


[bookmark: _Hlk507017925][bookmark: _GoBack]Personal Training Client Health History Form
Please answer each question by printing the necessary information. Your answers will be kept confidential.
Client Information and Release Form
Name ____________________________________   Today’s Date______________
Birth Date _________  Gender Choose  
Height___________   Weight ___________ 
Address ________________________________________________________
City ______________________________State Choose      Zip ________
Phone Number(s) Home__________________ Work__________________ 
Cell __________________ 
E-mail ______________________________________________________   
Employer _____________________________________ Occupation_________________________________

In case of emergency, please notify:
Name___________________________________________ 
Relationship __________________________ 
Phone Number(s) Home ___________________ Cell __________________ 
Work __________________

How did you hear about me? _____________________________
Social Media Name: ___________________________________


PRELIMINARY QUESTIONS

1. How many days a week do you exercise? __________________________

2. What time do you normally exercise? _____________________________ 

3. How long is each session and what kind of exercise is it? ____________________________________________________________________________________________________________________________
4. What is your intensity level when you exercise?
      High (where you can’t hold a conversation)☐   Moderate☐  or Low☐  

5. What workout equipment do you have access to at home?
____________________________________________________________________________________________________________________________

6. Do you currently belong to a gym? _____________________________ 



7. What are your short-term goals and when would you like to reach them by? ____________________________________________________________________________________________________________________________________________________________________________________________

8. What are your long-term goals for 5 years? ____________________________________________________________________________________________________________________________

9. What are your long-term goals for 10 years? ____________________________________________________________________________________________________________________________

10. What body part would you like to see changes in the most?
___________________________________________________________

11. Which body part are you happy with?
___________________________________________________________

12. How many days do you want to train with me? _______________

13. What days do you prefer? _______________________________________ Flexible? YES☐  NO☐  

14. What times do you prefer? _____________________________________ Flexible? YES☐  NO☐

15. Can you train on the weekend? YES☐  NO ☐                                                      If so what time and day?_______________________________________  

16. Interested in small group training? YES☐ NO☐

17. Do you prefer a male or female trainer? ____________________________________

18. Type of music preferred during session____________________________

19. Open to working out outside? __________________________________


MEDICAL HISTORY

Please note: In order to assist you in the development of a rewarding physical fitness program, we need to have your honest and accurate responses.mation
1. Are you under the care of a physician, chiropractor, or other health care professional for any reason?
If yes, list reason: ____________________________________________________________ 

2. Are you aware of any disease or disorder that would complicate your participation in a testing or exercise program? ____________________________________________________________

3. Has your doctor ever told you that you have a bone or joint problem that has been or could be made worse by exercise? ____________________________________________________________

4. Are you taking any medications? If yes please indicate the type of medication, dosage, frequency and reason(s) for taking it. ____________________________________________________________

5. Please list any allergies: ____________________________________________________________

6. Has your doctor ever said your blood pressure was too high?   YES☐  NO☐

7. Are you over age 65? YES ☐NO ☐     

8. Is there any reason not mentioned here why you should not follow a regular exercise program? If so, please explain:
____________________________________________________________

9. Please describe any past or current musculoskeletal conditions you have incurred such as muscle pulls, sprains, fractures, surgery, back pain, or general discomfort:
____________________________________________________________________________________________________________________________
10. Please circle any areas of pain, injury, tension, or restriction of movement.
11. Have you recently experienced any chest pain associated with either exercise or stress?  YES☐     NO ☐    
If so, please explain: _______________________________________________________________

12. Do you have a family history of any of the following conditions?
Heart Disease ☐ Heart Attack ☐ Hypertension ☐ Gout ☐ Abnormal EKG ☐ Asthma ☐ High Cholesterol ☐ Angina ☐ Diabetes ☐                                           Other heart conditions ___________________________

13. Do you have a family history of cardiovascular disease? If so, how many occurrences and what approximate ages? ____________________________________________________________

14. Are you a smoker? YES☐ NO☐                                                                            If so, what is your smoking frequency?___________________________


 NUTRITION

1. Any diet restrictions? __________ Vegan? ☐ Gluten free?☐

2. What do you (and others in your home) typically eat? Please include examples of breakfast, lunch, dinner and snacks and the times you normally have them. The more detailed the better) ______________________________________________________________________________________________________________________________________________________________________________________________________

3. Do you currently take any supplements? YES☐ (please list)  NO☐
         __________________________________________________________

4. Is your diet restricted by allergies or health issues? Do you feel like you’re more sensitive to certain foods? ______________________________________

5. What are your favorite foods? ____________________________________
         
6. What are your least favorite foods? _______________________________

7. What are your cravings and when do you notice them? ____________________________________________________________

8. How much time are you willing/able to spend on meal prep/cooking? Are there specific days that you need a quicker/easier meal? ____________________________________________________________________________________________________________________________________

9. How often can you normally eat during the day? ______________________________________________________ 

10. Do you have access to a fridge or microwave at work? YES ☐  NO☐

11. What are your top priorities for this meal plan (in order of importance)? Some examples include weight loss, inexpensive, quick prep time each night, etc.
       __________________________________________________________

12. Are you interested in meal prep lessons? YES ☐ NO☐

13. Are you an experienced cook? YES☐ NO ☐ 
       How do you feel about cooking? Is there anything you won’t cook? 
       ____________________________________________________________

14. Do you prefer to cook from scratch (dry beans, grains) or do you use canned and packaged items? __________________________________________

15. Are there specific beans and grains you prefer over others? ___________________________________________________________

16. Do you (and your household) enjoy certain meals together on a weekly basis? ____________________________________________________________

17. Do you like to use a crock pot or slow cooker? YES☐ NO☐                                       Is it programmable? YES☐ NO☐

18. Do you have a food scale? YES☐ NO☐      Measuring utensils? YES☐ NO☐

19. Are you willing to have protein shakes and or other supplements for convenience? YES☐ NO☐

20. Do you eat fish? YES☐ NO☐ Canned fish? YES☐ NO☐ Shellfish? YES☐ NO☐

21. How often do you go out to eat? ________________________________            What are your favorite restaurants? _______________________________

22. How much water do you drink a day? __________  Alcohol? __________

23. How much time and effort are you willing to put into a meal plan? ___________________________________________________                  

24. Is your family supportive and willing to help with meal prep?                                                                
___________________________________________________

Is there anything else not mentioned in this form that I should know about your health, habits or preferences? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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