Mountain High Yoga,LLC
Mountain High Yoga Physician Referral Form
(to be completed by applicant’s physician)

Patients Name:______________________________________Date:______________
Your patient wishes to participate in a yoga class with Mountain High Yoga, LLC which will include the use of a chair to obtain proper body alignment, and low-impact stretching.  Each participant’s yoga routine will be determined by a certified yoga practitioner, based on their medical restrictions and present level of conditioning.  Participation in this program requires physician approval.
BASED ON PATIENT’S HEALTH STATUS:
· A.  I find no contraindications to participate in a yoga program with Mountain High Yoga.

· B.  This patient may take part in a yoga program as described above with the following recommended restrictions (please note any specific concerns or precautions you advise):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Physician Name (Please Print)_________________________________ 
Phone:______________

Physician Signature:_________________________________________

