


Health History Questionnaire





Name						Date


DOB						Age





Address 











Home Phone#					Work Phone#


Place of Employment





Height							Weight


Male   Female





	This form is intended to obtain information about your health that will assist our staff in helping you with your exercise program.  Please answer the following questions to the best of your knowledge.  This information will be kept confidential within our staff working with you.





DIABETES:


YES	NO	Do you have Diabetes?


YES	NO	Are you hyper- or hypoglycemic?


If yes, please explain:








HEART PROBLEMS:


YES	NO	Have you ever had a heart attack?


YES	NO	Angina?


YES	NO	Heart Surgery?


YES	NO	Irregular heart beat or Arrhythmia?


If yes, please explain:








CHOLESTEROL:


YES	NO	Do you have high cholesterol?


YES	NO	Do you have high blood lipids, triglycerides, or LDL/HDL ratio?


YES	NO	Have you had any of the above in the past?


If yes, please explain:








BLOOD PRESSURE:


YES	NO	Do you have high blood pressure?


YES	NO	Have you had high blood pressure in the past?


If yes, please explain:














SMOKING:


YES	NO	Do you smoke?


If yes, what and how much do you smoke per day (Circle the best answer)


PIPE/ CIGAR/ CIGARETTES		1-20/ 21-40/ 41+


YES	NO	Are you a former smoker?


If yes, please give the date you quit:





FAMILY HISTORY:


Have any of your blood relatives (parents, grandparents, or siblings) had any of the following conditions:


YES	NO	Heart Disease?


YES	NO	Heart Surgery?


YES	NO	Angina?


YES	NO	High Blood Pressure?


YES	NO	High Cholesterol?


YES	NO	Obesity?


YES	NO	Diabetes?


YES	NO	Cancer?





MEDICATIONS:


Please list all current medications?








ORTHOPEDIC:


YES	NO	Do you have any orthopedic problems or old injuries that limit your exercising?


If yes, please explain:








PHYSICIAN:


Personal Physician:


Phone#


Date of last exam


YES	NO	Is your physician aware that you are starting an exercise program, or did he/she recommend that you do so?


YES	NO	If yes, were any instructions or limitations given?


If yes, please explain:








YES	NO	Are there any other medical conditions or concerns that your personal trainer should know about?


If yes, please explain:






































THIS SECTION SHOULD BE COMPLETED AT TIME OF EVALUATION.





LIFESTYLES:


What is your profession?


Do you spend more than 25% of work time at the following (mark all that apply):


_____  Sitting at a desk	_____  Lifting/carrying heavy loads


_____  Driving		_____  Walking		_____  Standing


Number of hours worked per week: _____	Flexible hours?	YES	NO





What is your activity level now? (circle one)


Sedentary						weekend/vacation exerciser


Physically active 1-2 times/week			Physically active 3-6 times/week 


Do you follow a structured exercise program?


If yes, please describe:


TYPE				DAYS PER WEEK/ MINUTES PER SESSION


a.


b.


c.


How much time can you devote to exercise each week?


Are there any obstacles that you feel you will have to overcome to stick with your exercise plan long-term (or what has stopped you in the past)?	YES	NO


If yes, please describe:





Can you walk one mile briskly without fatigue?	YES	NO


Can you jog two miles continuously at a moderate pace without discomfort?


YES	NO


Can you do 10 pushups modified or unmodified?	YES	NO





NUTRITION/WEIGHT MAINTENANCE:


What was your weight one year ago?


Five years ago?


Are you currently dieting?		YES	NO


If yes, please describe:








Are you consious of how many calories you consume?	YES	NO


Are you aware of portion sizes for 1 serving of common foods?	YES	NO


How many servings of the following foods do you consume per week (on average)?


_____ice cream	_____candy bars	  _____soft drinks	   _____coffee/tea


_____alcoholic drinks		  _____snacks(pretzels, crackers, etc.)


_____cookies, cakes, pastries	  _____eat meals out





Would you like help improving your eating?	YES	NO


