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Client Initial Consultation

Pre Exercise Medical/Lifestyle Questionnaire
Date:
________________________

Trainer:  _____________________________________

Client Name:_____________________________
Age:  _________
Sex:  Male ( 
     Female  ( Address:  __________________________________________________________  Post Code: ________

Occupation:  __________________________________  

Ph (Home):________________________

Ph Work: _______________________  Mobile: ___________________  Email:______________________

Emergency Contact Details:
Name:____________________________________________________

Relationship:  _______________________________Contact Phone:_______________________________
Please Complete ALL parts of this Questionnaire.  
The information provided by you is strictly confidential.
Part A

Your Goals

1. Please Tick (() what you hope to achieve from your Training & Exercise Program
◘
To reduce body fat








(
◘
Improve aerobic capacity (Heart/Lung fitness) 




(
◘
To gain some muscle definition






(
◘
To gain overall fitness








(
◘
To generally tone up








(
◘
To reduce stress








(
◘
Rehabilitation or injury management






(
◘
Sports specific training







(
◘
Other __________________________________________________________________


______________________________________________________________________

Part B:
Exercise History (Past Training Experiences)
This will help us tailor a training program for you






◘
Did you participate in sport at school?


Yes  (

No  (



What sports did you play and enjoy?_________________________________________


◘
Do you exercise on a regular basis?



Once a week


(

Twice a week

(




3 times or more a week
(

Never


(

◘
While exercising, at what perceived intensity did you train?



Very light ( 

Light (
Medium (

Hard (
Very Hard (

◘
Have you been trained before?



Yes  (

No  (
◘
Please list any previous training exercise experience that was negative or produced bad

feelings.

Briefly explain:___________________________________________________________

_______________________________________________________________________
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Part C:
Pre Screening Questionnaire (Medical Section)

We suggest that you (the client) see your personal physician prior to commencing any physical exercise program.

All questions and information gathered are strictly confidential.

Please answer all questions truthfully and as honestly as possible.  This allows us to give you the best possible actions for the best possible outcomes.

Do you suffer from any of the following major health risks.  Please tick (() Yes or No

◘
Do you have Diabetes (Type I or Type II)?




Yes  (

No  (
◘
Is you cholesterol HDL to LDL ratio greater than 5 to 1?


Yes  (

No  (
◘
Do you have a history of High Blood Pressure?



Yes  (

No  (  
◘
Do you have a family history of coronary disease prior to age 50?

Yes  (

No  (
◘
Are you pregnant?







Yes  (

No  (
If you have 1 or more of the above, you (the client) must have a medical clearance from your medical practitioner prior to commencing exercise with us.
Have you ever suffered: (Please tick ( Yes or No)
◘
Heart Attack
Yes  (
No  (
◘
Had Bypass Surgery
Yes  (
No  (
◘
Cardiac Surgery
Yes  (
No  (
◘
Extreme Chest Discomfort
Yes  (
No  (
◘
High Blood Pressure over 145/95
Yes  (
No  (
◘
Over 35 & smoke
Yes  (
No  (
◘
Stroke
Yes  (
No  (
◘
Irregular heart beats
Yes  (
No  (
◘
Heart murmurs
Yes  (
No  (
◘
Any vascular disease
Yes  (
No  (
◘
Ankle swelling
Yes  (
No  (
◘
Fainting
Yes  (
No  (
◘
Orthopaedic problems or Arthritis
Yes  (
No  (
◘
Unusual shortness of breath
Yes  (
No  (
◘
Drug Allergies
Yes  (
No  (
◘
Asthma
Yes  (
No  (
◘
Other medical condition that would preclude you from participating in Physical exercise?
Yes  (
No  (

If yes, please list:  _________________________________________________________________________

________________________________________________________________________________________


________________________________________________________________________________________

If you (the client) answered Yes to any of these questions, you (the client) need to have medical clearance from your medical practitioner prior to commencing physical training with us.

I, _________________________________ (insert name) believe the above information to be a true and accurate record of my medical history and will advise if any of the above changes.

Signed:__________________________________________ Date: ____________________________



