Health Fitness Certification


Medical Authority: The applicant named below has applied for a Police Officer/SRT position with the US Marine Corps Police Department.  He/She will be required to participate in a Police Academy, which includes a level of health and fitness.  The events mirror those of a municipal police officer (Cooper Standard) and the Position Description of the Marine Corps Police Officer will be employed.  He/She must be able to successfully complete the events listed below. 

The health fitness assessment may not be conducted without the completed form. 

Please initial (do not mark with an X or check mark) under either YES or NO for each event, indicating whether the applicant is fit to participate in that particular event, and then sign and date below. 

You are not expected to actually administer the test. 
Score will be pass/fail and based on the completion of each event within the below criteria:


MEDICAL AUTHORITY INITIALS:



Police Officer GS-0083: required to pass the PAT, requirements below. 

YES
NO
____
____  300 Meter Run:
71 seconds

____
____
Crunches:

25 crunches/1 minute


____
____
Pushups:

20 pushups/2 minute

____
____  1.5 Mile Run:
16.28 minutes


____
____
Dummy Drag:

25 feet distance

SRT GS-0083: required to pass both the PAT above and a first class Marine Corps PFT. Reference MCO 6100.13 dtd 1 Aug 08 for minimum requirements as it applies to applicant’s age and gender. 
YES
NO

____
____
3 Mile Run:

____
____
Pull ups/Flexed Arm Hang:

____
____
Crunches:

____
____
Height _________              Weight _________ 

I certify that ________________________________________ is/is not fit to 

                 (APPLICANT’S PRINTED FULL NAME)        (CIRCLE ONE) 

participate in the health assessment and fitness training program. 

Medical Authority Signature: __________________________________________________________ 

Medical Authority Printed Name: __________________________________________________________ 

Medical Authority Address (include ZIP code) __________________________________________________________ __________________________________________________________

Office Phone: _____________________ Date: ________________ 

****This form expires 90 days from the date of the Medical Authority signature. 
