HEALTH HISTORY FORM

NAME ______________________________________________________________________________
ADDRESS ______________________________________________________________________________

CITY ______________________________________  STATE _______________  ZIP _________

HOME PHONE (_______)________________________  CELL PHONE (______)____________

PERSONAL EMAIL



     WORK EMAIL





DATE OF BIRTH __________/__________/__________  AGE __________  SEX:     M     /     F     (circle one)

In case of emergency, contact:

NAME ______________________________________________________________________________

HOME PHONE (_______)______________________  Cell PHONE (_______)_____________

NAME ______________________________________________________________________________ 
HOME PHONE (_______)______________________  Cell PHONE (_______)_____________
Physician's Name _________________________________________   
Physician's Phone Number (_______)____________________

Email



 

Website







Do you have now, or have you had within the past year:

Yes


No



1.
Difficulty with physical exercise?


----


----

If yes, explain: ________________________________________________________________________

2.
Advice from a physician not to exercise?

----


----

If yes, explain: ________________________________________________________________________

3.
A history of heart problems?


----


----

If yes, explain: ________________________________________________________________________

4.
High blood pressure?



----


----

If yes, explain: ________________________________________________________________________

5.
High blood cholesterol?



----


----

If yes, explain: ________________________________________________________________________

6.
Knee problems?



----


----

If yes, explain: ________________________________________________________________________

7.
Back problems?




----


----

If yes, explain: ________________________________________________________________________

8.
Shoulder problems?



----


----

If yes, explain: ________________________________________________________________________

9.
A history of miscarriage?


----


----

If yes, explain: ________________________________________________________________________

I attest that the above information is true and correct to the best of my knowledge.  I further affirm that the information collected on the health history form will ONLY be used for the purpose of this initial interview and general fitness programming recommendations. None of these recommendations should be interpreted as replacing, supplementing, or acting as medical advise. The club, its staff, instructors, trainers and affiliates will NOT be responsible for knowing or using any of the information collected on this health history form.

________________________________________________________
___________________

Signature







Date                    

I hereby affirm that I am exercising with my physician’s approval regarding a fitness program and have read and fully understand the above agreement. I attest that I have read and understand the above.

_______________________________________________________       ____________________

Signature 



Date



           BODY ROX, LLC - Health History Form








