Health History Questionnaire

Name Age M/F
Address

Telephone (home) (work)
Personal Physician Location

Emergency contact Phone

PLEASE CIRCLE YES OR NO TO THE FOLLOWING:
History
Have you had or now have:
Heart attack
Heart surgery
Congenital Heart Disease
Heart rhythm disturbance
Lung disease
Asthma
Kidney disease
Diabetes
Heart murmur
Arthritis
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Symptoms
You experience chest discomfort with exertion

Y
You experience unreasonable breathlessness Y
You experience dizziness, fainting or blackouts Y
You take heart medication Y
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Other Health Issues
Cramping sensation in lower legs when walking short distances
Musculoskeletal problems that limit physical activity
Have concerns about the safety of exercise for you
Take prescription medications
You are pregnant
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If you marked YES to any of these statements in this section, consult your physician or other appropriate
health care provider before engaging in exercise. You may need to use a facility with a medically
qualified staff.

Cardiovascular Risk Factors
You are a man older than 45 years
You are a woman older than 55 years
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You smoke or quit smoking within the last 6 months Y N
Your blood pressure is >140/90 mm Hg Y N
You take blood pressure medication Y N
Your blood cholesterol level is >200 mg/dL Y N
You have a close blood relative who had a heart attack or heart surgery before age 55 (father or brother)
or age 65 (mother or sister) Y N

You are physically inactive (i.e. get fewer than 30 minutes of activity most days of week)

Y N
You are more than 20 pounds overweight Y N
If you marked YES to two or more of the statements in this section you should consult your physician or
other appropriate health care provider before engaging in exercise. You might benefit from using a
facility with a professionally qualified exercise staff to guide your exercise program.

Are there any other medical problems/concerns not already identified? Yes  No_
(If Yes, please indicate them.)

___None of the above
You should be able to exercise safely without consulting your physician or other appropriate health care
provider in a self-guided program or almost any facility that meets your exercise program needs.

Activity Level Evaluation

What is your occupational activity level? Sedentary __ light __moderate __heavy
Do you currently engage in vigorous physical activity on a regular basis? Y N
If so, what type? How many days per week?

How much time per day? <15 minutes __ 15-30 minutes __ 30-45 minutes __ More
Do you engage in any recreational or leisure physical activities on a weekly basis? Y N

If so, what activities? How many days per week?

How long per session?

Are you currently following a weight reduction diet plan? Y N

If so, for how long have you been dieting?

Please indicate reasons why you want to begin an exercise program:







