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Name: _____________________________________________________ Date: ______/______/_______

Email:  ______________________________________________________________________________

Cell Phone: __________________________________________________________________________ 
Home Phone: ________________________________________________________________________ 
Work Phone: _________________________________________________________________________

Address: ____________________________________________________________________________ 
City: ________________________________________________ State: ______ Zip: ________________
Occupation: ____________________________________ Age: _____ Birthday: ______/______/_______
Last Physical Exam: ______/______/_____ Height: ______________ Weight: _____________________
Physician’s Name: ____________________________________ Phone: ______-_______-___________

Emergency Contact: ___________________________________ Phone: ______-_______-___________
Medical History

These conditions affect your ability to exercise. Please check all that apply.

_____ High blood pressure

_____ Heart ailment. Specify: ____________________________________________________________
_____ Family history of heart disease. Specify: ______________________________________________
_____ Stroke or family history of stroke. Specify: _____________________________________________
_____ Chest pains

_____ Dizzy spells

_____ Difficulty breathing or asthma

_____ Allergies. Specify: _______________________________________________________________
_____ Shortness of breath from mild exertion

_____ Seizures

_____ Diabetes. Specify: _______________________________________________________________
_____ Hypoglycemia

_____ Thyroid problems

_____ Polio

_____ Cancer. Specify: ________________________________________________________________
_____ High cholesterol

_____ Osteoporosis

_____ Medications currently taking: _______________________________________________________

_____ Other _________________________________________________________________________

Do you have or have you had any back problems or pain?     
No_____ Yes _____ (If yes, explain below)
____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
Do you have or have you had problems in any muscles, joints, ligaments, or tendons (like arthritis, calcium deposits, torn muscles, torn cartilage, nerve damage, bone fractures, dislocations, hernia, etc.)

 No_____ Yes _____ (If yes, explain below)
____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________
Any surgeries? 
No_____ Yes _____ (If yes, explain below)
____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________

Are you pregnant? _____No _____Yes                          Last delivery date _______/________/_________
Do you exercise? _____No _____ Yes

What kind of exercise do you do?

____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________

To the best of my knowledge all the above statements are complete and true.
Signature: ___________________________________________________________________________ 
Date: ______/________/________
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