Magee Riverfront Wellness Center Fitness History and Medical Questionnaire
Date: _________________________________

Patient Name: _______________________________________  DOB: _______________________

Diagnosis: __________________________________________

Do you have a history of high cholesterol? ☐yes	☐no	Do you know your value? _________
Do you have problems with blood pressure? ☐yes ☐no 
Are you on medication? ☐yes☐no
Has your body weight changed more than 10 pounds in the last year? ☐ yes☐ no
How would you evaluate your health status over the past 6 months?
☐Better	☐Somewhat Better	☐Same  ☐Somewhat Worse	Significantly Worse☐

Do you presently feel that you are in good health? 	☐yes	☐no
Comments: ____________________________________________________________________________________________________________________________________________________________

Age: ________________  Max HR (220-age): ____________________

Do you currently smoke?	☐ yes	☐ no  Have you ever smoked as a habit?	☐yes	☐ no
If yes, when did you quit? ____________________________________

Do you currently engage in any regular form of exercise? ☐yes  ☐no  
If yes, please specify:
______________________________________________________________________________
Please list three goals you wish to achieve through the Wellness program? 
1)____________________________________________________________________________
2)____________________________________________________________________________
3)____________________________________________________________________________
Are there any other comments or concerns you have related to your fitness program?
______________________________________________________________________________	
What sort of Outpatient Therapy have you received? (PT, OT, Speech, Art, Neuro/Ortho Day Hospital)
Have you ever been diagnosed with or treated for the following? Check all that apply.

Alcohol/Drug Abuse:		☐		Please list current medications:
Anemia:                      	 	☐		_______________________________________
Arthritis/gout/rheumatism: 	☐		_______________________________________
Asthma: 			☐		_______________________________________	
Bleeding tendency:		☐		_______________________________________	
Cancer/tumors:		☐		_______________________________________
Bowel disorders/colitis:	☐		_______________________________________
Depression:			☐		_______________________________________
Diabetes:			☐		_______________________________________	
Falls/loss of balance:		☐		_______________________________________
[bookmark: _GoBack]Head Injury:			☐		_______________________________________
Heart problems:		☐		_______________________________________
Hepatitis:			☐		_______________________________________
High blood pressure:		☐
Kidney/bladder problems:	☐
Phlebitis:			☐
Respiratory disorders:		☐		
Seizures/epilepsy:		☐		Date of last seizure:  ______________________
Stomach problems/ulcer:	☐		
Stroke:				☐
Tuberculosis:			☐

Name (Please print): __________________________________  Date:  ____________________________

Client signature: _______________________________________________________________________

WELLNESS TRAINER AUTHORIZED SIGNATURE: ________________________________________



