Health/Medical Questionnaire

e Name: . Date:

_______ Address. o Age: DOB:

Sex: Height: Weight:

Home Phone: — . Mobile phone:

Work Phone:

in case of emergency contact Mr./Mrs. Phone #:
_ Personal Care Physician: N
) A—
= ' _=}‘
B

1. Have you had or do you have:

[Iheart attack [} thrombophiebitis [ ] rapid heart beats
[ Jangina ) [Jasthma [] high blood pressure




4. Do you have any conditions or past injuries which limit the range of motion of your muscies,
joints, bones, back/neck or any other part of your body which may be aggravated by exercise?

Yes [ ] No[_] fyes, please explain:
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If yes, please list all medications and dosages: attach separate sheet.

Are you allergic to any medications? [ ] Yes [ | No
If yes, please list medications:

If yes. why?
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Dr's Name: Phone#

May we call him/her? [ ] Yes [ ] No

7. What is your current weight? What was your weight 1 year ago? 5 years ago?






