Health History Questionnaire


Name 




Email




Phone

Emergency Contact







Phone

Age

Birth Date

Date of Last Physical

Doctor’s Name 


Location



Phone 

Please read the following CAREFULLY and answer HONESTLY to the best of your ability.

Would you say that your health in general is?

Excellent (   Very good (   Good (  Fair  (   Poor (
Do you smoke?  Yes (    No  (  If so, how often? _____

Has your doctor said your Blood Pressure is too high or low? Yes (    No  (  

Has your doctor ever said you have Diabetes?  Yes (    No  (  which type? __________

Do you have any known cardiovascular problems (abnormal ECG, Previous heart attack, PAD, CAD, Hypertension, etc)?  Yes (    No  (  List them: _________________

Has your doctor ever told you that your cholesterol is level is high? Yes (    No  (  

Have you had surgery in the past 3 months or been hospitalized in the past 2 years? 

Yes (    No  (   If yes, please explain________________________________________

Do you have any bone or joint problems or pain? Yes (    No  (   If so, please explain ________________________________________________________________________

Are you overweight? Yes (    No  (   If yes, how much? _________________________

Do you have any orthopedic injuries or problems (bursitis, back pain, knee pain, neck pain, shoulder pain, foot pain, etc)? Yes (    No  (   If yes, please explain: _______

________________________________________________________________________

Are you currently taking any prescribed medications? Yes (    No  (  If so, please list: ________________________________________________________________________

Are you currently taking dietary supplements? Yes (    No  (  if so, please List:  ________________________________________________________________________

Are you pregnant or post-partum less than 6 weeks? Yes (    No  (  

Do you have any other medical problems not previously mentioned? Yes (    No  (  if so please explain: _________________________________________________________

Are you allergic to latex products? Yes (    No  (  

During exercise or strenuous work have you ever experienced any of the following?

___ Chest pain
   ___ Dizziness   ___ Loss of consciousness   

___ Excessive or unexplained shortness of breath
Please take a moment to circle any problem areas that you may be concerned with or any

ar Has your doctor ever told you that your cholesterol is level was high? Yes (    No  (  

Have you had surgery in the past 3 months or been hospitalized in the past 2 years? 

Yes (    No  (   If yes, please explain__________________________________

Do you have any bone or joint problems or pain? Yes (    No  (   If so, please explain ________________________________________________________________________

Are you overweight? Yes (    No  (   If yes, how much? _________________________

Do you have any orthopedic injuries or problems (bursitis, back pain, knee pain,

neck pain, shoulder pain, foot pain, etc)? Yes (    No  (   If yes, please explain:_______

________________________________________________________________________

Are you currently taking any prescribed medications? Yes (    No  (  If so,

please list: _______________________________________________________________

Are you currently taking dietary supplements? Yes (    No  (  If so, please List:  ________________________________________________________________________

Are you pregnant or post-partum less than 6 weeks? Yes (    No  (  

Do you have any other medical problems not previously mentioned? Yes (    No  (  If so please explain: _________________________________________________________

Are you allergic to latex products? Yes (    No  (  

During exercise or strenuous work have you ever experienced any of the following?

___ Chest pain

___ Dizziness

___ Loss of consciousness

___ Excessive or unexplained shortness of breath
Please take a moment to circle any problem areas that you may be concerned with or any areas that may be sore or painful during normal daily activities or during exercise.
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Have you ever had any of the following in juries or conditions?

Yes (    No  (  Skull Fracture

Yes (    No  (  Concussion

Yes (    No  (  Neck pain/injury

Yes (    No  (  Back pain/injury

Yes (    No  (  Asthma or allergies

Yes (    No  (  Diabetes

Yes (    No  (  Epilepsy/seizures

Yes (    No  (   Heart Murmurs

Yes (    No  (  Hypertension

Yes (    No  (  Jaundice/liver disease

Yes (    No  (  Vision/hearing impairment

Yes (    No  (  Other ___________________

I, ___________________________________________________, acknowledge, to the best of my ability, that I am in good health and have no known medical problems that would restrict my ability to participate in this exercise/wellness program. I certify that I understand the foregoing questions and my answers are true and complete. I also understand that this information is being provided as part of my initial consultation and may not be periodically updated.

I assume the risk for any changes in my medical condition that might affect my ability to exercise.

___________________________________

Print Name

Signature                                                         
Date
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