
PARTICIPANT DETAILS

 ______________________________________________________ 

DOB_______________________________Gender (circle one):    M    F    

 __________________________________________________________________________

PARTICIPANT PROGRAM WITH RELEVENT REFERRAL INFORMATION

LIVESTRONG 

 _________________________________________________________________________________________________________________________________

 _________________________________________________________________________________________________________________________________________________

 ___________________________________________________________________________

 _________________________________________________________________________________________________________________________________________________

 _______________________________________________________________

 _________________________________________________________________________________________________________________________________________________

 _________________________________________________________________________________________________________________________________________________

Height____________________________________________Weight____________________________________________BMI __________________________________

Moving for Better Balance: 12-week, 24-session falls prevention program.

 _________________________________________________________________________________________________________________________________

REQUIRED MEDICAL CLEARANCE AND AUTHORIZATION TO RELEASE INFORMATION

 _________________________________________________________________________________

Provider Practice (please print) ____________________________________________________________________________________________________________

Provider Signature ___________________________________________________________________________________________Date __________________________

Provider Name (please print)_______________________________________________________________________________NPI# __________________________

Patient Signature or Oral Consent_________________________________________________________________________Date __________________________

For questions and to return the forms, contact our Community Health Team: 
919-582-9396; Medical.Membership@YMCATriangle.org; HIPAA compliant fax at 1-844-621-2799;
Direct Messaging: TriangleYMCA@direct.mywelld.com;
Visit https://www.ymcatriangle.org/membership/y-health-memberships to learn more.

Y HEALTH REFERRAL
YMCA of the Triangle 




