Health History and Physical Activity Questionnaire

Sanford Health Sports Medicine & Exercise Physiology Department

Name_________________________________________
Age_______

Date ______/______/______

Address___________________________________City__________________State_______Zip___________

Date Of Birth_____/_____/_____ Phone # (H)(_____)__________________ (W)( _____)________________

Primary Physician _______________________________
Last Physical Examination __________________

If you answer “Yes” to 2 or more of the below questions, you will need a physician’s approval before testing.

1.) Has your physician ever said that you have heart trouble?



Yes
No

2.) Has your physician ever said you have high blood pressure?
______/______
Yes
No

3.) You are a male 45 or over or a female 55 or over





Yes
No

4.) Has your physician ever said you have high cholesterol?  
Total_______

Yes
No

5.) Do you have diabetes?








Yes
No

6.) Do you currently smoke?








Yes
No
7.) Do you have a family history of heart disease?  (Heart disease or sudden death before 55 for male first relative and before 65 for female first relative)




Yes
No

Have you ever had, or currently have any of the following? ( please ( ) 
	___Asthma
	___Epilepsy
	___Arthritis/Rheumatoid Arthritis

	___Allergies/Allergic Reactions
	___Fatigue/Lack Of Energy
	___Heart Disease/Heart Attack

	___Anemia
	___Fibromyalgia/Fibrositis
	___High/Low Blood Pressure

	___Back Problems
	___Heart Murmur
	___High/Low Cholesterol

	___Broken Bones
	___Hernia
	___Increased Anxiety/Depression

	___Chest Discomfort/Pain
	___Irregular Heart Beat
	___Light Headed/Dizziness/Fainting

	___Diabetes
	___Seizures
	___Recurring Headaches/Migraines

	___Eating Disorders
	___Stroke
	___Unusual Shortness of Breath

	​​___Other
	
	



If you answered yes or checked ( ( ) any of the above, please explain in detail and list age of onset.

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Do you have any other bone/joint problems or other physical ailments which would affect your exercise program?  If yes, please explain.

__________________________________________________________________________________________

__________________________________________________________________________________________

Do you have a family history of the following?  If yes, please state relationship and age of onset.

Diabetes


Yes
No
________________________________________________

Heart Disease


Yes
No
________________________________________________

High Blood Pressure

Yes
No
________________________________________________

Stroke



Yes
No
________________________________________________

Please list any prescribed and/or over the counter medications, the dosage, and purpose for taking them.

__________________________________________________________________________________________

__________________________________________________________________________________________

Females: Are you pregnant?   Yes
   No      If yes, what trimester are you in?_____    Due date?_________

