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WELLNESS CENTRE
HEALTH BACKGROUND INFORMATION

Please complete this form to the best of your knowledge. All information will remain confidential.

Name Phone Date
Address City State
Date of Birth Sex: M F

Date of last physical exam Physician

MEDICATIONS: List all medicines you currently are taking.

SPECIAL DIET:

ACTIVITY HISTORY: How would you rate your activity level during the past year?

LITTLE — sitting, typing, driving, NO exercise planned
MILD — standing, walking, bending, reaching
MODERATE — standing, walking, bending, exercise one day a week
ACTIVE — light physical work, climbing stairs, exercise 2 to 3 days a week
VERY ACTIVE — moderate physical work, exercise 4 or more days a week

What type of exercise/activities are you involved in and how often do you do them?

GENERAL MEDICAL HISTORY: Check if you are experiencing these now or have in the past.

anemia heart condition
arthritis / bursitis indigestion

blood pressure problems joint pain

bowel / bladder problems leg pain while walking
chest pains lung disease

chest discomfort while exercising shortness of breath
diabetes fainting spells
hearing or vision problems osteoporosis
dizziness or balance problems low back condition
orthopedic problems epilepsy

thyroid condition heart murmur
hernia kidney disease
liver disease allergies

Please turn page over.



SMOKING: never smoked smoked in the past smoke now — how much?

List any health concerns

Do you have any activity restrictions? Please explain:

CARDIO-PULMONARY HISTORY: Check if present or experienced in the past.

high blood pressure diabetes
high cholesterol high blood sugar
heart attack low blood sugar
DATE heart surgery
stroke DATE
DATE pacemaker
peripheral vascular disease varicose veins
emphysema asthma

MUSCULOSKELETAL HISTORY: Check if present or experienced in the past.

lower back ache shoulder injury
chronic low-back pain shoulder surgery
back surgery DATE

DATE knee injury
chronic neck pain knee surgery
joint replacements DATE

LOCATION hip surgery
other DATE

Are there any problems, abnormalities or symptoms you are aware of that would be bothersome during
your participation? If yes, please explain:

WHAT TYPES OF PROGRAMS ARE YOU INTERESTED IN?

water aerobics

arthritis water exercise

lap swimming

use of exercise equipment
strength training

walking

balance and coordination class
other




