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Health and Exercise History Questionnaire

Name: ____________________________________________________ 
Age:_______   
Date of Birth: __
Address: ___________________________________________________ 
City/State/Zip: ______________________
Phone Number: _____________________________  
E-mail:_________________________________________________

Personal Physician: ______________________________________________-
Phone:______________________________

In case of emergency notify:___________________________________________  

Exercise History

Do you exercise regularly?   
Do you enjoy exercising? 

If so, what type(s) of exercise are you participating in? _________________________________________________
How many times per week? ______ 
How long is the workout session? _______________________________

Have you been consistent?  
If no, why?_______________________________________________________________
If not (currently), have you (exercised) in the past?    

What type(s) of exercise have you participated in? __________________________________________________________
Were you consistent?
Did you get the results that you wanted?
Why did you stop? ___________________________________________________________________________________
Does your spouse exercise?
Does your spouse support an exercise program?
Do you have any bone or joint condition that might interfere with exercise?

Please explain: 
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Health and Exercise History   (continued)

Have you ever been told by a doctor to avoid any certain type(s) of exercise?

Please explain: 
Do you now have, or have you ever had any of the following? (Please check all that apply to you)

History of heart disease ____


Smoke ____

High blood pressure ____

High cholesterol ____
Thyroid disorder (hypo/hyper) ____

Stroke ____

Arthritis ____


Back problems ____

Extra fatigue with usual activity ____

Dizziness ____

Epilepsy ____


Seizure disorder ____

Heart palpitations or murmur ____

Diabetes ____

Hernia ____

Difficulty breathing unless upright ____ 

Pulmonary disease (asthma, emphysema, chronic bronchitis or other) _
Chest, jaw, or arm pain that gives you discomfort at rest and/or during exercise? ___

History of heart problems, chest pain, or stroke? ____ 

High blood pressure in immediate family? ____

Any chronic illness or condition? ____

Difficulty with physical exercise? ____

History of heart problems in your immediate family?  ____

Surgery within the last 2 years?  

List surgery and date: _______________________

Date of last physical: ___________________
Have you ever had an exercise stress test?

If yes, when? _____________ 

For what reason?__________________________________________

Do you have family history with any of the above conditions?

If yes, please explain:

Are you currently taking any medications either prescription or over the counter?
If yes, please explain: ______________________________________________________________________________________
Please add any additional comments that you feel may be relevant:
Name:

Signature: 
Date:
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