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Health History 

 

Name : ____________________________________________         Date : ________________ 

Date of Birth : ______________________________________          Age : ________________ 

Past and Present Personal Health History   ( Check if Applicable ) 

 __________ Diseases of the Heart and arteries 

 __________ Abnormal electrocardiogram ( ECG ) 

 __________ High Blood Pressure 

 __________ Angina pectoris ( chest pain ) 

 __________ Epilepsy 

 __________ Stroke 

 __________ Anemia 

 __________ Abnormal chest X-ray 

 __________ Cancer 

 __________ Asthma 

 __________ Other lung diseases 

 __________ Orthopedic or muscular problems 

 __________ Diabetes 
 

If any of the above are checked, please explain further and indicate any recommendations your 

doctor has made regarding exercise : 

_____________________________________________________________________________ 

 

____________________________________________________________________________ 

 

_____________________________________________________________________________ 

Level of Physical Activity 

 

Yes 

 

______ 

 

No 

 

______ 

Is participant currently involved in a regular aerobic 

exercise program such as walking, jogging, cycling, 

swimming, step aerobics, etc.? 

Yes ______ No ______ Is participant currently participating in weight training? 

Yes ______ No ______ Does participant perform stretching exercises on a regular 

basis? 

What best describes participant’s level of physical activity during the past 4-6 weeks? 

_________ Very Active                                      __________ Occasionally Active 

_________ Moderately Active                           __________ Inactive 
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Is there a family history of heart disease, hypertension, stroke, diabetes, heart failure, lung 

disease, or epilepsy?       ____________ Yes        _________ No 

If YES, please provide information regarding who the relative is, the medical problem, and the 

age of onset or death : 

____________________________________________________________________________ 

______ Yes ______ No Do you currently smoke cigarettes?                      

If YES, how many cigarettes per day?   _____________        

If you smoked in the past, when did you quit? __________ 

    

 

______ Yes _______ No Are you currently taking medication prescribed by a 

physican? 

If YES, indicate name of medication, dosage, and reason 

why you are taking it : 

______________________________________________ 

 

______________________________________________ 

 

Please list below any additional exercise information which you think is important for us to 

know. 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 


