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Date: _______________________ 
 
Dear Doctor, 
 
Medical Clearance for: __________________________________ 
 
 
Re: Living Longer Living Stronger™ progressive strength training program at BayFit 
Leisure Centre 
 
As you would be aware, ageing is frequently associated with an increased risk of conditions 
such as osteoporosis, type 2 diabetes and cardiovascular disease, as well as reduced 
functionality, independence and quality of life.  
 
However there is now considerable evidence that regular participation in appropriately 
designed strength (or resistance) training programs can arrest and even reverse some of 
these declines in function, health and general well being. Muscle strength and endurance 
can be increased at any age through progressive strength training, which also enhances 
posture, balance, coordination and flexibility. It also improves outcomes for people with a 
range of health conditions including type 2 diabetes, osteoporosis, cardiovascular disease 
and arthritis, and has benefits for mental health. 
 
Our facility has been endorsed by the Council on the Ageing (COTA) to deliver a Living 
Longer Living Stronger™ progressive strength training program for people over the age of 
50 years. Our program incorporates: 
• Initial and ongoing assessments to enable a progressive strength training program to be 

developed that is appropriate for the person’s specific needs, abilities and health 
conditions 

• Fully qualified and committed instructors and a safe, supportive environment 
• At least two appropriately supervised group sessions a week 
• The opportunity to socialise with other participants after the training session. 
 
Supporting people to make changes to their lifestyle is central to the role of general practice. 
Currently about 10,000 older people benefit from participation in Living Longer Living 
Stronger™ across Victoria. Living Longer Living Stronger™ can support your role in 
enhancing your patients’ health, independence and quality of life. However, medical 
clearance is required for potential participants who have, or are at risk of conditions that may 
preclude or limit participation in physical activity. As such, please see the medical clearance 
request for your patient overleaf. 
 
I am available to provide more information about our Living Longer Living Stronger™ 
program at your convenience. Please contact me on …(insert relevant details)…. 
 
 
Yours sincerely 
 
 
 
Patricia Byrne 
LLLS Program Coordinator at BayFit Leisure Centre 
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                         MEDICAL CLEARANCE 

 
 
 
I, Dr.   …………………………………….. authorise ……………………………………..  
to undertake a Living Longer Living Stronger™ progressive strength training program, 
developed for him/her in accordance with industry standards and the Council on the 
Ageing’s prescribed criteria, at BayFit Leisure Centre.    
 
 
Patient’s Name: ………………………………………………………………………………….. 
 
Address: …………………………………………………………………………………………….
  
 ………………………………………………………………………... P’code: …………………. 
 
Age  : …………… years         Male / Female  (Please circle) 
 
 
 
 
Medical Professional’s Position (for example, General Practitioner, Physician, Specialist):  
 
…………………………………………………………………………………………………….. 
 
Organisation: ………………………………………………………………………………………  
 
Phone: …………………………. Email: ………………………………………………………….. 
 
 
This patient presented with the following conditions, which should be taken into 
consideration in developing his/her strength training program and during participation. 
 
    Hypertension      Arthritis           Cardiovascular disease 
    Osteoporosis      Back problems      High cholesterol/lipids 
     Diabetes type 1 or 2      Muscular atrophy      Overweight/obesity 
     Joint instability      Neuromuscular      Other (specify below)  
 
Please provide further details as appropriate:……………………………………………………… 
 
…………………………………………………………………………………………………………... 
 
………………………………………………………………………………………………………….. 
 
Other information that should be considered when prescribing a strength training program, 
for example medications (including possible side effects). ……………………………………… 
 
………………………………………………………………………………………………………….. 
 
…………………………………………………………………………………………………………. 
 
I do / do not wish to be kept informed of this patient’s progress. 
 
 
Signature: ……………………………………………….. Date: ……… ./………. ./ 20……. 

 


