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MEDICAL HISTORY & LIFESTYLE REVIEW FORM 

Name: ______________________________
Date: _______________________________
Telephone: __________________________
Date of Birth:_______ Age: _________ Height: _____________ Weight:________ 
In Case of Emergency Contact: ____________________________ Relationship:___________ Phone:_________________ 
Physician: _______________________
Phone: _________________ 

MEDICAL
Are you currently under a doctor’s care: Yes/No If yes, explain: _____________________________________________________________________ 
When was the last time you had a physical examination? ____________________________ 

Have you ever had an exercise stress test: Yes/No/Don’t Know 
If yes, were the results: Normal/Abnormal

Do you take any medications on a regular basis? Yes/No 
If yes, please list medications and reasons for taking: 


 
Have you been recently hospitalized? Yes/No 
If yes, explain: ____________________________________________________________ 
Do you smoke? Yes/No 
Are you pregnant? Yes/No 
Are you moderately active on most days of the week? Yes/No 
Do you have: High blood pressure? Yes/No 
High cholesterol? Yes No 
Diabetes? Yes No 
Have parents or siblings who, prior to age 55 had a heart attack? Yes/No 
Have you had…
A Stroke? Yes/No 
High blood pressure? Yes/No
Known heart disease? Yes/No 
Rheumatic heart disease? Yes/No 
A heart murmur? Yes/No 
Chest pain with exertion? Yes/No 
Irregular heart beat or palpitations? Yes/No 
Lightheadedness or dizzy spells? Yes/No 
Unusual shortness of breath? Yes/No 
Cramping pains in legs or feet? Yes/No 
Emphysema? Yes/No 
Other metabolic disorders (thyroid, kidney, etc.)? Yes/No 
Epilepsy? Yes/No 
Asthma? Yes/No 
Back pain? Upper/Middle/Lower? Yes/No 
Other joint pain (explain on back of form)? Yes/No 
Muscle pain or an injury? Yes/No 
If yes, explain: _______________________________________________________________________________________________________________________________________________________

LIFESTYLE
You get 7-9 hours sleep on average per night? Yes/No
You are physically active 3 x per week? Yes/No
You drink 2-3L of water per day? Yes/No
You have regular medical check ups? Yes/ No
You eat 3-5 servings of vegetables per day? Yes/No
You eat 2-4 servings of fruit per day? Yes/No
You make a conscious effort to eat healthy? Yes/No
You follow a strict diet? Yes/No
You eat protein with every meal? Yes/No
You drink alcohol more than 3x per week? Yes/No
You walk 8-10,000 steps per day? Yes/No
Your life is stressful? Low/Moderate/High

HEALTH GOALS (Circle what pertains to you)
Weight Loss      Fat Loss      Body Recomposition      Muscle Gain      
Muscle Endurance       Cardio Endurance      Muscle Strength      Injury Rehab   Functionality      Mobility      Flexibility      Improve Nutrition       Fun

Please list in order of priority, the fitness goals you would like to achieve in the next 3-12 months? 
a)
b) 
c) 


5 WHY’s-Why do you want to achieve this goal? For every answer, ask yourself ‘WHY’?
1. _______________________________________________________________
2. _______________________________________________________________
3. _______________________________________________________________
4. _______________________________________________________________
5. _______________________________________________________________

How committed are you to achieving your fitness goals? Very/Semi/Not very 

What do you think the most important thing your Personal Trainer can do to help you achieve your fitness goals? 
____________________________________________________________________
Outline what you feel are the obstacles or your potential actions, behaviors or activities that could impede your progress towards accomplishing your goals (i.e. not training consistently, upcoming vacation, busy season at work, not following the program, allowing other responsibilities to become a priority over exercise etc.)
_______________________________________________________________________________________________________________________________________________________________________________________________________________

To the best of my knowledge, the above information is true.

Client Name: __________________________________________ 
Signature: ____________________________________________ 
Date: _______________________ 

Coach Name: ____________________________________________
Signature: _____________________________________________
Date: _______________________
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