[image: image1.jpg]ABA

A Balanced Approach to Wellness

~)



[image: image2.jpg]ABA

A Balanced Approach to Wellness

~)



[image: image3.emf]
Exercise and Health History Questionnaire

Name:  __________________________________________ 
Date:    __________________________________________
General Instructions:  Please fill out this form as completely as possible.  If you have any questions, please do not hesitate to ask me for assistance.

1. Please rate your exercise level on a scale of 1 to 5 (5 indicating very strenuous) for each age range through your present age:

15-20 _____    21-30 _____  31-40 _____  41-50 _____ 51+ _____

2. Were you a high school and /or college athlete?

Yes

 No

If yes, please specify ________________________

3. Do you have any negative feelings toward, or have you had any bad experience with, physical activity programs?
 Yes

 No

If yes, please explain ________________________

4. Do you have any negative feelings toward, or have you had any bad experience with, fitness testing and evaluation?

 Yes

 No

If yes, please explain ________________________
5. Rate yourself on a scale of 1 to 5 (1 indicating the lowest value and 5 the highest).
Circle the number that best applies.


Characterize your present athletic ability.



1
2
3
4
5


When you exercise, how important is competition?



1
2
3
4
5


Characterize your present cardiovascular capacity.



1
2
3
4
5


Characterize your present muscular capacity.



1
2
3
4
5


Characterize your present flexibility capacity.



1
2
3
4
5

6. Do you start exercise programs but then find yourself unable to stick with them?

Yes

No

7. How much time are you willing to devote to an exercise program?
_________minutes / day

__________ days / week

8. Are you currently involved in regular endurance (cardiovascular) exercise?

 Yes

 No   If yes, specify the type of exercise(s) __________________

______________ minutes /day
__________ days / week

Rate your perception of the exertion of your exercise program (circle the number):

(1) Light   (2) Fairly Light   (3) Somewhat hard   (4) Hard   (5) Very Hard
9. How long have you been exercising regularly?   ________ months
   ________ years

9a. What exercise equipment do you presently have?  _______________________________

  _______________________________________________________________________

10. What other exercise, sport, or recreational activities have you participated in?

In the past 6 months? ________________________________________________

In the past 5 years? __________________________________________________

11. Can you exercise during your workday?

Yes

No

12. Would an exercise program interfere with your job?

Yes

No

13. Would an exercise program benefit your job?

Yes

No

14. What types of exercise interest you?

Walking


Jogging


Stretching
Cycling


Traditional aerobics

Strength training

Stationary biking

Elliptical striding

Racquet sports
Stair climbing

Swimming


Other aerobic ___________
15. Rank your goals in undertaking exercise --- What do you want exercise to do for you?
Extremely Important
Somewhat Important
 Not at all Important
1
   2
      3
           4
5          6      

7
8
9
10

a. _______ Improve cardiovascular fitness





b. _______ Increase strength







c. _______ Body-fat weight loss

d. _______ Increase energy level



e. _______ Reshape or tone my body



f. _______ Improve performance for a specific sport






g. _______ Improve flexibility







h. _______ Feel better






i. ________Improve moods and ability to cope with stress







j.  _______ Enjoyment






k. _______ Other





16. By how much would you like to change your current weight?

(+) ________lbs.

(-) ________ lbs.

* * * * * * * * * * * * * * * * * * * * * * * *

Dietary Patterns

1. How many meals and /or snacks do you have per day?  ______________________________________

2. What would you estimate your caloric intake to be per day?  __________________________________

3. Do you feel you eat healthy “most of the time”  _____________________________________________

Expectations

Specifically describe what you would like to accomplish through your fitness program during the next:

1 month:  _______________________________________________________________________________

4 months:  ______________________________________________________________________________

1 year:  _________________________________________________________________________________

* * * * * * * * * * * * * * * * * * * * * * * *

Available Equipment

Time Availability
Miscellaneous Notes
Health History Questionnaire

Name_________________________________________
Age_______

Date ______/______/______

Address___________________________________City__________________State_______Zip___________

Date Of Birth_____/_____/_____ Phone # (H)(_____)__________________ (W)( _____)________________

Primary Physician _______________________________
Last Physical Examination __________________

If you answer “Yes” to 2 or more of the below questions, you will need a physician’s approval before testing.

