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Health History Questionnaire


Name_____________________________________Date of Birth___________________

Height_____________Weight______________Date of last Physical_________________

Personal Physician_________________________Phone__________________________

Emergency Contact________________________Relation________Phone______________________

Check One

Yes	No
___	___	Has your doctor ever said you have a heart condition and that you should
only do physical activity recommended by a doctor?

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

___	___	In the past month, have you had chest pain when you were doing physical?
		activity?

___	___	Do you lose your balance because of dizziness or do you ever lose 
consciousness?

___	___	Do you have a bone or joint problem that could be made worse by a 
		change in your physical activity?

___	___	Is your doctor currently prescribing drugs (for example, water pills) for
		your blood pressure, heart condition, or diabetes?

___	___	Do you know of any other reason why you should not participate in 
		physical activity?

If you marked “Yes” to one or more of the above, you must obtain your personal physician’s consent prior to scheduling your fitness assessment.
Check One

Yes	No

___	___	Female age 55 or older OR male age 45 or older

___	___	Smoking habit (within past 6 months)

___	___	Family history of heart disease (parents or siblings before age 55).  List
relation and age ____________________________________________
_________________________________________________________

___	___	Sedentary lifestyle (inactive job, with no regular exercise/fitness program 
		OR active <3x/week w/ no recreational pursuits)

___	___	Have you ever had an EKG taken while exercising?

___	___	Have you ever experienced a racing heart rate, skipped beats, or extra 
		beats at rest?

Check if applicable

___	Major surgery or hospitalization (within the past 6 months)
	Please explain______________________________________________________
	__________________________________________________________________

___	Anemia (severe)

___	Arthritis 	Specify body region_____________________________________

___	Chronic back problems

___	Hypoglycemia

___	Chronic fatigue

___	Orthopedic problems (joint or bone problems) Specify body region____________
	__________________________________________________________________

___	Pregnant

___	Diabetes

___	Asthma

What other medical conditions or physical limitations should be considered prior to your participation in an exercise program? _________________________________________



Health History Questionnaire (cont’d)
Please list all drugs (prescription and over-the-counter medications) you are taking:

Drug___________________________	Reason______________________________

Drug___________________________	Reason______________________________

Drug___________________________	Reason______________________________

Drug___________________________	Reason______________________________

Please list below any other concerns you may have regarding either your fitness level or the exercise program you are going to take part in.

________________________________________________________________________
________________________________________________________________________________________________________________________________________________

Informed Consent and Release

I,___________________________________ am committed to making a positive change in my health and well-being through my participation in the Personal Best Program.  I understand that certain elements of this program can be physically demanding and that I will need to change various aspects of my lifestyle in order to reach the goals I have set for myself.  I understand that in undertaking this lifestyle change program, some risk may be involved, as with any activity, and I fully assume that risk.  

I recognize that exercise is not without some risk to the musculoskeletal system (sprains, strains) and cardiorespiratory system (dizziness, fainting, abnormal heartbeat, discomfort in breathing, abnormal blood pressure response, in rare instances, heart attack or stroke).  Every effort will be made to minimize the risk through preliminary evaluation, careful observation and professional training.  I understand that any fitness evaluation performed is not a substitute in any way for a diagnostic evaluation by my physician.  The Personal Best fitness evaluation is solely used as a means to establish baseline fitness parameters in order to develop a personal, individualized fitness program, and do not declare my fitness or lack of fitness.  I agree to consult my physician for further evaluation and such medical care as I require.

I hereby release Personal Best, LLC (Millicent Betts) from any and all liability to me for injuries that might be sustained while doing any of the exercises or utilizing any of the equipment during this exercise program

Date__________________________		Signature____________________________
								(Participant)

Date__________________________		Signature____________________________ 
								(Trainer)
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