Premiere Pilates
Pilates Rehabilitation & Fitness Training                                      

4057 Seminole Pt. Court






    St. Augustine, FL 32806 
(904)315-0667
Health & Fitness Questionnaire

Participant:

Name
_____________________________________________________________________

Address   __________________________________________________________________

City   ______________________
State______________
      Zip   __________________

Home Phone #   _____________________             Work #   _________________________

E-mail address   _____________________             Cell #  __________________________

Date Of Birth   ______________________
       Age   ___________________________

Occupation   ________________________
   Employer   _________________________

In case of emergency, please contact   _________________________________________

Phone #   _______________________________
Relationship   __________________

Family Physician and/or Primary Health Care Provider:

Doctor/Other  ____________________________
Specialty   _____________________

Address   ________________________________           City    ______________________

State   ________________ 
Zip   _______________
Phone   _________________

Are you currently under a doctor’s care?         _______   Yes
______   No

Fitness Profile:

Are you currently involved in a regular exercise program?     _____   Yes
    _____  No

Briefly describe your fitness history and current goals____________________________
______________________________________________________________________
______________________________________________________________________
Medical History Past & Present:

Past Surgeries   __________________________________________________________

Hospitalizations (dates and reasons)  _________________________________________

_______________________________________________________________________

Disabilities/Deformities/Congenital Diseases  ___________________________________

_______________________________________________________________________

Prescription Medications   __________________________________________________

Self-prescribed medications or dietary supplements   _____________________________
Current Weight   _____________________

Height   _______________________

Please indicate if you have a personal history of any of the following:

(  Heart  Murmur
(  Chest Pain w/exertion  (  High Blood Pressure   (  Peripheral Vascular Disease
(  Stroke
(  Elevated Cholesterol Levels  (  Shortness Of Breath
(  Elevated Triglyceride Levels
(  Anemia

(  Rheumatic Fever
(  Asthma

(  Dizziness or Fainting

(  Diabetes

(  Hypoglycemia (diagnosed)
(  Gallbladder Problems      (  Pregnant

(  Anorexia

(  Bulimia

(  Arthritis

(  Joint Pain

(  Kidney Stones
(  Epilepsy or Seizures
        (  Anemia
(  Thyroid Problems

(  Gout


(   Hiatal Hernia
(  Pneumonia

(  Abnormal Chest X-Ray
(  Scarlet Fever
(  Varicose Veins
(  Infectious Mononucleosis
(  Kidney Dialysis

(  Obesity  (Maximum  weight__________  At what age __________)
(  Emotional Problems


Comments:  _____________________________________________________________

_______________________________________________________________________



Back Pain:  (Please Complete below)

(  None
    (  Upper    (  Middle
(  Lower
Cause:        (  Injury       (  Muscle Weakness

Heart Condition:  (Please complete below)

Heart Disease

( None

 (   Heart Attack
(   Bypass
(   Cardiac Surgery
( Artery Disease

Irregular Heartbeat

(   Tachycardia   
(   Bradycardia

(  PAC’s
(   PVC’s

Indicate if anyone in your family has a history of any of the following conditions:

( Heart Disease

 (  No   ( Yes, Explain  ___________________________________________

(  Stroke

 (  No   ( Yes, Explain  ___________________________________________

(  Cancer

 (  No   ( Yes, Explain  ___________________________________________

(  Diabetes

 (  No   ( Yes, Explain  ___________________________________________

(  Elevated Cholestrol
 (  No   ( Yes, Explain  ___________________________________________

(  Elevated Triglyceride
 (  No   ( Yes, Explain  ___________________________________________

(   High Blood Pressure
 (  No   ( Yes, Explain  ___________________________________________

(   Obesity

 (  No   ( Yes, Explain  ___________________________________________

Heart Disease Risk Factors:

I am a smoker   
 
 ( No
( Yes, How many per day?  _______________________

I drink alcoholic beverages  
 ( No
( Yes 
(  Beer
  
(  Wine

( Hard Liquor

(  None

(   Occasional
 
( Often 
 If often,   __________ times per week

Written Consent:

I acknowledge, to the best of my ability, that I am in good health and have no known medical problems that would restrict my ability to participate in this exercise program.

________________________________


______________________

             Participant Signature





Date
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