Bartlesville Bungee Health History Form

Name: ____________________________________ Date of Birth: _____________________
Phone Number: ____________________________________ Email: _____________________
Emergency Contact Name: ________________________ Phone Number: _______________ 
If you say “yes” to any of the following in red, you will NOT be able to participate: Are you under 90lbs or over 255lbs (you will be weighed prior to your first class)? Are you pregnant? Have you had any recent surgeries?
 Please check ANY that apply to you and list any important information about your conditions: 
· Allergies (Specify: __________________) 
· Amenorrhea 
· Anemia 
· Anxiety
· Arthritis 
· Asthma 
· Chronic sinus 
· Constipation 
· Chron’s disease
· Depression 
· Diabetes
· High Blood Pressure
· Hypoglycemia 
· Hypo/Hyperthyroidism 
· Insomnia
· Intestinal problems 
· Osteoporosis 
· Pregnant 
· Seizures 
· Heart Attack 
· High/Low Blood Pressure 
· Autoimmune Disease 
Major Surgeries: __________________________________________________________ 
Past Injuries: _________________________________________________________________ 
Have you ever lost consciousness? _______________ If yes, please explain: ____________________________________________________________________________
 Describe any other health conditions that you have: ___________________________________ ____________________________________________________________________________ 
Current Medication: ____________________________________________________________ ____________________________________________________________________________ 
Current Exercise Routine? 5-7 times per week 2-4 times per week 1-2 times per week 1x or less per month What are your fitness goals? _____________________________________________________ 
Signature: X ___________________________________________________________________ 

OFFICE USE ONLY
Bungees:           Weight:      Harness:
