Physician Consent:  FallProof™ Balance and Mobility Class
Your patient,____________________________ DOB_________, is interested in participating in a FallProof™ Balance and Mobility Class at the Gordon College Center for Balance, Mobility and Wellness.
Participation in this program requires the consent of a physician.
Developed at California State Fullerton, and successfully implemented in numerous community-based programs, FallProof™ is an evidenced-based program designed to improve balance and mobility of older adults. Good balance is the foundation on which a healthy and active lifestyle is built.  This group-based exercise program addresses the multiple dimensions of the balance system through a series of progressive balance activities, strength, flexibility, and mobility exercises.  
Criteria for participation in FallProof™ class:
· Able to rise from a chair independently

· Able to stand independently for a minimum of two minutes with minimal supervision

· Able to safely ambulate a distance of 500’ without the use of an assistive device (individuals not meeting this criteria may be eligible to participate at the discretion of the therapist)

· Absence of cognitive impairment likely to adversely impact judgment and/or decision making abilities

· Absence of unstable medical conditions ( i.e., diabetes, cardiovascular or respiratory disease)
A Fall Risk Assessment will be performed prior to the start of the class. Based on the outcome of this assessment, the participant is placed in a group appropriate to his/her ability.  A participant who does not meet the criteria or is deemed of significantly high risk per the Fall Risk Assessment, will be recommended for individual therapy for balance and mobility training.  We also offer a more thorough and comprehensive Physical Therapy Fall Risk Evaluation prior to participation, which requires a physician prescription.

------------------------------------------------------------------------------------------------------------------------------------------
I consent to the above named patient’s participation in: (please check appropriate line)
__ FallProof™ class (2x/week for 8 weeks, each class 1 hr)
__ Fall Risk Evaluation : requires physician prescription 
__ BOTH FallProof™ class (2x/week for 8 weeks, each class 1 hr) and Fall Risk Evaluation: requires
       physician prescription 

Please list any modifications or comments for patient’s participation in this program: _______________
_____________________________________________________________________________________

Physician Name________________________________________ Telephone number________________
Physician Signature_____________________________________________ Date____________________
