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Personal Information

Name

CENTER FOR
HEALTH & FITNESS

Date of Birth

Phone # (Day)

Phone # (Evening)

Gender [ Male

Physician Information

[ Female

Please provide physician information below. According to the American
College of Sports Medicine and the American Heart Association, it may

be necessary to get physician clearance prior to starting your workout

program.
Name
Address
Phone # Fax #
Section #1%*
Check all that apply.
O Congenital heart disease Shortness of breath while
0 ‘et Bilure petforming normal activites
B Heimificmis Bone or joint ccm‘d{'tion
aggravated by activity
[ Palpitations ot tachycatdia
Currently pregnant or less
[ Heart murmur than six weeks post-pattum
O Pacemaker or IACD Physician currently restricting
[ Heart attack ot cardiac arrest activity level
[ Bypass or other cardiac surgery History of cancer ot
) o lymphedema
[0 Currently taking medication

for heart condition

O

Chest discomfort with or
without activity

[0 Experiencing frequent
lightheadedness or fainting

[l History of stroke

Hyper ot hypothyroidism
None of the above

*If you checked any of the above statements in this seclion, it is recommrended
that you consult your healtheare proveder before engaging in exerdse.

Section #2*
Check all that apply.
[0 Female over 55

U Male over 45

O Premature menopause without
hormone replacement therapy

O

Diagnosed with diabetes

|

Known abnormal blood sugar

O Hysterectomy prior to
menopause

O Diagnosed hypertension
(above 140/90 mm/hg)

OO0 Don’t know resting
blood pressure

[0 Currently taking blood pressure
medication

Loyola Center for Health & Fitness
Health History Questionnaire

Diagnosed hypercholesterolemia
(above 200mg/dL)

Don’t know cholesterol
Current smoker

Former smoker - quit less
than ten years ago

Do not currently exercise

Exercise less than three times
a weel, less than 30 minutes

Currently 20 pounds over ideal
weight

None of the above

Which of the following apply to your parents, brothets, or sisters?

[0 Heart attack or cardiac related surgery prior to 50 years of age

O Stroke prior to 50 years of age

*If you checked two or more of the above statements in this section, it is recommended
that you consilt your bealihcare provider before engaging in exercise.

Section #3

Check all that apply.

Rheumatic fever
Poor circulation

Low blood pressure
Anemia

Infectious mononucleosis
Epilepsy or seizures
Bronchitis
Pneumonia
Emphysema
Abnormal chest x-ray
Incteased anxiety
Depression

Unusual fatigue
Migraine/headaches
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Swollen or stff joints
Arthritis

Bursitis

Tendinitis

Foot problems

Knee problems

Back problems

Hip problems
Shoulder problems
Broken bones

Ulcer

Stomach or intestinal problems
Hernia

None of the above






