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Health History Questionnaire

All information provided on this form is strictly confidential and will be used for the sole purpose of assessing the current physical status and developing the best performance program for the person listed below.  

Please fill out the form accurately and completely.

Name ___________________________________________ Date of Birth ___________ Today’s Date __________

Address _______________________________________________________________________________

Phone (home) ____________________________ (work) ____________________ (Cell) ______________

Age ___________      Female ______    Male ______

City _______________________________________  State _______________   Zip Code ____________

Emergency Contact Name ___________________________________________ Relation _____________________ 

Phone (home) ____________________________ (work) ____________________ (Cell) ______________

Doctor’s Name ___________________________________________________ Phone ________________________

Are you currently taking any medications (name, dosage, reason, and how long)? YES ______ NO _____  

Are you currently taking any supplements (name, dosage, reason, and how long)? YES ______ NO _____
Are you currently under the care of a physician for any reason at all? YES ______ NO _____
If yes please explain.

Medical History/Risk Factors

Past History                                                

Have you ever had? Please check any you have ever had (x) and indicate the date.

Rheumatic Fever (   )

Heart Murmur (   )

High Blood Pressure (   )

High Blood Cholesterol (   )

Heart Trouble (   )

Disease of the Arteries (   )

Diabetes (   )

Cancer (   )

Hernia (   )

Anemia (   )

Varicose Veins (   )

Lung Disease (Asthma, emphysema, bronchitis) (   )

Diabetes (   )

Surgery (   )

Arthritis (   )

Epilepsy (   )

Drug Allergies (   ) Please explain ____________________________________________________________________

Other (   ) Please explain ____________________________________________________________________________

Injuries to the back (   ) Please explain ________________________________________________________________

Injuries to the neck (   ) Please explain ________________________________________________________________

Injuries to the shoulders (   ) Please explain ____________________________________________________________

Injuries to the legs (   ) Please explain _________________________________________________________________

Injuries to the ankle (   ) Please explain ________________________________________________________________

Injuries to the abdomen (   ) Please explain _____________________________________________________________

Present Symptoms Review                            

Have you recently had? Please check any you have ever had (x) and indicate the date.

Chest Pain (   )

Shortness of Breath (   )

Irregular Heart Rate (   )

Cough on Exertion (   )

Coughing of Blood (   )

Back Pain (   )

Swollen, Stiff or Painful Joints (   )

Muscle Pain (   )

Light-headedness or Fainting (   )

Pregnancy (   )

Other (   ) Please explain ____________________________________________________________________________

Family History                                          

Have any of your relatives had? Please check any that apply (x), age, and relative that it applies to.

Heart Attacks (    )

High Blood Pressure (    )

High Cholesterol (    )

Diabetes (    )

Congenital Heart Disease (    )

Other (    )

Explain ______________________________________________________________________________________

Smoking                                Yes     No

Do you smoke?                     (   )     (   )

Have you ever smoked?        (   )     (   )

     Cigarettes                         (   )     (   )

     Pipe                                  (   )     (   )

     Cigar                                (   )     (   )

     Smokeless tobacco          (   )     (   )

If yes to any of the above, please indicate how many a day and for how many years. _________________________

At what age did you start? _____________________________________

If you stopped, when? Why? ______________________________________________________________________

_____________________________________________________________________________________________

Nutrition

What is your present weight? ____________________ 1 year ago? ___________________

At age 21 you weighed? ________________________

Are you dieting? Yes _____ No_____ Why? _________________________________________________________

On a scale of 1-10, how would you rate your Nutrition (1=very poor 10=excellent)? _______________
Rate your diet in relation to fat content, e.g. eggs, butter, whole milk and other dairy products, red meat, fried foods, baked goods.   Low fat ______ Average fat ______Above average fat ______ High fat ______

How many times a day do you usually eat (including snacks)? _____________________________

Do you know how many calories you eat per day? YES ______ NO _____ If yes, how many? __________________

Do you skip meals? 
YES _____ NO _____

Do you eat breakfast? 
YES _____ NO _____

Do you eat late at night?  Sometimes _____ Often _____ Never _____

What activities do you engage in while eating? (TV, reading etc) __________________________________

At work or school, do you usually   Eat Out ___________ Bring food ____________

Do you feel your energy level drops throughout the day? YES _____ NO _____ 

If yes, when? ___________________________________________________________________

