ENER]OY

Health /Fithess Programs Inc.

Health Questionnaire

Name

Today’s Date Birth Date Age

Home Phone Work Number

Home Address

City ZIP

Sex Email FAX

In case of an Emergency in class or Training Session, Who should be called?
Name Phone
Name Phone
Physician’s Name

A. EXERCISE
1. Have you been exercising over the past six months? ___Yes ___No  How Much?
2. Have you sustained any injuries while exercising?
3. Are you concerned about a particular part of your body (In terms of likelihood)?
What? Why?
B. YOUR GOALS FOR THIS PROGRAM
1.
2.
3.

C. ARE YOU TAKING ANY MEDICATIONS OR DIETARY SUPPLEMENTS,
INCLUDING VITAMINS?

_ Yes____No

What? Why?



D. DO YOU CURRENTLY HAVE AN EATING DISORTER, OR HAVE YOU EVER
HAD DIFFICULTY WITH EATING DISORDER?
Please Explain.

E. HEALTH HISTORY
Do You Have Any... Such As... YES NO
Known cardiovascular Heart attack, angioplasty, Bypass
Disease? Surgery, Phlebitis, Symptoms

Of Coronary Heart Disease?

Angina (chest pain) or shortness

Of Breath? YES NO
Blood Pressure Diagnosed high blood pressure
Conditions? (Systolic >160 or diastolic >90

On at least two separate occasions),
Currently taking high blood
Pressure medication, or

Under a physician’s care for

High blood pressure YES NO
Known Respiratory
Disease? Asthma or emphysema YES NO
Known Vascular
Disease? Arteriosclerosis (hardening

Of the arteries), Raynaud’s
Disease (abnormal construction
Of arteries exacerbated by cold
Exposure), Buerger’s Disease

(Inflammation of the extremities) YES NO
Known metabolic
Disease? Diabetes, thyroid disorder,

Kidney or liver disease YES NO

Is there any family history (parent or sibling) of
coronary heart disease before age 557 YES NO

Undiagnosed chest pain? YES NO



History of back problems (within last two years) YES NO

Upper extremity repetitive use syndrome? (Carpal tunnel,

Tendonitis within two years) YES NO
Are you pregnant or postpartum? YES NO
Mitral Valve Prolapse? YES NO
Recent surgery? YES NO
Musculoskeletal injuries (within one year)? YES NO
Other special considerations such as broken bones, arthritis? YES NO

A physician’s release if both of the following conditions apply:

Cholesterol>240mg/dl YES NO
Cigarette smoking: 10 or more per day YES NO

A doctor’s approval is required for some of the “yes” answers. If you would like me to contact
your physician directly to request this release, please note so.

Please contact my physician YES NO

Name of physician

Participant’s signature

OR
I will bring the completed release to you or have my physician send it you.

Participant’s signature




