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Fitness Questionnaire and Informed Consent Form

Name ___________________________________  
Date of Birth __________________

Address _________________________________     State/Zip_____________________

Phone ___________________________________  
Work_________________________

Employer ___________________________________ Position__________________

Physician ___________________________________ Phone______________________

In Case of Emergency

Name ___________________________________  
Phone __________________

Email Address_________________________________________________

Are you under the care of a doctor, chiropractor or other health care professional?  If so please list which and the reason under such care.

________________________________________________________________________

Are you currently taking any medications?  If so which and why?

________________________________________________________________________

I am not aware of any disease or disorder that would complicate my participation in a testing or exercise program, other than the medical conditions I have listed above or checked below.

Name ___________________________________   Date  __________________
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NOTE:  In order to assist you in the development of a rewarding physical fitness program, we need to have your honest and accurate responses.

1.
___YES
___NO

Has your doctor ever said your blood pressure was 

too high?

2.
___YES
___NO

Has your doctor ever told you that you have a bone 

or joint problem that has been or could be made worse by exercise?

3.
___YES
___NO

Are you over age 65?

4.
___YES
___NO

Are you unaccustomed to vigorous exercise?

5.
___YES
___NO

Is there any reason not mentioned here that you 

should not follow a regular exercise program?  If so what?

__________________________________________

6.
___YES
___NO

Have you recently experience any chest pain 

associated with exercise or stress?

__________________________________________

SMOKING

Please check all boxes that apply to your current habits.

___
Nonuser or former user; date quit

___
Cigar and/or pipe

___
15 or less cigarettes per day

___
16-25 cigarettes per day

___
26-35 cigarettes per day

___
More than 35 cigarettes per day
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FAMILY HISTORY OF CARDIOVASCULAR (CV) DISEASE

Please check the box that best describes your personal family history (blood relatives only).

___
No known history of heart disease

___
One relative over age 60 with CV disease

___
Two relatives over age 60 with CV disease

___
One relative under age 60 with CV disease

___
Two relatives under age 60 with CV disease

___
Three relatives under age 60 with CV disease 

EXERCISE

Please check the box that best describes your work and exercise habits:

___
Intense occupational and recreational exertion

___
Moderate occupational and recreational exertion

___
Sedentary work and intense recreational exertion

___
Sedentary work and moderate recreational exertion

___
Sedentary work and light recreational exertion

___
Complete lack of exertion

Signature of Member:____________________________________________Date:____________

Witness Signature:____________________________________Date:_____________
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Medical History Questionnaire

MEMBERS’S NAME: _____________________________________

DATE: _____________________________________

1.
Heart attack



YES ___
NO___

2.
Bypass or cardiac surgery

YES ___
NO___

3.
Chest discomfort with exertion
YES ___
NO___

4.
Rapid or runaway heartbeat

YES ___
NO___

5.
High blood pressure


YES ___
NO___

6.
Skipped heartbeat


YES ___
NO___

7.
Rheumatic fever


YES ___
NO___

8.
Phlebitis or embolism


YES ___
NO___
9.
Shortness of breath w/o exercise
YES ___
NO___

10.
Fainting or light headiness

YES ___
NO___

11.
Pulmonary disease or disorder
YES ___
NO___

12. 
High blood fat (lipid) level

YES ___
NO___

13.
Stroke




YES ___
NO___

14
Recent hospitalization for any cause
YES ___
NO___


List specifics: _____________________________________


________________________________________________

15.
Orthopedic problems (arthritis)
YES ___
NO___


List specifics: _____________________________________


________________________________________________

If yes was checked for any of the conditions listed above or if there are any conditions not listed above that you have please list below.  Include the diagnosis and whom the diagnosis was determined by.

________________________________________________________________________

______________________________________________________________________________________

________________________________________________________________________
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Waiver and Release of All Claims by Client

The CLIENT,* _____________________, acknowledges that any program of fitness exercise involves a risk of injury.  From this point forward CLIENT refers to the individual named above.
The CLIENT,* represents that he/she has been recently examined by a medical doctor and has been found able to undertake a program of exercise.

For and in consideration of the design of an exercise program for the CLIENT* by a FitWorkz Staff member, CLIENT,* agrees:

1. That any exercise program shall be undertaken by CLIENT,* at his/her own sole risk; and 

2. That TRAINER shall not be liable to CLIENT,* nor any other person, for any claims or causes of action whatsoever arising out of or connected with the services of TRAINER; and

3. That CLIENT,* hereby releases and discharges TRAINER from any such claims or actions.

*______________________________

Name of Client

*______________________________

Signature of Client

______________________________

Date
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Informed Consent 

I, (print name) ___________________________, give my consent to Participate in the physical fitness evaluation program conducted by FitWorkz,

Benefits

Participation in a regular program of physical activity has been shown to produce positive changes in a number of organ systems. These changes include increased work capacity, improved cardiovascular efficiency, and increased muscular strength, flexibility, power and endurance.

Risks

I recognize that exercise carries some risk to the musculoskeletal system (sprains, strains) and the cardio respiratory system (dizziness, discomfort in breathing, heart attack). I hereby certify that I know of no medical problem (except those noted below) that would increase my risk of illness and injury as a result of participation in a regular exercise program.

Testing and Evaluation Results

I understand that I will undergo initial testing to determine my current physical fitness status.  I further understand that such screening is intended to provide FitWorkz, with essential information used in the development of individual fitness programs. I understand that my individual results will be made available only to me. I also understand that the testing is not intended to replace any other medical test or the services of my physician. I will be provided a copy of all test results. I may share the results with whomever I please, including my personal physician. By signing this consent form I understand that I am personally responsible for my actions during my tenure at FitWorkz and that I waive the responsibility of FitWorkz Incorporated if I should incur any injury, regardless of circumstance.  I have read the above information and have had it verbally explained to me.
Signed: _____________________________ Date: ___________
