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Medical History & Lifestyle Questionnaire
	All medical and lifestyle information received on this form will be treated as strictly confidential. Please fill out the forms as accurately as possible. This information is essential to develop a program that addresses your needs, goals and interests and also ensures that your program is safe and effective.
Client Name: ________________________________		Emergency Contact: ______________________________
Date of Birth: _______________________________		Emergency Phone #: ______________________________
Address: ____________________________________________________
Home Phone #: __________________________________		Cell #_______________________________
Email: ______________________________________________________
Family Physician: _____________________________________________	Physician’s Phone #: __________________
Medical History
Weight: ____________		Height: ______________
When was the last time you had a physical examination? ____________________________________________
Are you currently under a physician’s care?	Yes	No
If yes, what for? _______________________________________________________________________________________
Are you pregnant now or have given birth within the last 6 months?	Yes	No
Circle any of the following for which you’ve been diagnosed:
Kidney problem		Muscle problem	Hypertension		Osteoporosis
Heart problem		Joint problem		High Cholesterol	Cancer
Stroke			Epilepsy		Diabetes		Other: ________________
Concussion		Liver problem		Respiratory problem
Please explain (i.e. when diagnosed, stage of progression, and if relevant the affected area):
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Are you presently on any medication?	Yes	No
Please list any medications, or supplements you’ve taken in the last 6 months and provide dosage if possible:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you allergic to any medications, foods or other substances? __________________________________________________________________________________________________________________________________________________________________________________________________________________________
List any surgeries you’ve had in the past? (E.g. heart, knee, back, c-section, etc...)
_________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you ever experience shortness or loss of breath upon light exertion?	Yes	No
Have you ever had severe dizzy spells or fainting episodes? _____________________________________________________
Has any member of your immediate family been treated for or suspected to have had any of the following conditions?
Diabetes:
Heart Disease:
Stroke:
High Blood Pressure:
High Cholesterol:
Do you have any other medical conditions or health problems which may affect your safety or ability to exercise in any way? If yes, please explain: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Lifestyle Evaluation
What is your occupation? ____________________________________________
Is your occupation:	Inactive (desk job) _______
			Light Work (housework, retail) _______
			Heavy Work (heavy lifting, labour) ________
Do you smoke?		Yes	No
If yes, how much? ____________________________________
On average, how many hours of sleep do you get a night? ____________________________

On a scale of 1-10, how would you rate your current stress level? (1=barely evident, 10=extremely high)	___________
List your 3 biggest stressors:	______________________
				______________________
				______________________
Which do you eat regularly? (Please circle)
Breakfast		Midafternoon snack
Midmorning snack	Dinner
Lunch			After-dinner snack
Have you ever been diagnosed with an eating disorder?		Yes	No
If yes, when and what treatment did you receive? __________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever participated in a structured diet?		Yes	No
If yes, please give details. (i.e. name of diet, how long did you follow it for, weight lost)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________
On a scale of 1-10, how would you rate your present fitness level?
(1=worst, 10=best ever) ___________
How many times a week do you currently take part in physical activity? ___________________________________________
What sort of activities do you most often take part in? (i.e. walking, running, cycling, gardening, weight training, etc....)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________

I have read and understood the above information and provided honest answers to the best of my ability regarding my lifestyle and current medical status.
Signature: _______________________________________
Date: __________________________________
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