How many times per week do you eat out? ___________________________________

Do you do your own grocery shopping? YES _____ NO _____

Do you do your own cooking? YES _____ NO ______

Besides hunger, what other reasons do you eat? Please check any that apply:

Social _____ Boredom _____ Tired _____ Stressed ______ Nervous _____ Depressed ______ Happy ______ 

Other _______; explain ___________________________________________________________

Do you eat past the point of fullness?  Often ________ Sometimes ________ Never ________

How many glasses of water do you consume daily? __________ 

Caffeine Intake: Please list how many cups of each you consume per week:

Coffee ______ tea _______ cola drinks ______  

Alcohol Intake: Please list how many of cups of each you consume per week: (one drink = 12 oz beer, 4 oz dry wine or 1.5 oz liquor)   Beer ________ wine________ liquor ________ 

Exercise

Do you participate in regular physical activity? Yes _____ No _____

Type of activity participated in?   

      Cardio/Sports ______ Frequency ___________ Length of Session _________;Light ___ Moderate ___ Hard ___

      Strength Training _____ Frequency _________ Length of Session _________;Light ___ Moderate ___ Hard ___

           (List Exercises, Free weight, Machines used) ___________________________________________________

_____________________________________________________________________________________________

      Stretching ________ Frequency _________ Length of Session __________

           Number of times per week? _____________________________________________

How long have you been consistently physically active? ________________________________________________  

If your activity is lower than you desire, what are the reasons? 

Lack of Time _____ Lack of Interest _____ Injury/Illness _____ 

Other ______; please explain ______________________________________________________________

Is your occupation: Sedentary _____ Active _____ Mostly inactive ______ Heavy work _____

Does your occupation require frequent travel? Yes ____ No _____; If yes how often per month _______________

Do you have any discomfort, shortness of breath or pain with moderate exercise? Yes _____ No _____

If yes please explain______________________________________________________________________

Stress

Rate yourself in relation to tension:

Usually relaxed _____ Relaxed, but occasionally tense _____ Tense more often than relaxed _____ Very tense ____

Rate the amount of stress experienced in your occupation:  

Little ______ Average _____ Above average _____ Severe ______

List your 3 biggest sources of stress:

_____________________________________________________________________________________________  

How many hours do you sleep at night? ____________ Do you have difficulty falling asleep? ________________ 

Do you wakeup at night? ________________________

Please circle all the activities that interest you:

Aerobic Fitness Classes    Baseball   Basketball    Boxing   Cross Country Skiing    Football    Golf                   

Group Personal Training    Hiking     Ice Skating    Indoor Cycling     Kayaking    Partner Training    Pilates     

Private Personal Training    Racquetball    Rock climbing    Running    Skiing    Snowboarding     Soccer      

Swimming    Tennis     Triathlon    Volleyball   Walking    White Water Rafting     Yoga

Designing your Fitness Regimen:

1. Please check how you prefer to exercise:

 a) INSIDE ______ OUTSIDE ______ COMBINATION _______

 
b) LARGE GROUPS ______ SMALL GROUPS ______ ALONE ______ COMBINATION ______

  
c) MORNING ______ AFTERNOON ______ EVENING ______

2. How often a week would you like to exercise? _______________________

3. How much time would you like to spend during each exercise session? __________________________

4. What are the most convenient days during the week for you to commit to your exercise program?

Monday _____ Tuesday _____ Wednesday _____ Thursday _____ Friday _____ Saturday _____ Sunday ______

5. List by priority the goals you would like to achieve in the next 3-12 months.

1. __________________________________________

2. __________________________________________

3. __________________________________________

4. __________________________________________

5. __________________________________________

RELEASE 
BMT recommends that you consult your personal Doctor before, during and after, participating in any BMT program. 

I know of no physical or medical condition which I, or my Doctor, feel could be aggravated by my participating in activities sponsored by Biomechanical Technologies, LLC (BMT). I agree to advise BMT management in writing if any of the above information changes or if my Doctor advises me to stop, reduce, or otherwise adjust my exercise regimen.  I will advise BMT management immediately if I injure myself in anyway while participating in a BMT program in any way. The information I have given on this form is, to the best of my knowledge, complete and accurate. 
Signature ____________________________________________________________ Today’s Date ________________
PAGE  
1

