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Department of Human Movement Sciences
Student Recreation Center, Suite 2006
Norfolk, Virginia 23529-0196

Phone: (757) 683-4995 Fax: (757) 683-4270

Dear Friend in Health:

Thank you for your interest in the T.E.M.P.O. therapeutic exercise program at Old Dominion University. Exercise has
many benefits, and | am glad you have chosen to adopt an active lifestyle as part of your long-term health care.

To participate in the program, please provide us with a signed copy of the informed consent form and medical history
guestionnaire that are attached to this letter, and return to the TEMPO coordinator.

In addition, please fill out the "Participant's Authorization for Release of Medical Information Form", which is the second
page in the Physician's Information Packet, and give that packet to your physician. Your physician will need to send us
your most recent medical history.

I look forward to working with you. If you have any questions, please call me at 683-4974, or the TEMPO Graduate
Assistant, Rylie Hughes at 683-6407.

Sincerely,

Leryn Reynolds, Ph.D.

Director, Wellness Institute & Research Center
Associate Professor, Exercise Science

Student Recreation Center RM 1006C

Old Dominion University

Norfolk, VA 23529-0916

(757) 683-4974

Lreynold@odu.edu

Old Dominion University is an equal opportunity, affirmative action institution.
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OLD DOMINION UNIVERSITY
WELLNESS INSTITUTE AND RESEARCH CENTER

INFORMED CONSENT FOR EXERCISE THERAPY

I desire to engage voluntarily in the TEMPO therapeutic exercise program at Old Dominion University, in order to
improve or maintain my cardiovascular fitness.

The program will follow an exercise prescription prepared by the director of the Wellness Institute and Research Center
and/or my physician and will be carefully followed by the staff of the exercise program. The exercise prescription will be
based upon my clinical evaluation. | agree to comply with the exercise prescription that | am given.

The activities that | will be given are designed to place a gradually increasing work load on the circulatory system and
thereby improve its function. | understand that the reaction of the cardiovascular system to such activities cannot be
predicted with complete accuracy. There is the risk of certain cardiovascular changes occurring during or following the
exercise session. These changes may include abnormalities of blood pressure or heart rate, ineffective heart function, and
in rare instances, fatal or nonfatal heart attack, stroke, or cardiac arrest. There is also a risk of musculoskeletal injury from
such exercise.

I understand that it is my responsibility to follow the instruction of the staff regarding the type and intensity of exercise
performed in the program. It is also my responsibility to inform the staff of any symptoms | may experience prior to,
during, or after an exercise session. | understand that it is my responsibility to report to the staff any changes in my usual
medications. | will report to the staff if | have to leave the exercise session early. | agree not to leave the exercise area
without a cool-down period during which my heart rate has returned to its pre-exercise rate.

I understand and accept the risks posed by this therapeutic exercise program. I will not hold Old Dominion University or
the personnel of the Wellness Institute and Research Center liable for any injury or illness that | might encounter as a
result of this program.

I have read the foregoing and | understand it. Any questions that have arisen or occurred to me have been answered to my
satisfaction.

Participant Signature: Date:

Witness:

Old Dominion University is an equal opportunity, affirmative action institution.
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WELLNESS INSTITUTE AND RESEARCH CENTER
Medical History Questionnaire
Directions. The purpose of this questionnaire is to enable the staff of the Wellness Institute and Research Center to

evaluate your health and fitness status. Please answer the following questions to the best of your knowledge. All
information given is CONFIDENTIAL.

Name: Age:____ Date of Birth:
Work Address:

Home Address:

Work Phone: Home Phone: SS#

Name and Address of Your Physician:

Name of person to contact in case of emergency:
Phone Number: Relationship:

Old Dominion University is an equal opportunity, affirmative action institution.
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Old Dominion University is an equal opportunity, affirmative action institution.
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Department of Human Movement Sciences
Student Recreation Center, Suite 2006
Norfolk, Virginia 23529-0196

Phone: (757) 683-4995 Fax: (757) 683-4270

PHYSICIAN’S PERMISSION FORM

Physician:

Address:

Old Dominion University is an equal opportunity, affirmative action institution.
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