1.) Has your physician ever said that you have heart trouble?



Yes
No

2.) Has your physician ever said you have high blood pressure?
______/______
Yes
No

3.) You are a male 45 or over or a female 55 or over





Yes
No

4.) Has your physician ever said you have high cholesterol?  
Total_______

Yes
No

5.) Do you have diabetes?








Yes
No

6.) Do you currently smoke?








Yes
No

7.) Do you have a family history of heart disease?  (Heart disease or sudden death before 55 for male first relative and before 65 for female first relative)





Yes
          No

Have you ever had, or currently have any of the following? ( please ( ) 

	___Asthma
	___Epilepsy
	___Arthritis/Rheumatoid Arthritis

	___Allergies/Allergic Reactions
	___Fatigue/Lack Of Energy
	___Heart Disease/Heart Attack

	___Anemia
	___Fibromyalgia/Fibrositis
	___High/Low Blood Pressure

	___Back Problems
	___Heart Murmur
	___High/Low Cholesterol

	___Broken Bones
	___Hernia
	___Increased Anxiety/Depression

	___Chest Discomfort/Pain
	___Irregular Heart Beat
	___Light Headed/Dizziness/Fainting

	___Diabetes
	___Seizures
	___Recurring Headaches/Migraines

	___Eating Disorders
	___Stroke
	___Unusual Shortness of Breath

	​​___Other
	
	



If you answered yes or checked ( ( ) any of the above, please explain in detail and list age of onset.

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Do you have any other bone/joint problems or other physical ailments which would affect your exercise program?  If yes, please explain.

__________________________________________________________________________________________

__________________________________________________________________________________________

Do you have a family history of the following?  If yes, please state relationship and age of onset.

Diabetes


Yes
No
________________________________________________

Heart Disease


Yes
No
________________________________________________

High Blood Pressure

Yes
No
________________________________________________

Stroke



Yes
No
________________________________________________

Please list any prescribed and/or over the counter medications, the dosage, and purpose for taking them.

__________________________________________________________________________________________

__________________________________________________________________________________________

Females: Are you pregnant?   Yes
   No      If yes, what trimester are you in?_____    Due date?_________


Fitness and Health Screening Consent Form

I voluntarily agree to utilize the fitness evaluation services at A Balanced Approach Wellness, Inc.  I understand that in order to evaluate the exercise capacity of my cardiorespiratory and muscular system, I will undergo a graded exercise tolerance test and muscular strength test, respectively.  I am aware that this exercise testing will be supervised and conducted by trained personnel in a careful manner and will be discontinued if any abnormality is observed.  I will leave the facility and assisting personnel at A Balanced Approach Wellness, Inc. harmless from any liability as a result of my exercise.


Any information obtained by testing, training, and/or questionnaire that I may voluntarily complete, will be treated as confidential and will not be released without my written consent.  


I also give permission to A Balanced Approach Wellness, Inc. (all personnel directly involved in my fitness and wellness training) to release a copy of my pertinent current, and future records to my Dr. (s) as specified with provided name and contact information as follows.

Physician’s Name:                                                                                                  Phone:                                                                                                    

Physician’s Name:                                                                                                  Phone:                                                                                                    
Physician’s Name:                                                                                                  Phone:                                                                                                    

Physician’s Name:                                                                                                  Phone:                                                                                                    

I have read the above, and have had my questions answered to my satisfaction.  I give consent to proceed with my Personal Training Sessions.
Signed:                                                                                                                       Dated:                         .
A Balanced Approach to Wellness, Inc





Savannah Swanlund





Masters Personal Trainer (NGA Certified)


P: (309) 310 - 2619
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