OVER THE EDGE FITNESS

Exercise and Medical History
Name:








Date:

Address:

Day Phone:



Evening:


Email:

Male:

Female:
Date of Birth:



Age:


Emergency Contact:






Phone:

Have you been involved in a regular exercise program in the past few months?

If NO, How long has it been since you exercised regularly?

a. Describe your routine
b. Why did you stop?

c. Why are you beginning an exercise program at this time?
If YES, please describe your current routine and how long you have regularly participated 

How much time can you set aside for exercise to obtain your goals?

List your top 3 short-term goals

List your top 3 long-term goals

What obstacles do you forsee?

What types of exercise do you enjoy?

Please check if you have ever been diagnosed with or been treated for:
Heart condition or disease



Muscle, joint, back pain

Arthritis





High blood pressure/cholesterol
Epilepsy/seizures




Sedentary lifestyle
Pregnancy(current or past 3 months)


Do you smoke?
How much?
Diabetes





Are you male over the age of 44
Asthma or other breathing challenges


Are you female over the age of 54
Chest pain





Has anyone in your family had a 
Frequent dizziness or loss of balance


heart attack, stroke, or cardiovascular
Surgery within last 12 months


disease before age 55?
Are you currently taking any medications

Has a physician told you NOT to 

Or supplements? List name and purpose

exercise?

