
PHASE 4 MAINTENANCE EXERCISE PROGRAM 

 

Welcome!! 
 

We would like to welcome you to Medical Center of Lewisville’s Cardiac Rehabilitation Department.  You will 

be joining our maintenance exercise program which will allow you to exercise in familiar, safe surroundings in 

a self-directed program with staff available for problems and questions.  If you are new to the facility here in 

cardiac rehabilitation you will be asked to schedule and attend an orientation session prior to beginning your 

exercise program. Attached, you will find several forms that will need to be completed and returned when you 

attend orientation. Permission from your physician must be obtained prior to beginning your exercise program.  

 

Hours of Operation are: 

Monday, Wednesday & Friday: 6:45 a.m. –Noon; 1:00 p.m. - 3:30 p.m. 

 

Monthly Fee: $27.00 

Orientation Fee:  $25.00  

 

Monthly payments are expected the 1
st
 of each month in full. We are not able to prorate payments for missed 

sessions. Please inform us if you require a receipt when payment is made. 

 

Following are some guidelines to be aware of:  

 Please follow safety techniques shown to you in orientation 

 Monitored Phase II patients have priority on all equipment. Please be aware, if a piece of equipment is 

needed by a monitored phase II patient, we will ask for someone to move to another piece of equipment. 

 Please limit your time on bikes, treadmills and NuStep to no more than 15 minutes each. 

 Keep a daily exercise record sheet, record pre and post blood pressures, heart rate, weight, and exercise 

routine.  

 Notify the staff immediately of any unusual symptoms during exercise.  

 Usage of gym is only allowed during the posted open hours. 

 

Thank you very much for joining our maintenance program. We look forward to working with you and helping 

you to achieve your goals. 

 

I, the undersigned, understand and will follow the above guidelines. If I do not follow the stated guidelines, I 

understand I will not be able to continue exercising in the gym. 

 

Signature: _______________________________________________                  Date: ____________________ 

 

Printed Name:  ___________________________________________ 
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EXERCISE PROGRAM CONSENT AND RELEASE STATEMENT  

 

 

I, __________________________________, desire to engage voluntarily in the Phase IV Maintenance Exercise 

program in the Cardiac Rehabilitation Department at Medical Center of Lewisville. 

 

I understand that I am fully responsible for safe operation of equipment and if I have questions regarding 

equipment or equipment usage, I will ask the Cardiac Rehabilitation staff.  

  

I understand that the hours of operation are MWF 6:45 a.m. – 12:00 noon and 1:00 p.m. – 3:30 p.m. and that I 

must check IN and OUT with the Cardiac Rehabilitation staff each time I use the facilities.  

 

I understand and I am fully comfortable with self-monitoring techniques and will incorporate safe exercise 

techniques each time I am in the building.  

 

I understand that patients in the monitored cardiac rehabilitation program have priority of equipment.  

 

I have been informed that I will obtain a physician’s release and recommendation/restriction of what exercise I 

should avoid and to what extent I should participate in other exercises before entering this fitness facility. 

 

I hereby release and discharge Medical Center of Lewisville, its staff and others connected therewith, from all 

claims for damages whatsoever that the undersigned or his representatives have or may have against the hospital 

or any of them by reason of any cause rising out of or incident to the aforementioned fitness facility. 

 

I have been informed that there is a picture bulletin board where all participants’ photos are displayed with first 

names for easier identification of participant.  

 

I have read and I understand that above paragraphs. I have had an opportunity to ask all questions that have 

occurred to me and all have been answered to satisfaction. My signature below indicates I hereby consent to 

these terms as a condition to participant in the Phase IV Maintenance Exercise program  

 

 

______________________________________________________                 

Name (print) 

 

_______________________________________________________                      ________________________ 

Signature          Date 

 

_______________________________________________________                      ________________________ 

Witness          Date 
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Release of Confidentiality  

 

 

I, ______________________________________________________, by signing this form, am giving 

permission for my exercise flow sheet, which has my name, both first and last, to be out on the maintenance 

exercise group table in the gym while the facility is open.  I also am giving my permission to have my name, 

both first and last, to appear on an attendance list that will be at the staff workstation while the facility is open.  

 

I understand that anyone will have access to my personal information in my absence from the gym. Neither I, 

nor my family, will hold the Cardiac Rehabilitation staff, any employee of Medical Center of Lewisville, or the 

Medical Center of Lewisville Hospital responsible for any consequences that may arise out of this action. 

 

 

 

 

 

_______________________________________________________________              ____________________ 

    (Printed Name)             Date 

 

_______________________________________________________________              ____________________ 

    (Signature)              Date 

 

_______________________________________________________________              ____________________ 

    (Witness)                Date 
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PHASE 4 HEALTH HISTORY                                          Updated________ 

                                                                 Date 

Name: 

 

 

 

DOB: 

 

 

AGE: 

Sex: 
Male 

 

Female 

Address: 

 

 

 

Phone: Emergency Contact: 

Phone: 

Physician: 

Phone: 

HEALTH HISTORY- Please check those that apply: 

 

___    Heart Attack- date: ___________________________ 

___   Open Heart Bypass Surgery-date: ________________ 

___   Open Heart Valve Surgery- date: _______________ 

___   Pacemaker- date: ___________________________ 

___  AICD (automatic implantable cardioverter   

               defibrillator) date: _______________________ 

___  Cath Lab procedure_________________________ 

___   High Cholesterol levels date:_________________ 

___   High Blood Pressure – date: __________________ 

___   Diabetes- Insulin? __________________________ 

___   Lung Disease: _____________________________ 

___   Cancer:____________________________________ 

___   Persistent Pain- Location: ____________________ 

           _________________________________________ 

___   Surgeries or Other: __________________________ 

          __________________________________________ 

          __________________________________________ 

MEDICATIONS- Please list any medications 

prescribed by your physician:  

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

DRUG ALLERGIES & REACTION: _________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

Please Check if you have experienced any of the following symptoms in the past 6 months: 

   ____ Pain in your chest while exercising                            ____ Rapid or irregular heart beat at rest 

   ____ Shortness of breath                                                     ____ Dizziness or faint spells 

   ____ Pregnancy                                                                   ____ Severe headaches  

   ____ Frequent indigestion                                                   ____ Back conditions or pain 

   ____ Joint conditions or pain                                              ____ Insomnia 

   ____ Depression or anxiety                                                 ____ Unexplained prolonged fatigue or tiredness 

  ____   Sudden onset of  weakness                                                                                                                                                                                                                     

Exercise: 

Do you engage in regular exercise?          Yes      No 

 

If yes, explain briefly what type: ____________________ 

_______________________________________________ 

_______________________________________________ 

 

Tobacco Use: 

Do you smoke cigarettes, cigars, a pipe, or chew 

tobacco at the present time?        Yes         No 

If YES, how many? _______________________ 

If YES, how often?  _______________________ 

Have you attempted to quit? ________________ 
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