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Health History Form
Name ___________________ Phone # Wk



Hm.





Male/Female________ Age _________Height_________  Weight___________

Occupation 












Emergency Contact 











Are you on a diet?
Y
N

Is your diet doctor supervised?
Y
N

Do you have high blood pressure?
Y
N

Are you on medication for high blood pressure?
Y
N

Have you had high blood pressure in the past?
Y
N

Do you smoke?
Y
N

Are you a former smoker?  If yes, when did you quite smoking
Y
N

Do you have Diabetes?
Y
N

If yes, are you Insulin dependent? 
Y
N

Have you ever had a heart attack?
Y
N

Have you ever had heart surgery? 
Y
N

Have you ever had angina?
Y
N

Do you frequently have pains in your heart or chest?
Y
N

Do you often feel faint or have spells of severe dizziness?
Y
N

Has your doctor ever told you that your have a bone or a joint problem, such as arthritis, that has been aggravated or made worse by exercise?  If yes, please explain.

Do you have low back, hip, knee, shoulder, or neck pain?
Yes   If yes, please explain 

Are you unaccustomed to vigorous exercise?









What has kept you from exercising in the past?  



















 

Your current exercise program:










Hours per day:




   
Days per week: 





How long have you been actively engaged in this program? ______________________

Health History

Please mark any box that may apply to you.

Musculoskeletal

Bone or Joint Disease











Tendonitis












Bursitis












Arthritis












Low Back, hip, leg pain










Neck, shoulder, arm pain










Headaches, head injuries










Spasms/ cramps











Lupus













Other













Digestion

Constipation












Gas/bloating












Diverticulitis












Irritable Bowel Syndrome










Other













Nervous system

Herpes












Shingles












Numbness/tingling











Chronic Pain












Fatigue













Sleep Disorder












Other













