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 NIH Personal Information
Name_________________________________________________________________


Birth Date_______________

Age_______

Sex:  __________   
Office Address: _________________________________________________________ 
Employer/ICD___________


Office Phone: __________________ E-mail Address___________________________
Home Address: ________________________________________________________

City, State, Zip Code: ___________________________________________________

Home Phone: ___________________________

Emergency Contact (Name & Number): ____________________________________
Relationship: ____________
What do you hope to accomplish with a personal trainer?
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Physician/Therapist Name: ______________________   Phone: __________________

Do you have or have you had any of the following condition:  (Please circle Y or N)

1.
Heart Attack







Y
N

2.
Heart /Artery Disease





Y
N

3.
Chest Pain







Y
N

4.
Heart Palpitations/murmur





Y
N

5.
Family History of Heart Disease




Y
N

6.
High Blood Pressure





Y
N

7.
High Cholesterol






Y
N

8.
Smoking Habit






Y
N

9.
Diabetes







Y
N

10.
Lung Disease/Respiratory Condition



Y
N

11.
Hypoglycemia






Y
N

12.
Major Surgery






Y
N

13.
Major Orthopedic Surgery





Y
N

14.
Chronic Back Problems





Y
N

15.
Fainting or lightheadedness




Y
N

16.
Unusual Fatigue/Dizziness





Y
N

17.
Shortness of Breath on Mild Exertion



Y
N

18.
Asthma







Y
N

19.
Arthritis/Bursitis






Y
N

20.
Allergies







Y
N

21.
Women -- Are you currently pregnant?



Y
N

22.
Women -- Are you 50 years of age or older?


Y
N

23.
Men -- Are you 50 years of age or older?


Y
N

If you answered yes to any of the above questions, please explain:

____________________________________________________________________________________________________________________________________________
______________________________________________________________________
List all drugs/medications you are taking and the reason:

1.____________________________________________________________________
2.____________________________________________________________________
Are you aware of any allergies to any medications? _____N _____Y

If yes, please list: _______________________________________________________

I have completed this information to the best of my knowledge.  I have not withheld any information that may affect the staff in designing a safe exercise program for me.

Client Signature: _________________________________________Date___________
Trainer Signature:  _______________________________________Date ___________













