Health History Form

Name: Membership Type
Address:

City: State: Zip:
Telephone: Day: Evenings: Mobile:

Gender: _ _M___ F Date of birth:

Age:

Personal Physician:

Telephone:

Person to notify in case of an emergency:

Relationship:
Telephone:

MEDICAL HISTORY

Please check if you have had, or presently have, any of the following conditions and include month and year of your

initial diagnosis:

Heart/vascular:

OChest pain/angina

OHeart palpitations/extra or skipped beats

OBlackouts/fainting spells/ dizziness

OSwollen ankles

OPeripheral vascular disease/leg cramps/cold
hands or feet

OHeart attack/heart valve disease

OCoronary by-pass/cardiac surgery

OPacemaker

OHeart murmur

OAbnormal electrocardiogram

OHigh blood pressure

OHigh cholesterol

OPhlebitis

OStroke

OStents

aOTIA

OVaricose veins

Other

Respiratory:
OAsthma/exercise-induced asthma
OEmphysema

OChronic bronchitis

OBreathing difficulty/shortness of breath

Metabolic disease:
ODiabetes, insulin dependent

Joint/muscle:
OArthritis/joint problems
ODisc problems -
OFractures ODiabetes, non insulin dependent
OMuscle pain/cramps/weakness

OThyroid problems

OOrthopedic problems OOther metabolic
OJoint replacement
OOsteoporosis Other:
OOther OParalysis
OAllergies
Auto immune disease: OAnemia
OChronic Fatigue Syndrome OBleeding problems
OCancer
OFibromyalgia OEpilepsy/seizures/convulsions
OAIDS/HIV
OLupus OHernia
OOther OKidney or urinary tract disease
Neurologic: OMajor surgery or hospitalization

OMultiple Sclerosis
OAlzheimer’s Disease
OParkinson’s Disease

OMental health
OOverweight

OOther ORheumatic fever
OStomach or bowel problems
Women Only: OChronic pain
OCurrently pregnant OEating disorders
OLactating
OMenopausal
OPost-menopause
OOther

(more on reverse)



MEDICAL HISTORY (continued)
Do you have any other physical limitations or medical conditions which should be considered before you begin an
exercise program? Yes O No O

If yes, please explain:

Date of last physical exam:
Have you had an electrocardiogram (ECG): Resting Yes 0 No (O Exercise (treadmill) Yes 0 No O

Please list any prescription medications, self-prescribed medications, dietary or herbal supplements:

FAMILY HISTORY

Please check if any of your immediate family members (parents, grandparents, or siblings) have any of the following:

Heart disease Relationship Age of onset
Diabetes Relationship Age of onset
Osteoporosis Relationship Age of onset
High blood pressure Relationship Age of onset
High cholesterol Relationship Age of onset
Cancer Relationship Age of onset

LIFESTYLE HISTORY

Smoking history: Weight history: Height History:

(including cigarettes, pipes and cigars): Current weight Ibs.  Highest adult height
Non-smoker Weight6 monthsago __ Ibs. Current height
Ex-smoker ___packs/day ___years Highest adult wgight _ lbs.

Current smoker ___ packs/day ____years Lowest adult weight —bs.

Would you like us to send a copy of your physical assessment and testing to your physician:  Yes No
Physician:

Address:

City, State, Zip:

Phone:

Full Membership
With Dr.. OYes [ No
Appt Date:

Time:

Trial Membership p

Start Date: . W"

Appt:

neMarsh.
A

Trainer: Center for Balance and Fitness
15000 Minnetonka Boulevard * Minnetonka, Minnesota 55345/ With:

Date Converted:

Phone 952-935-2202 * Fax 952-935-9685




Name

PHYSICAL/ACTIVITY HISTORY

Do you have a regular exercise routine? OYes [ONo

If yes, please list (walking, biking, strength training, etc...):

Activity: times/per week: duration:
Activity: times/per week: duration:
Activity: times/per week: duration:

Do you have any other sports, hobbies or recreational interest? (example: team sports, tennis, golf, gardening etc.)

Health/Fitness Interests
What activities are of interest to you?

OGroup fitness OPilates ORowing
OWater OBiking OStairmaster
OLand OStationary Biking OSpa services

OLap swimming OOutdoor OMeditation

OStretching/relaxation OStrength OYoga

OWalking/jogging/running OPersonal training OGolf

OBalance & Stability OTai Chi/Qi Gong OOther activities

What are your health goals:

OStress Management  OPostural improvement  OSocial interaction ~ OFlexibility OEndurance/Stamina
OWeight ONutrition OStrength OBalance & Stability
Other:

Is there any other information regarding your health/fitness goals you would like us to know?

Goal 1:

Goal 2:

Goal 3:
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