Health Screening Form

Personal Details

	Name


	Email Address



	Address


	Date of Birth



	Mobile Telephone


	GP Name



	Home Telephone


	Occupation




Been referred by a friend? 

	Please enter friend’s name here: 




Health History
Please feel free to add comments or any information you deem appropriate to any of your answers.

	1. Do you have or have you ever had a known heart condition e.g. previous heart attack, stroke, abnormal ECG, palpitations, murmurs?                                                                                                                                       Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 




	2. Has your mother, father, brothers or sisters had heart problems prior to 60 years of age?                 Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 




	3. Do you ever feel pain in your chest when you exercise or do physical activity?                                  Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 




	4. Do you ever feel pain in your chest when you are not exercising or not doing physical activity?    Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 




	5. Do you often feel faint or have spells of severe dizziness?                                                                       Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 




	6. Do you have or have you ever had a bone or joint condition that could be made worse by exercise or that could prevent you from exercising?                                                                                                                            Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 




	7. Are you currently taking any prescribed medication?   If yes, please provide details.                      Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 




	8.  Do you know of any other condition that might be reason for you not to exercise?                           Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 




	9.  Do you have any other medical conditions not mentioned (e.g. Asthma, Diabetes, Arthritis, Gout, Epilepsy, Hernia, Dizziness, Circulation problems, Ulcer)?                                                                                          Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 

                 If yes, please provide details here. 




	10. Do you smoke?                                                                                                                                               Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 

 


	11. Do you have or have you ever had high cholesterol?                                                                              Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 




	12. Do you have or have you ever had high blood pressure?                                                                       Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 




	13. Do you have an injury or illness that could be made worse by exercise?                                             Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 

 


	14. Do you ever experience pain in any of the following areas: neck, shoulders, arms, wrists, 

ankles or knees?                                                                                                                                                   Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 

 



Exercise History

	17. Are you partaking in any form of exercise or physical activity now?   Please provide details:        Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 

                
If no, did you partake in any form of exercise or physical activity in the past?                        Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 



	18. Please tell us (1) the motivation behind you exercising and (2) your health and fitness goals.  




Informed Consent

I confirm that I have completed the above questionnaire to the best of my ability and that I have provided accurate information regarding my current health status.  I take it upon myself to discuss any changes in my health with staff.   I understand that any exercise programme has certain risks.  I understand that the degrees of risk depend on my health and physical fitness.  I am voluntarily participating in the activities of FITgroups and will immediately discontinue any activity if feeling any symptoms of distress or discomfort, and will notify a member of staff of same.  In this respect, I hereby indemnify FITgroups.

I understand and acknowledge that the employees of FITgroups are not Health or Medical Practitioners and cannot therefore diagnose or treat individual health or medical problems.  All such questions and concerns should be directed to my own General Practitioner and I agree to do so. 

Client Signature: __________________________________________
Date: 

FITgroups Signature:_______________________________________  
Date: 

