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	PERSONAL TRAINING
Health and Lifestyle Assessment 


Name _________________________________
Email Address___________________________________

Phone: Home ____________________Work______________________Mobile_______________________

Address ________________________________________________________________________________                                             

Date of Birth ______________  Height___________ Weight_________LBS  

( Male

( Female

What are your reasons for seeking exercise counseling? 

· Personal Exercise &/or Yoga Program 


( Personal Fitness Appraisal

· Specialty Training (specify) ___________________________________________________________

HEALTH ASSESSMENT

Please check off all conditions that apply to you, regardless of their severity. Indicate all medications & treatments being taken, including naturopathy. Describe any exercise restrictions that may affect your physical activity.

	Medical History
	Medications or Treatments 
	Exercise Restrictions

	Heart Disease

	· Hypertension 
	
	

	· angina, heart attack
	
	

	· pace maker
	
	

	· bypass surgery
	
	

	· high cholesterol
	
	

	· stroke
	
	

	Respiratory Disease

	· emphysema
	
	

	· bronchitis
	
	

	· asthma
	
	

	Arthritic Disease

	· osteoarthritis
	
	

	· rheumatoid arthritis
	
	

	· fibromyalgia
	
	

	Other Conditions

	· epilepsy
	
	

	· diabetes, hypoglycemia
	
	

	· osteoporosis
	
	

	· cancer
	
	

	· pregnancy
	
	

	· bone/joint problems (specify)
	
	

	· muscle/tendon problems
	
	

	· back pain
	
	

	· dizziness, fainting spells
	
	

	· surgery or other (specify)
	
	


Date of last physical examination: ________________________

Family Physician: ________________________________________ Phone:______________________

Specialist: ______________________________________________ Phone:______________________

Physiotherapist:__________________________________________ Phone: _____________________

LIFESTYLE ASSESSMENT

Physical Activity & Fitness Profile

What are your exercise goals? 

· weight loss




( improved flexibility, balance, coordination, posture

· muscular strength/size/definition


( improved overall health, fitness and well-being

· cardiovascular endurance



( stress reduction


· weight gain




( stay young, mobile, independent, and mentally alert 

· other (please specify)______________________________________________________________

When you are active (climbing stairs, walking briskly, gardening, shoveling snow), do you experience any of the following symptoms? (please explain)

· Shortness of breath _____________________________________________________________________

· Headaches ____________________________________________________________________________

· Nausea _______________________________________________________________________________

· Coughing ______________________________________________________________________________

· Dizziness ______________________________________________________________________________

· Swelling and/or joint discomfort _____________________________________________________________

· Muscle or joint pain _______________________________________________________________________

· Pain in chest ____________________________________________________________________________

· Pain in shoulder _________________________________________________________________________

· Pain in neck/jaw _________________________________________________________________________

· Pain in legs _____________________________________________________________________________

· Heart palpitations or murmur ________________________________________________________________

· Other __________________________________________________________________________________

In the past, have you followed an exercise program or played sports?
 ( Yes      ( No

If yes, describe: _____________________________________________________________________________ 

When & why did you stop? __________________________________________________________________________________________

Do you presently follow a exercise program or play sports? 
( Yes      ( No

If yes, describe: ______________________________________________________________________________ 

Times per week: __________  Duration each time: _______________When started:  _______________________

Does this activity meet your needs/goals?
 ( Yes      ( No

If no, why not? ______________________________________________________________________________

How much time do you have to exercise? Per day: _______ Days per week: _____Time of day:____________

Do you prefer exercising:

( Indoors
( Outdoors
( Alone
( With Others


What physical activities do you enjoy? ________________________________________________________

	PHYSICAL FITNESS SELF ASSESSMENT
	HIGH
	ABOVE AVERAGE
	AVERAGE
	BELOW AVERAGE
	LOW

	My overall level of physical fitness is:
	
	
	
	
	

	My level of muscular strength is:
	
	
	
	
	

	My level of cardiovascular endurance is:
	
	
	
	
	

	My level of joint flexibility is:
	
	
	
	
	

	My general energy level is:
	
	
	
	
	

	My ability to walk a mile is:
	
	
	
	
	

	My ability to carry heavy objects (groceries) is:
	
	
	
	
	

	My level of coordination is:
	
	
	
	
	

	My desire to do physical activities is:
	
	
	
	
	


Nutrition Profile              

Do you regularly eat these meals?  If so, at what time of day?

( Breakfast & Time:______________ ( Lunch & Time:_________________( Dinner & Time:_______________ 

( Snacks & Times & Types:___________________________________________________________________

Do you regularly eat from the four food groups?       

( Grain Products
( Fruits & Vegetables

( Diary & Milk Products
 ( Meat & Alternatives 

Do you regularly eat “junk” food or sweets?

( Yes

( No 

Describe what & when:_______________________________________________________________________

Are you currently following any type of diet or nutritional program?
( Yes

( No 

If yes, describe:___________________________________________________________ Calories/day:________ 

When did you start this diet? _______________________How much weight have you lost so far?_____________ 

   Was the diet prescribed by your physician?   ( Yes      ( No
If yes, why?______________________________

If you are not currently on a diet, when was the last time you were on a diet? __________________________

Please describe the diet.________________________________________________________________________

How much weight did you loose on this diet?_______If you re-gained weight since this diet, how much?__________

How often do you diet and for how long?____________________________________________________________ 

Do you ever eat when you are not hungry?
( Yes

( No

If yes, describe when and why:___________________________________________________________________

____________________________________________________________________________________________

Do you ever recall eating to avoid something else or to “treat” yourself?
( Yes

( No

If yes, describe when and what:___________________________________________________________________

____________________________________________________________________________________________

How often do you read food labels?_____________________________________________________________

Personal Profile

Do you smoke?  ( Yes      ( No       If yes, for how long?_____________ How many per day?_____________ 

Do you consume alcoholic beverages?
( Yes

( No      If yes, # drinks per week _____________ 

The level of stress in your life is: ( High

( Above Average
( Average 
( Below Average     (Low 

Is your job physically demanding?   ( Yes      ( No
Type of job:_________________________________ 

How many hours of sleep do you get per night? _____________________

Please describe any reasons (health, lifestyle or personal) that may limit or prevent you from exercising that you know of or that your doctor has told you of? __________________________________________________

____________________________________________________________________________________________

Signature: _____________________________________________
Date:____________________________ 
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