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Demographics & Medical History 

Demographics Information 

Name_______________________________________________  Date ____________________________ 

Date of Birth __________________________________   Age: ____________________________ 

Gender     Female    Male 

Primary Insurance Provider _____________________________________ 

Secondary Insurance Provider __________________________________ 

Fax member report to physician/specialists?    Yes    No 

Primary Care Physician __________________________________________________________________________________ 

Primary Care Physician Address __________________________________________________________________________ 

Primary Care Physician Fax Number: _(__________)_______________________ 

Specialists:  _________________________________________________________________________ 

Specialty (area of practice): _________________________________________________________ 

Specialist Phone Number: _(________)________________________ 

Specialist Fax Number: _(__________)_______________________ 

Please circle all conditions or diagnosis that currently apply: 

Diabetes Obesity  Hypertension Cardiovascular Disease 

Balance/Gait Disturbance Parkinson’s Disease/Movement Disorder 

Please check all conditions or diagnosis that apply (includes current and past medical conditions): 

 Abnormal EKG  Rheumatic fever  Abnormal chest x-ray  Low blood pressure 

 Asthma  Emphysema   Other lung problems  Limited ROM 

 Arthritis  Bursitis  Joint pain or swelling  Broken bones 

 Stroke  Epilepsy or seizures Abnormal chest x-ray   Persistent fatigue 

 Stomach problems  Hernia  Anemia  Foot Problems 

 Knee Problems  Back Problems  Shoulder Problems  Previous Surgeries 

 Chronic headaches/migraines  Other___________________  None of the above 

Please indicate the nature of any surgeries: ______________________________________________________________ 

_____________________________________________________________________________________________________________ 

Please indicate all areas affected by pain or swelling: ____________________________________________________ 

Are you currently on medication to treat seizures/epilepsy?    Yes  No 

Please specify which bones you have broken: ____________________________________________________________ 
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Has your doctor ever imposed activity restrictions either currently or in the past?   Yes    No 

Please indicate why restrictions were imposed: ___________________________________________________ 

 

QUESTION 1: Please check all that apply regarding your medical history - You have had:  

 a heart attack    cardiac catheterization  coronary angioplasty (stent) 

 rhythm disturbance   heart valve disease   heart failure                

 stroke or pulmonary embolism     pacemaker/implantable defibrillator  

 heart transplantation  congenital heart disease  cerebrovascular disease 

 peripheral vascular disease  

 pulmonary disease (COPD, cystic fibrosis, interstitial lung disease, emphysema) 

 metabolic disease (diabetes type I or II, kidney or liver disease) 

 None of the above 

Date of your event(s) or Diagnoses: __________________________________ 

 

QUESTION 2: Do you currently experience any of the following (check all that apply):  

 Chest discomfort with exertion   Unreasonable breathlessness 

 Dizziness, fainting or blackouts  Swelling in your ankles or lower extremities (edema) 

 Heart palpitations or fast heart rate at rest (>100 bpm) 

 You take heart medications   None of the above 

When was your most recent episode? __________________________________ 

 

QUESTION 3: Do you currently have any of the following health issues: 

 Pre-diabetes (elevated A1C)   Asthma or lung disease 

 burning or cramping sesation in your lower legs when walking short distances 

 musculoskeletal problems that limit your physical activity 

 You have a known heart murmur  None of the above 

 

QUESTION 4: Please check off all that apply:  

 You are man older than 45 years old 

 You are a woman older than 55 years old AND have had a hysterectomy OR are postmenopausal 

 You smoke or quit smoking within the previous 6 months 

 Your blood pressure is > 140/90 mmHg 

 You take blood pressure medication 

 Your blood cholesterol level is > 200 mg/dL 

 You don't know your cholesterol level 
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 Your father or brother had a heart attack or heart surgery before the age of 55 OR your mother or 

    sister had a heart attack or heart surgery before age 65 

 You are physically inactive (i.e. you get less than 30 minutes of physical activity < 3 days/week) 

 You are > 20 lbs overweight 

 None of the above 

 

Question 5: Has your mother, father, or siblings suffered from any of the following conditions:  

 Heart attack or surgery prior to age 55  Stroke prior to age 50 

 Hypertension     Cancer prior to age 60 

 High cholesterol     Diabetes 

 Obesity      Asthma 

 Osteoporosis    Congenital heart disease or left ventricular hypertrophy 

 I don't know my family history  None of the above 

 

Please list all medications that you are currently taking (including OTC's, or supplements): 

_____________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________ 

 

Please indicate any other medical conditions or activity restrictions that you may have that has not 

been addressed: ___________________________________________________________________________________________ 

_____________________________________________________________________________________________________________ 

 

Please rate your daily stress level on a scale of 1 to 9 (1 =low, 9 =high): ______________________  

 

Please rate your Health on a scale of 1 to 9 (1=Poor, 9=Great): __________________ 

 

Short/ Long-term Goals: __________________________________________________________________________________ 

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________ 

Physical Activity History: ___________________________________________________________________________________ 

_____________________________________________________________________________________________________________ 

Recreational/Social Interests: ______________________________________________________________________________ 

_____________________________________________________________________________________________________________ 
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Physician Guidelines 
Do you have blood pressure guidelines as specified by your physician?  Yes  No 

If so, please indicate acceptable resting blood pressure for you to initiate exercise without 

physician notification (any blood pressure documented above this value warrants physician 

notification clearance to continue 

exercise):_________________________________________________________________ 

 

Do you have blood glucose guidelines as specified by your physician?  Yes  No 

If so, please indicate acceptable pre-exercise blood glucose level (any blood glucose level 

documented above this value warrants physician notification and clearance to continue 

exercise):_______ 

 

Has your physician specified any other guidelines or limitations? Yes       No 

Please describe additional physician guidelines: ___________________________________________ 
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Ready To Change Questionnaire 

Using a scale of 1 to 9 (9 being VERY interested and 1 being NOT interested) answer the 

following questions by circling the number that best fits you. 

 

 
1) In collaboration with your physician, how involved are you in your healthcare decisions? 
 

1 2 3 4 5 6 7 8 9 
 

2) Your level of interest in participating in a fitness program?  
 

 1 2 3 4 5 6 7 8 9 

 

3) Are you ready for lifestyle changes as part of your fitness program? 
 

1 2 3 4 5 6 7 8 9 

 

4) How much support can your family provide? 
 

1 2 3 4 5 6 7 8 9 

 

5) How much support can your friends provide? 
 

1 2 3 4 5 6 7 8 9  

 

6) How confident are you that you can regularly participate in exercise? 
 

 1 2 3 4 5 6 7 8 9  

 

 

         

TOTAL SCORE _______ ÷ 6 = Ready To Change Score _______ 

 

(Higher score = Ready for Change, Lower score = NOT Ready for Change) 
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