
“Let’s Get Fit”       
Pre Fitness Screening

     
This is your medical history form, to be completed before your first training 
session. All information will be kept confidential. 
Please try to make it as accurate and complete as possible. Please take your time 
and complete it carefully and thoroughly, and then review it to be certain you 
have not left anything out. Your answers will help us design a comprehensive 
program that meets your individual needs and goals that is safe and effective. 
If you have questions or concerns, you will be helped with those after this form is 
completed. It is realized that some parts of the form will be unclear to you. Do 
your best to complete the form. Your questions will be thoroughly addressed 
afterwards. It might be helpful for you to keep a written list of questions or 
concerns as you complete the medical history form.

SECTION #1 - Basic Information:
Please print the following:

Last Name:Last Name: First Name:First Name:

Age:Age: Date of Birth:
      M/D/Y
Date of Birth:
      M/D/Y

Address:Address:Address: Postal Code:      

Home Phone:Home Phone: Work:Work:

Mobile:Mobile: Email:Email:

Occupation: Emergency Contact #1:Emergency Contact #1:Emergency Contact #1:

Emergency Phone #1:Emergency Phone #1:Emergency Phone #1:Emergency Phone #1:

Emergency Contact #2:Emergency Contact #2: Emergency Phone #2:Emergency Phone #2:

SECTION #2 - Medical History:
Please circle YES or No to the following:                            

1. Has your doctor ever said that you have a heart condition and 
recommended 
only medically supervised physical activity?

    Yes          No 
       
2. Do you frequently have chest pains when performing physical activity?      
   
   Yes          No 



3. Have you had chest pain when you were not doing physical 
activity?     

              
     Yes          No 
     
4. Do you lose your balance due to dizziness or do you ever lose 

consciousness?

    Yes          No 

5. Do you have a bone, joint or any other health challenge that causes you pain 
or limitations that must be addressed when developing an exercise program 
(i.e. diabetes, osteoporosis, high blood pressure, high cholesterol, arthritis, 
anorexia, bulimia,  anemia, epilepsy, respiratory ailments, back problems, 
etc.)?
    Yes          No 

If yes, please provide your specific health challenge(s) by name. 

________________, ______________, _____________, 

__________________, ___________________.

6. Are you pregnant now or have given birth within the last 6 months?        

    Yes          No 

7. Have you had a recent surgery? If yes, describe below.

    Yes          No 
                                                                                                                                                                                                                                                                          

SECTION #3 - Nutrition History:

Please circle the best answer to the following:

1. On a scale of 1-10, how would you rate your Nutrition? (1=very poor;10=excellent)
  _________________

2. Do you keep a food log?
A. Always
B. Sometimes
C. Never

3. On average, how many 8 ounce servings of water do you drink daily?
A. 8 or more



B. 5-7 servings
C. Less than 4

4. On average, How many calories do you consume daily?
A. 2000 or more
B. 1500-2000
C. 1200 or less
D. Unsure

5. How often do you eat breakfast?
A. Every day
B. Usually
C. Occasionally
D. Never

6. Approximately how many meals do you eat daily (including snacks)?
A. 5 or more
B. 4
C. 3
D. 2 or less

7. On average, how many meals do you eat out daily?
A. 3 or more
B. 1-2
C. Don’t eat out much

8. On average, how many times do you eat late at night?
A. Every day
B. Usually
C. Occasionally

9. Do you do your own grocery shopping?
A. Yes
B. No

10. Do you do your own cooking?
A. Yes
B. No

11. Besides hunger, what other reason(s) do you eat? 
A. Boredom
B. Social
C. Stressed
D. Tired
E. Depressed
F. Happy
G. Nervous



12. Do you eat past the point of fullness? 
A. Often
B. Sometimes
C. Never

13. How often do you eat foods high in fat and/or in sugar? 
A. Often
B. Sometimes
C. Never

14. What activities do you engage in while eating?
A. TV
B. Reading
C. Computer
D. Phone
E. None of the above

15. How many 8oz glasses of water do you consume daily?
A. 0
B. 1-3
C. 4-6
D. 6 or more

16. Do you feel drops in your energy levels through the day?  If yes, when?
A. Yes ________________________________________________
B. No

17. Are you currently or have you ever taken a multivitamin or any other food supplements? If 
yes, please list the supplements: 

A. Yes ________________________________________________
B. No

      18. List 3 areas of your Nutrition you would like to improve:   

                 1. _____________________________________________________________________
      
                 2. _____________________________________________________________________
                 
                 3. _____________________________________________________________________

SECTION #4 - Fitness History:
Please circle the best answer to the following:

1. Are you currently exercising? If yes, what exercise(s) are your current doing?

A. Yes, ______________________________________________________
B. No



2. How many days per week do you exercise?
A. Every day
B. 3-5 times
C. 1-2 times
D. Rarely

3. How often do you strength train?
A. 4-5 days per week
B. 2-3 days per week
C. I don’t strength train
 
Describe your routine__________________________________________________

4. Do you regularly perform cardiovascular exercise?  If so, how often?
A. 6-7 days per week
B. 4-5 days per week
C. 2-3 days per week
D. One or fewer days

5. Do you wear a heart rate monitor or other fitness monitoring device when exercising?
A. Yes
B. No

     6.  On a scale of 1-10, how would you rate your present fitness level (1=Worst; 10=Best)?
           _________________

     7. What would you consider a “barrier” that prevents you from daily exercise? (ie: Time, lack of   
facilities etc.)

_____________________________________________________________________________

_____________________________________________________________________________

SECTION #5 - Goal Setting:
Rank your goals in undertaking a fitness program. What do you want this program to do for you?  
Use the following scale to rate each goal separately.

Not at all important                          Somewhat Important                  Extremely Important   

          1                      2                      3                      4                      5                      6          

_____ a.  Improve cardiovascular fitness _____ b.  Body-fat weight loss

_____ c.  Improve performance for a specific _____ d.  Improve flexibility

 sport _____ e.  Increase strength

_____ f.   Increase energy level _____ g.  Feel better



_____ h.  Enjoyment _____ i.   Reduce stress

_____ j.   Pain relief _____ k.  Lose weight/inches

_____ l.   Gain weight/muscle _____ m. Improve quality of life

_____n.   Improve overall health _____ o.  Improve appearance

_____ p.  Other_____________

Thank you for this opportunity to help you achieve your 
PERSONAL BEST!


