Health History Questionnaire
Name:__________________________________________ Date of birth:____________ Date: _____________
Address:____________________________________________________________________________________
City: ___________________________________________ State:___________________ Zip:_______________
Phone (Cell):_____________ (Work):_________________ Email address:_______________________________

In case of emergency, whom may we contact?
Name: __________________________________________ Relationship:________________________________
Phone (Cell):_____________________________________ (Home):____________________________________
Health Care Provider:_________________________________________________________________________
Name:__________________________________________ Phone:__________________ Fax:_______________

Present/Past History
Have you had, or do you presently have any of the following? (Check if yes.)
qH
 eart attack
qA
 ny kind of heart disease or heart surgery
q Diabetes
q Prediabetes
qH
 igh blood pressure
qL
 ow blood pressure
qK
 idney disease
qH
 igh Cholesterol
qL
 ung disease
q Seizures
q Cancer
qR
 heumatic fever
qR
 ecent operation
qO
 ther (please describe): _____________________
__________________________________________
__________________________________________

qF
 ainting or dizziness
qC
 hest pains
qP
 alpitations or tachycardia (unusually strong or
rapid heartbeat)
qK
 nown heart murmur
qM
 uscle or joint problems (e.g., back, knee)
qE
 dema (swelling of ankles)
qP
 ain, discomfort in the chest, neck, jaw, arms, or
other areas
qU
 nusual fatigue or shortness of breath at rest or
with light activity
q Temporary loss of clear vision or speech or shortterm numbness or weakness in one side, arm, or leg
of your body
qS
 hortness of breath while lying down, at night or
that comes on suddenly
q I ntermittent claudication (calf cramping)

Family History
Have any of your first-degree relatives (parent, sibling, or child) experienced the following conditions? (Check if
yes.) In addition, please identify at what age the condition occurred.
qH
 eart attack
qC
 ongenital heart disease
qH
 igh blood pressure
qH
 igh cholesterol

qH
 eart surgery
q Diabetes
qO
 ther major illness: ________________________

Explain checked items:

Activity History
1. Why have you decided to seek exercise guidance at this time? (Please be specific.)
2. Were you referred to this program? q Yes By whom: ________________________ q No
3. Have you ever worked with a personal trainer before? q Yes q No
4. Date of your last physical examination performed by a physician:
5. Do you participate in a regular exercise program currently? q Yes q No
If yes, briefly describe:
6. Can you currently walk 2 miles briskly without fatigue? q Yes q No
7. Have you ever performed strength training exercises in the past? q Yes q No
8. Do you have injuries (bone/muscle disabilities) that may interfere with exercising? q Yes q No
If yes, briefly describe:
9. Do you smoke? q Yes q No
If yes, how much per day and what was your age when you started?
10. W hat is your body weight now?
What was it one year ago?
At age 21?
11. How tall are you?
12. D
 o you follow, or have you recently followed any specific dietary intake plan and, in general, how do you feel
about your nutritional habits?
13. List the medications you are presently taking.
14. What are your personal health or fitness goals?

