OC Balanced Training

Name: _____________________


Date:__________
Phone: _____________________ 


Date of Birth: ________________

Email: _____________________
HEALTH HISTORY

Sports and Hobbies:_____________________________________________________
_____________________________________________________________________









Yes

No

Cardiovascular Disease




___

___
Ankle Edema






___

___
Palpitations






___

___
Peripheral Artery Disease




___

___
Known Heart Murmur





___

___
Family History of CHD




___

___
High Blood Pressure





___

___
Smoking






___

___
Sedentary Lifestyle





___

___
Osteoporosis






___

___
Arthritis/Joint Pain





___

___
Back Pain/Spine Disorder




___

___
Muscle Pain/Injury





___

___
Hernia







___

___
Surgery






___

___
Do you have pain in your chest when you do physical activity?  ________

In the past month, have you had chest pain when NOT doing physical activity? ________

Loss of balance because of dizziness, or do you ever lose consciousness? ________

Any bone or joint problem that could be made worse from physical activity? ________

Any prescription drugs for your blood pressure or heart condition? ________

Any other reason why you should NOT do physical activity? ________

Emergency Contact _______________   Number _______________

Doctor’s Name _______________   Office Number _______________

Occupation: _________________                                
Signature:___________________

Trainers Signature:_______________
