Health/Fitness Facility Pre-Participation Screening Questionnaire

Date: /| [

First Name: Last Name: Gender: M/F (please circle)
E-mail Address: Phone: H) Phone:
— )

Date of Birth: ___ /[ Height: ft in Weight: ___Ib

Asses your health needs by marking all true statements:

You havehad: _ a heart attack ____heart valve disease
____heart surgery ____heart failure
____cardiac catherization ____congenital heart disease
____coronary angioplasty ____heart transplant

____pacemaker/defibrillator

Symptoms:

____Pain or discomfort in your chest, neck, jaws, armsthar® areas with exertion
____Shortness of breath at night, during daily activitiesyithh mild exertion
___Dizziness, fainting, blackouts

___Unreasonable breathlessness, when not in an upright posiionight
____Ankle swelling

____Abnormal or rapid heart beat

____Cramping, pain and weakness in legs, especially calwesg walking
____Known heart murmur

____Unusual or unexplained fatigue

Cardiovascular Risk Factors:
___You are a man >45 years of age
___You are a woman >55 years of age or had a hystereotoang postmenopausal
___You currently smoke cigarettes or quit < 6 months ago
___Your blood pressure is0 mmHg or DBP is 80 mmHg
____Your blood pressure is controlled with physician prescribedication
___You don't know your blood pressure
___Your blood cholesterol is >240mg/dl, or LDL3© mg/ dI, or HDL <40 mg/d|
___Your HDL >65 mg /dI (negative risk factor)
____Your cholesterol is controlled with physician prescritmedication
___You don't know your blood cholesterol
____Your father, brother or son had a heart attackdolesn death before age 55
____Your mother, sister or daughter had a heart attasdoien death before age 65
___Your impaired fasting glucose isl80mg/dl
___You accumulate < 30 minutes of physical activity on at 8days/week
___Your Body Mass Index is 30 kg/m?, or your waist circumference is >100 cm

Family Higtory:
____Heart Disease
____Cancer
___Diabetes mellitus (type | or II)
____Stroke



Diagnosed Disease:
___Cardiovascular (CVD)
____Peripheral vascular
____Cerebrovascular disease
____Chronic obstructive pulmonary disease (COPD)
____Asthma
____Interstitial lung disease
____Cystic fibrosis
____Diabetes mellitus (type | or II)
____Thyroid disorder
___Renal or liver disease
____Eating disorder

Other Health I'ssues:
____You are pregnant
___You have concerns about the safety of exercise
____You have musculoskeletal problems. Please explain:
___You have allergies (i.e. food, drug). Please explain:

You take prescription medication(s)

M edication name : Purpose:

NOTES:

Risk Factor Analysis (Official use only
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Medical Clearanceisrecommended




