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Health History Questionnaire

Last Name: ____________________________________	Home Phone: _______________________________
First Name: ____________________________________	Cel Phone: 	_______________________________
Email address: ______________________________________________________________________________________
Home address: _____________________________________________________________________________________
City: __________________________________________________  Postal Code: _______________________________
Date of birth: ____________________________________ Age: _______________

Emergency contact: _______________________________________________________________________________
Emergency contact phone #: _______________________________________________________-_____________
Physician: ___________________________________________ Phone #: ____________________--______________

The testing and evaluation process provides information on your current level of fitness, and for the development of an individual exercise program.  The fitness assessment emphasizes cardiovascular and muscular fitness as well as flexibility, range of motion, core strength, and balance.  In order to get a complete and appropriate individual assessment, it is imperative that you fill out this form completely and that you don’t leave out any information that could influence your individual program.

Family history – indicate any if your immediate family has had:

 (F)ather, (M)other, (G)randparent, (S)ibling
____ Arthritis		____ Allergies		____ Hypertension		____ Mental Illness
____ Asthma		____ Alcoholism	____ Kidney Disease		____ Stroke
____ Diabetes		____ Heart Disease	____ Gall Bladder Problems
____ Cancer / Type _______________________________

Other conditions/comments: _____________________________________________________________________

Orthopedic injuries or chronic pain:

___ Neck		___ L shoulder		___ R shoulder		___ Cervical spine
___ Thoracic spine	___ Lumbar spine	___ L elbow		___ R elbow
___ L wrist		___ R wrist		___ L hip		___ R hip
___ L knee		___ R knee		___ L ankle		___ R ankle
___ other  _______________________________________________________

Please provide details on any of the above you have checked:
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________

Other conditions/comments:
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________

Medications:
Are you currently taking any prescription medications?	___ Yes 	___ No
If yes, what and how much?
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________

Are you currently taking any over-the-counter medications or vitamins?  ___ Yes ___ No
If yes, what and how much?
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________

Health habits:
Do you smoke?	___ Yes 	___ Quit	___ Never
How much did/do you smoke a day? ____________________________________________________________
How long have you been smoking? ___________________________
If quit, when? ___________________________________________________

Exercise Habits:
Do you engage in physical activity? 	___ Yes		___ No
What kind?
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
What level?	___ Easy	___ Medium	___ Advanced
How often? _________________________________________________________________________________________
Did your past exercise habits differ from what you are doing now?  ___ Yes   ___ No
What kind of exercise did you do in the past? ___________________________________________________
What level?	___ Easy	___ Medium	___ Advanced
Is your occupation: ___ Sedentary	___ Active	___ Heavy Work
Explain:
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
Do you experience discomfort, shortness of breath, or pain with exercise? ___ Yes  ___ No
If yes, what type of exercise/symptoms?
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________

Nutritional Behavior:
Do you consider yourself overweight?	___ Yes		___ No
If yes, how long have you been overweight? ____________________________________________________
Dietary Habits:
How many times a day do you eat:
Main meals __________________  Times of day: _____________________________________________________
Snacks: _______________________ Times of day: _____________________________________________________
Do you eat meals:	____  with family	____  home alone	____  on the run
			____  restaurant	____  fast food

Do you feel there are restrictions to your diet due to the preferences of others – family, roommate?  ___  Yes  ____  No
If yes, please explain: _____________________________________________________________________________
______________________________________________________________________________________________________
How many ½ cup servings of each do you typically eat in a day:
______  Fruit:	____  fresh  ____  dried  ____  canned
______  Vegetables:  ____  cooked  ____  raw
______  Whole grains
______  Protein:  type ______________________________________________________________________________
______ Dairy products:  type ______________________________________________________________________
______ Other: specify ______________________________________________________________________________

Stress:
What level of stress do you feel you are experiencing at this time? 1 – 10 ___________
What are the major causes or factors of your stress? (check all that apply)
____ financial	____ career	____ personal		____ marriage		____ health
____ family		____ spiritual		____ unfulfilled expectations
____ other (please elaborate) ____________________________________________________________________
How does your stress manifest itself? __________________________________________________________
______________________________________________________________________________________________________
Do you use any coping mechanisms? ___________________________________________________________
______________________________________________________________________________________________________
What do you do for exercise? (indicate type, frequency and time) ___________________________
______________________________________________________________________________________________________
How many hours on average do you sleep daily? (including__________________________________
What time do you go to sleep? _____________________ Awaken? _________________________
Do you awaken feeling rested? ____ Yes   ____ No
Do you practice any form of meditation?  ___ Yes  ___ No
If so, what kind? __________________________________________________________________________________
______________________________________________________________________________________________________


[bookmark: _GoBack]Client Statement:

I understand and acknowledge that the services provided are at all times restricted to consultation on the subject of health matters intended for general well-being, and are not meant for the purposes of medical diagnosis, treatment or prescribing of medicine for any disease, or any licensed or controlled at which may constitute the practice of medicine.  This statement is being signed voluntarily.

Name:  ____________________________________________________________ 

Signature: ________________________________________________________

Date:  ___________________________________________________
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