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Your Health Assessment
Last Name __________________________    First Name _____________________________________                                          Todays Date ___________________     E-Mail  _____________________________________________                  
	Please answer the following questions by placing a mark in the appropriate column for YES or No.  Please circle all that applies if checked “yes.”                                        
	YES
	NO

	1.  Has your physician ever told you that you have heart disease or trouble, heart murmur, stroke or any
     other circulatory problems?  Do you have a pace maker or a defribulator?
	
	

	2.  Do you have high blood pressure, and/or are you taking blood pressure medication?
	
	

	3.  Do you ever experience any of the following:  pain or discomfort in the neck, jaw or chest,  

     shortness of breath at rest or with mild exertion, dizziness, ankle swelling, palpitations, leg pain  

     at night, unusual fatigue with usual activities, breathing trouble at  night?
	
	

	4.  Do you have asthma, emphysema, COPD, interstitial lung disease, cystic fibrosis or other  

     breathing/respiratory disorder?
	
	

	5.  Do you have diabetes, elevated blood sugar, thyroid and/or other metabolic disease, or liver or kidney
     disease?
	
	

	6.  Do you have high cholesterol, or are you taking medication to control your cholesterol?
	
	

	7.  Do you have a bone or joint disorder such as osteoporosis, arthritis or other disorder?
	
	

	8.  Have you ever been diagnosed with, or are you undergoing treatment for cancer?
	
	

	9.  Do you have a muscle or back disorder/trouble, or any disc trouble or fusion?
	
	

	10.   Are you a male age 45 years or more, or a female age 55 years or more?
	
	

	11.  Do you have a sedentary lifestyle? (Sedentary = exercise less than 30 minutes 2 – 3 times per week)
	
	

	12.  Do you consider yourself overweight?
	
	

	13.  Are you pregnant now, or have you been pregnant in the past 3 months?
	
	

	14.  Do you smoke cigarettes, or have you quit smoking within the last six (6) months?
	
	

	15.  Do you have a history of heart disease or heart trouble in the immediate family?
	
	

	16.  Have you had surgery within the last 12 months?
	
	

	17.  Do you have joint pain, neck pain, or back pain on a regular basis?
	
	

	18.  Do you have a hernia or other condition that may be aggravated by exercise?
	
	

	19.  Do you have glaucoma, cataracts, or any other eye issues?
	
	

	20.  Are you presently under a physician’s care for any medical disorder or illness?
	
	


Please list any prescription, over the counter medications, and dietary supplements that you are presently taking:
	Medication/Supplement
	Dose
	Indications

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Exercise Suggestions: ___________________________________________________________________________________

_____________________________________________________________________________________I understand the exercise suggestions and restrictions recommended for me by Pike PT Fitness Center and can chose to follow them or do otherwise at my own risk and will not hold the Fitness Center liable.  Member Signature____________________________
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