
 
 
 
 
 

 
 This individual MAY NOT participate in nutrition programs based on the following: 

 
 
 
 
 
PHYSICIAN’S INFORMATION: 
 
Name (print):   Telephone # 
Name (signature):   Date: 
Full Address:   

 
For you and your patient’s convenience this form can be faxed to the Nutrition Specialist at ______________________. 

 
Nutrition Specialist Name:        ___________________________ 
Nutrition Specialist Telephone: ___________________________    
 

For more details concerning the Nutrition Specialist program please visit www.aasdn.org  


