ISC SEATTLE

COAST GUARD PHYSICAL FITNESS PROGRAM

HEALTH HISTORY QUESTIONNAIRE 

DATE:____________________




NAME: ____________________________________________      GENDER_______________________

TEL.: _______________________     EMAIL: ____________________________________   AGE: ____

PHYSICIAN’S NAME: _____________________________       PHYSICIAN’S TEL.: ______________

PERSON TO CONTACT IN EMERGENCY:

NAME: ____________________________   RELATIONSHIP: _________________  TEL.: __________

Are you taking any medications or drugs?  Please list name of medications, dosage, and reason why you are taking it:

Does your physician know you are participating in or desire to start a fitness program? _______________

Circle what best describes your level of physical activity during the past 4-6 weeks:

          Very Active                    Moderately Active             Occasionally Active                   Inactive

Do you now have, or have you had in the pass:




          Yes         No


  1.  History of heart problems, chest pain or stroke
____
____


  2.  High blood pressure
____
____


  3.  Any chronic illness or condition
____
____


  4.  Difficulty with physical exercise
____
____


  5.  Advice from physician not to exercise
____
____


  6.  Recent surgery (last 12 months)
____
____


  7.  Pregnancy (now or within last 6 months)
____
____


  8.  History of breathing or lung problems
____
____


  9.  Muscle, joint, or back disorder, or any previous injury still affecting you
____
____


10.  Diabetes or thyroid condition
____
____


11.  Cigarette smoking habit
____
____

12. Obesity (more than 20 % over ideal body weight)
____
____

13. Elevated blood cholesterol level
____
____

14. History of heart problems in immediate family
____
____

15. Hernia, or any condition that may be aggravated by lifting weights
____
____

16. Please detail any condition for which you marked yes in the space below:



_______________________________________________________________________________

_______________________________________________________________________________

If there is any other health concerns or conditions you would like to discuss please provide that information to the Unit Health Promotion Coordinator (UHPC).

