1-ON-1 FITNESS & SPA, LLC


Health History Questionnaire

Last Name _______________________ First Name_____________________________

Home Phone______________________ Work Phone____________________________

Cell Phone _____________________________________________________________

Emergency Contact_______________________________________________________

Emergency Contact Phone__________________________________________________

Personal Physician________________________________________________________

Physicians’Address_______________________________________________________

Date of Birth_________ Age _______ Sex M_____ F______ Height_____ Weight_____

Body Fat%______________________ Blood Pressure ___________________________

1) Blood Pressure

Do you have high blood pressure?  
Yes
No

Have you had high blood pressure in the past?     Yes     No

Are you on medication for high blood pressure?  Yes     No

Which Medication? _________________________________________________

2) Smoking 

Do you smoke? 

Yes 
No

Are you a former smoker?
Yes
No

If yes, please give the date you quit_____________________________________

3) Diabetes

Do you have diabetes?
Yes
No

Are you on insulin?

Yes 
No

4) Heart Problems

Have you ever had a heart attack?
Yes 
No
Date? __________________

Heart survey?



Yes
No 

Angina?



Yes
No

Stroke?



Yes
No
Date? __________________

Are you on heart medication?

Yes 
No 

Which Medication? _________________________________________________

5) Family History

Have any blood relatives had heart disease, heart surgery, or angina?   Yes   No 

6)   Do you have elevated blood cholesterol?
Yes
No


What is your current level of blood cholesterol? ___________________________


Are you on medication? 
Yes 
No

7) Orthopedic Problems

Do you have any serious orthopedic problems that would prevent you from exercising?
Yes 
No           If yes please explain:

______________________________________________________________________________________________________________________________________________________________________________________________________

8) Other Problems

Circle if you had any of the following

AIDS
     Anemia
Arthritis
Asthma
Bronchitis
Emphysema

Epilepsy
Gout 
Heart Murmur, skipped or rapid beats      Kidney Disease

Lung Disease
   Lymph edema
Phlebitis
Rheumatic Fever 

Thyroid Problems

Do you have any chronic illness or condition?
Yes 
No

If yes, please explain.

____________________________________________________________________________________________________________________________________

9)  Do you have any type of exercise or movement that is difficult or uncomfortable   for you?
Yes 
No   If yes, please explain __________________________

10) Are you pregnant?
Yes 
No

11) Do you have any reason to believe you should not exercise?
Yes 
No

__________________________________________________________________________________________________________________________________________
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