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ADDRESS





TEL  (H):



(W)



E.MAIL:

In case of emergency, whom may we contact?

Name:







Relationship:

Tel:  (H):



 (W):

Confidential Health Questionnaire

HAVE YOU OR DO YOU SUFFER FROM ANY OF THE FOLLOWING.

(Please tick & give details where applicable)

	Asthma


Angina



High Blood Pressure


Low Blood Pressure


Epilepsy

Arthritis 
	Constipation



Diabetes


Frequent Colds

Dizziness/fainting

Heart Disease


Shortness of breath 

	Rheumatic Fever



High Cholesterol

Palpitations 

Headaches


Migraines 

Joint Pain



DETAILS: 


Have any of your first-degree relatives experienced the following conditions?

Heart attack
       Heart operation

       congenital heart disease 
                  High cholesterol



Have you ever had surgery?




Yes
No 
If yes give details.


Have you ever broken any bones? 



Yes
No
If yes give details.


Do you suffer from back pain?




Yes
No 
If yes give details.


Do you have tension or soreness in a specific area? 

Yes
No
If yes give details.


Do you experience numbness, tingling or stabbing pains anywhere? 
Yes
No
If yes give details.


Are you sensitive to touch/pressure in any area?  


Yes
No            If yes give details.


Do you experience stiff, swollen or painful joints?  


Yes
No            If yes give details.



CONFIDENTIAL LIFESTYLE QUESTIONNAIRE
On a scale of 1 to 10 (1=not active, 10=very active) please rate how active you are on a daily basis?

How many hours sleep do you get every day? 
Have you ever had a personal trainer? If yes provide details of when and for how long?


Do you smoke?
Yes
No
If yes, how many per day

Confidential Goal Questionnaire

Please list THREE goals in order of importance:

1.

2.

3.

All information on this form is correct to the best of my knowledge and I have sought, and followed, any necessary medical advice.
Client’s Signature:







Date:
