
NORTH BIRMINGHAM 
FITNESS CENTRE
PLEASE COMPLETE AND RETURN TO THE RECEPTION DESK PRIOR TO YOUR SCHEDULED CONSULTATION.
ALL INFORMATION RECEIVED ON THIS FORM WILL BE TREATED STRICTLY CONFIDENTIAL. PLEASE FILL OUT THE FORMS COMPLETELY AND ACCURATELY. THIS INFORMATION IS ESSENTIAL TO HELPING US DEVELOP A PROGRAM THAT ADDRESSES YOUR NEEDS, GOALS AND INTERESTS AND IS SAFE AND EFFECTIVE.
Name: _____________________________  Date of Birth: ____/____/___  Age:  _ _
Address: _________________________________   Post code: __________
Phone: __________________ (Mobile) __________________ (Home) 

Email address: _______________________________________________________
Occupation: _____________________________________

Emergency Contact: _______________________ Relationship: ________________

Phone Number:  ________________________

Doctor’s Name:  ___________________  Doctor’s Number: _______________
Doctor’s Address:  ______________________________   Post code: __________

PLEASE WRITE YES OR NO TO THE FOLLOWING


YES
NO

1. Has your doctor ever said that you have a heart condition and
recommended only medically supervised physical activity? 

____ 
____
2. Do you frequently have pains in your chest when you perform
physical activity?






 ____ 
____
3. Have you had chest pain when you were not doing physical
activity? 







____ 
____
4. Do you lose your balance due to dizziness or do you ever lose
consciousness? 






____ 
____
5. Do you have a bone, joint or any other health problem that
causes you pain or

6. Any limitations that must be addressed when developing an exercise
program (diabetes, osteoporosis, high blood pressure, high cholesterol,
arthritis, anorexia, bulimia, anemia, epilepsy, respiratory ailments,
back problems, etc.)?






 ______________
7. Are you pregnant now or have given birth within the last 6 months?
 ____ 
____
8. Have you had a recent surgery?





 ____ 
____
9. Do you take any medications, either prescription or non-prescription,
on a regular basis? 







PLEASE CHECK WHICH OF THE FOLLOWING CONDITIONS YOU HAVE HAD OR NOW HAVE. ALSO CHECK MEDICAL CONDITIONS IN YOUR FAMILY (FATHER, MOTHER, BROTHER(S), OR SISTER(S)).
PERSONAL
FAMILY
MEDICAL CONDITION




Coronary heart disease, heart attack

 



Angina





High blood pressure 





High cholesterol (_______ mg/dl)




Peripheral vascular disease





Phlebitis or emboli





Epilepsy





Stroke





Emphysema





Pneumonia





Asthma





Bronchitis





Diabetes (specify type: _______)




Thyroid conditions





Osteoporosis





Arthritis





Anemia (low iron)





Bone fracture





Depression





High anxiety, phobias





Eating disorders (anorexia, bulimia)





Sleeping problems
Lifestyle Related Questions:

1) Do you smoke? YES NO If yes, how many?__________

2) Do you drink alcohol?YES NO If yes, how many glasses per week?__________

3) How many hours do you regularly sleep at night? ___________

4) Describe your job:  Sedentary  Active  Physically Demanding

5) Does your job require travel? YES NO

6) On a scale of 1-10, how would you rate your stress level (1=very low 10=very high)? ______

7) List your 3 biggest sources of stress:

a. _______________________ b. _______________________ c._______________________

8) Is anyone in your family overweight? Mother Father Sibling Grandparent

9) Were you overweight as a child? YES NO If yes, at what age(s)?______________

Fitness History:

1) When were you in the best shape of your life? _____________________________________

2) Have you been exercising consistently for the past 3 months? YES NO

3) When did you first start thinking about getting in shape? _____________________________

4) What if anything stopped you in the past? _________________________________________

5) On a scale of 1-10, how would you rate your present fitness level (1=Worst 10=Best)?_____

Nutrition Related Questions

1) On a scale of 1-10, how would you rate your Nutrition (1=very poor 10=excellent)? _______

2) How many times a day do you usually eat (including snacks)? _______________

3) Do you skip meals? YES NO 4) Do you eat breakfast? YES NO

5) Do you eat late at night?  Sometimes  Often  Never

6) What activities do you engage in while eating? (TV, reading etc) ______________________

7) How many glasses of water do you consume daily? _____________

8) Do you feel drops in your energy levels throughout the day? YES NO If yes, when?______

9) Do you know how many calories you eat per day? YES NO If yes, how many?_____

10) Are you currently or have you ever taken a multivitamin or any other food supplements? Y N

If yes, please list the supplements:

______________________________________________________________________________________

________________________________________________________________

11) At work or school, do you usually:  Eat out  Bring food

12) How many times per week do you eat out? _____________
http://healthybalancefitness.com/Client_Health_Questionnaire.pdf
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