THE NATATORIUM

HEALTH AND FITNESS CENTER
CUYAHOGA FALLS
HEALTH STATUS QUESTIONNAIRE

NAME TODAY’'S DATE / /
(PLEASE PRINT)

GENDER ( ) MALE ( ) FEMALE AGE: BIRTHDATE__ /___/

MEMBERSHIP STATUS. MEMBER NON MEMBER

PHYSICIAN’S NAME

DATE OF LAST CONSULTATION WITH A PHYSICIAN

CONTACT PERSON IN EMERGENCY

HAS A DOCTOR EVER ADVISED YOU NOT TO EXERCISE? YES NO

HAVE YOU EVER BEEN DIAGNOSED WITH HIGH BLOOD PRESSURE? (PRESSURE OVER
140/90) YES NO
WAS IT TREATED? IF SO HOW.

DO YOU HAVE ANY HISTORY OF HEART RELATED TROUBLE? YES NO
WHEN/WHAT DIAGNOSIS

WHAT TREATMENT

HAS ANY MEMBER OF YOUR IMMEDIATE FAMILY EVER BEEN DIAGNOSED?
WITH ANY TYPE OF HEART DISEASE BEFORE THE AGE OF 507 YES NO
IF YES, WHEN/WHAT TYPE OF TREATMENT?

HAVE YOU OR ANYONE IN YOUR IMMEDIATE FAMILY BEEN DIAGNOSED WITH DIABETES?
YES NO
IF YES, WHEN/WHAT TYPE OF TREATMENT?

HAVE YOU EVER RECEIVED A TOTAL CHOLESTEROL NUMBER ABOVE 225? YES NO
IF YES, HOW WAS IT TREATED?

DO YOU HAVE ANY CONDITIONS THAT REQUIRE MEDICAL CARE? YES NO
IF YES, EXPLAIN

ARE YOU CURRENTLY TAKING ANY MEDICATIONS OR SUPPLEMENTS? YES NO
IF SO, PLEASE LIST MEDS AND REASONS FOR TAKING THEM

DO YOU CURRENTLY USE ANY TOBACCO PRODUCTS REGULARLY? YES NO
How MUCH? IS QUITTING AN INTEREST?

HAVE YOU EVER EXPERIENCED DIZZINESS, CHEST PAIN OR SHORTNESS OF BREATH?
YES NO
IF YES, DID THIS OCCUR WHILE EXERCISING AND HOW WAS IT TREATED?




HAVE YOU HAD ANY BACK INJURIES? YES NO
IF YES, PLEASE EXPLAIN

DO YOU HAVE ANY CONDITIONS, NOT PREVIOUSLY LISTED, THAT WOULD LIMIT YOUR FULL
PARTICIPATION IN AN EXERCISE PROGRAM? YES NO
IF YES, PLEASE EXPLAIN

CURRENT ACTIVITY LEVEL
___VERY LITTLE ACTIVITY  ___ LITTLE ACTIVITY(1-2 HR/WK)
MODERATE (2-4 HR/WK) __ ACTIVE(GREATER THEN 4 HR/WK)

ACTIVITY INTERESTS
(CHECK AS MANY AS YOU LIKE)
__ WALKING ___ JOGGING ___ BICYCLING ___ SWIMMING ____ RACQUETBALL
_ WEIGHT TRAINING ___ INSTRUCTOR LED FITNESS CLASSES __ FITNESS CIRCUIT
OTHER

FITNESS GOALS
_ LOSEWEIGHT ___ LOSEINCHES __ TONEMUSCLES___ INCREASE FLEXIBILITY
_ GAINWEIGHT ___ UPPERBODY STRENGTH __ | OWER BODY STRENGTH
_ INCREASE AEROBIC CAPACITY ___ FUNCTIONAL FITNESS/BALANCE
OTHER

STRESS LEVELS
(RANK YOUR STRESS LEVELS, CIRCLE 1=LOW 5= HIGH))

HOME: 1 2 3 4 5
WORK: 1 2 3 4 5

TO THE BEST OF MY KNOWLEDGE, THE ABOVE INFORMATION IS CORRECT.

SIGNATURE DATE / /

PHONE / / (HoME) /
EMAIL ADDRESS @
THE BEST TIME FOR ME TO WORK OUT:

Stop: Natatorium Staff Use Only

Date Received /
Assigned to (trainer)

Contacted patron on
Second attempt on
Third attempt on

Notes:

Revised 10/19/10




