History/Intake Form

Name __________________________ Date of Birth ___________ Age ______

Home Address __________________________________________________

Telephone:  Home # ___________ Work # _____________  Cell # __________

Email Address  ________________________ Occupation ________________

Emergency Contact and Phone Number ___________________________________

Regular physical activity is safe for most people.  However, some individuals should check with their doctor before starting an exercise program.  To help me determine if you should consult with your doctor before starting to exercise, please read the following questions carefully and answer each one honestly.  All information will be kept confidential.  Please check YES or NO:

YES    NO       Positive Risk Factors

___     ___
  1.  Has anyone in your immediate family (parents/brothers/sisters) had a 

                           heart attack, stroke or cardiovascular disease before the age of 55?

___     ___        2.  Do you currently smoke?  If yes, for how long? ____________ How 



   many packs per day? _________

___     ___        3.  Has a physician ever told you or are you aware that you have high 



   blood pressure?

___     ___        4.  Has a physician ever told you or are you aware that you have a high




   cholesterol level?   (total cholesterol > 200 mg/dL, HDL <35 mg/dL, or 
  

   on lipid lowering  med.)

___     ___        5.  Do you have diabetes?

___     ___        6.  Are you currently participating in a regular exercise program?



   Health History

___     ___       1.  Do you feel pain in your chest when you do physical activity?

___     ___        2.  Do you experience shortness of breath at rest or with mild exertion?

___    ___        3.  Do you lose your balance because of dizziness or do you ever lose 



  consciousness?

___    ___        4.  Do you have ankle edema (swelling that pits when pressed upon)?

___    ___        5.  Do you experience palpitations or tachycardia?

___   ___        6.  Do you have a heart condition?  (MI, heart attack, arterioscleroses, heart murmur)

 ___    ____     7.  Has your doctor ever said that you have a heart condition and that             

 you  should only do physical activity recommended by a doctor?

YES     NO  

___      ___  8.  Is your doctor currently prescribing drugs (e.g. water pills) for your blood 


          pressure or heart condition?

___     ____ 9.  Have you ever experienced a stroke?  If yes, when: ______________

___     ____10.  Do you have epilepsy or seizures?

___     ____11.  Are you pregnant?  If yes, when is the baby due: ____________

___     ____12.  Do you have emphysema?

___     ____13.  Do you have chronic bronchitis?

___     ____14.  Are you currently being treated for a bone or joint problem that restricts



you from engaging in physical activity?  If so, please explain: __________



_______________________________________________________

____    ____15.  Are you a male over 44 years of age?

____    ____16.  Are you a female over 54 years of age?

____    ____17.  Are you currently exercising less than 1 hour per week?  If you are 




exercising, please list your activities: _____________________________



________________________________________________________

____    ____18.  Are you currently taking any medication?  Please list the medication   and its purpose:  ______________________________________________

____     ____19.  Do you know of any other reason why you should not participate in



physical activity?  If yes, explain:  ______________________________



_______________________________________________________

What specific fitness goals do you want to accomplish?  (check all that apply)

___  Increased strength & endurance

___  Improved flexibility

___  Improved cardiovascular fitness

___  Improved muscle tone

___  Reduced body fat 



___  Increased muscle mass

___  To exercise regularly



___  Injury rehabilitation

___  Sports conditioning



___  Other : _____________________

What specific health/wellness goals do you want to accomplish? (indicate all that apply)

___  Reduce stress




___  Improve nutritional habits

___  Control blood pressure


___  Control cholesterol

___  Stop smoking




___  Achieve balance in life

____ Improve productivity



___  Reduce back pain

___  Feel better overall



___  Increase my health awareness

___ Other (please be specific) : __________________________________________

I have read, understood, and completed this questionnaire honestly.  Any questions that I have were answered to my full satisfaction.

Name ___________________________________________ Date _____________

Signature _____________________________________

