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     Health History

              Questionnaire

This is a 2 sided form

Name: ________________________________________________ Gender:  M: ______ F: ______

Address: _____________________________________________City: ______ State: _____ Zip: ______

Phone: (H) _______________________ (W) _________________ Date of Birth: ___________________

Emergency Contact: ___________________________________________________________________

Emergency Contact Phone: (H)_________________________ (W) _____________________________

Personal Physician: __________________________________________ Phone: ___________________

History
Have you ever experienced any of the following? (Please check all that apply)

Heart Attack: _________

Heart Surgery: ________ 

Heart Disease: __________

Stroke: ______________

Diabetes: ____________

High Cholesterol: _____________
Dizziness/ Fainting/Blackouts: ____
High Blood Pressure: ____
            Asthma/Shortness of Breath: _____ 

Back Injury /Pain: _______

Knee Surgery/Pain: ______                Arthritis/Bursitis: ________
Shoulder Injury/Pain: _____

Osteoporosis: _________


If you have checked any of the above, please explain.  Include dates of any time you were seen by a physician for these problems: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current Lifestyle
Do you smoke: 
Y
N

Is a physician treating you for any medical condition?
Y
N

If yes please explain condition and treatment: __________________________________________________

_______________________________________________________________________________________

Are you taking any prescription drugs? 
Y
N

If yes, please explain: ______________________________________________________________________

Are you currently exercising? 
Y
N
Did you receive medical clearance to exercise?    Y       N

Have you been a member of The Racquet Club of Concord in the past? ______ How long ago? _______

What was your reason for leaving? _______________________________________________________

What are your specific Health/Fitness goals? (Please check all that apply)

Sports Conditioning: ___________________

Improve muscle strength/endurance: ___________

Improve muscle tone: __________________


Reduce body fat/lose weight: ________________

Reduce Stress: ________________________

Improve cardiovascular fitness: ______________

Other: ___________________________________________________________________________________

What types of activities do you enjoy? (Please check all that apply)

Group Fitness Classes: _____

Racquetball: ____
Tennis: _____
Volleyball: ____ Basketball: ____

Cycling Classes: _____

Aquacize Classes: _____ 
Lap Swimming: _____ 
Golf: _____

Running: _____


Walking: _____

Other: ___________________________________________________________________________________

please read and understand the following
I have answered the Health History Questionnaire questions accurately and completely.  I understand that my medical history is a very important factor in the development of my fitness/wellness program.  I understand that certain medical or physical conditions, which are known to me, but that I do not disclose to my trainer, may result in serious injury to me.  If any of the above conditions change, I will immediately inform my trainer of these changes.  I knowingly and willingly assume all risks of injury resulting from my failure to disclose accurate, complete, and updated information in accordance with the attached questionnaire.

I also understand that The Racquet Club of Concord recommends meeting with a qualified trainer BEFORE using the cardiovascular and strength machines.  A follow-up appointment with the trainer is also recommended to review the exercise routine.
Member Name: (please print) ___________________________________________________________

Member Signature: ________________________________________________________ Date: ___________
