MEDICAL QUESTIONNAIRE

Please Check Accordingly

YES
NO



____
____

Is your resting blood pressure greater than 140/90?

____
____

Have you ever been told your blood pressure was abnormal?

____
____

Have you ever been told you have coronary heart disease?

____
____

Do you ever feel dizzy, short of breath, or have chest pain upon    




exertion?

____
____

Have you ever had heart surgery, angioplasty, or cardiac 




catheterization?

____
____

Have you ever suffered from angina, stroke, heart attack, 




cardiovascular
disease, or pulmonary disease?

____
____

Have you ever experienced unusual heartbeats such as skipped 




beats or palpitations?

____
____

Do you have diabetes? If yes, how is it controlled?_____________

____
____

Do you regularly drink caffeine? If yes, please list type/frequency




____________________________________________

____
____

Is your cholesterol greater than 240?

____
____

Have you ever been told your cholesterol was abnormal?

____
____

Do you presently smoke or have smoked within the last 2 years?




If yes, please state how many, a day?_________

____
____

Did/Do your parents or siblings have any history of cardiovascular 



disease, stroke, angina, high blood pressure, diabetes, etc. 



If yes, please specify which _______________________________




______________________________________________________

____
____

Do you feel greater than 20lbs overweight?

____
____

Do you have asthma, bronchitis, or other lung disorders?

____
____

Have you ever had a seizure?

____
____

Do you presently have or have you ever had bursitis or arthritis?

____
____

Do you have musculoskeletal problems? Explain ______________

____
____

Are you currently exercising? If so, what type and frequency ____




_____________________________________________________

____
____

Do you have any other pertinent medical information we need to 




be aware of? __________________________________________

____
____

Have you had any recent injuries or illnesses? Explain_________




____________________________________________________

____
____

Do you have any exercise limitations? Explain_______________




____________________________________________________

____
____

Are you pregnant?

When was your last physical exam? _________________________________________

