


Health History Form

Participant’s Name _________________________________     Age _____             Date of Birth_________________

Physician’s Name __________________________________                   Physician’s Phone # ___________________

Name and number of an emergency contact that will be available during boot camp class hours

Name_______________________________________________               Phone _____________________________

Are you taking any medications (beta blockers, diet pills, etc.) that affect your heart rate or any other aspect of your performance and/or health in this class?

Does your physician clear you for physical activity? 

Is your physician aware that you are participating in this boot camp class?

Please answer questions truthfully. 

Check YES or NO  (for current and in the past)

YES   NO

❑    ❑ 1. Has your doctor ever said that you have a heart condition and that you should only do

                  physical activity recommended by a doctor?

❑    ❑ 2. Do you feel pain in your chest when you do physical activity?

❑    ❑ 3. In the past month, have you had chest pain when you are not doing physical activity?

❑    ❑ 4. Do you lose your balance because of dizziness or do you ever lose Consciousness?

❑    ❑ 5. Do you have a bone or joint problem (for example, back, neck, knee, or hip) that

                  could be made worse by a change in your physical activity?

❑    ❑ 6. Is your doctor currently prescribing drugs (for example, water pills) for your blood

                  pressure or heart condition?

❑    ❑ 7. Do you know any other reason why you should not do physical activity?

❑    ❑ 8. Do you have high blood pressure?

❑    ❑ 9. Do you have any chronic illness or condition?

❑    ❑ 10. Have you had surgery with the last year? If yes, please explain.

❑    ❑ 11. Are you pregnant now or with in the past 3 months?

❑    ❑ 12. Do you have history of breathing or lung problems?

❑    ❑ 13. Do you have any muscle, joint or back disorders?

❑    ❑ 14. Do you have a thyroid condition?

❑    ❑ 15. Do you have diabetes? If yes, Type I or Type II?

❑    ❑ 16. Do you have high blood cholesterol?

❑    ❑ 17. Do you have history of heart problems in immediate family?

❑    ❑ 18. Do you have history of obesity in your immediate family?

❑    ❑ 19. Do you have history of high blood pressure in immediate family?

❑    ❑ 20. Do you have hernia, or any condition that might be aggravated by lifting weight?

If you answered “yes” to two or more of these listed items minus the history of family members, you may be at increased risk of potential complications during a rigorous exercise program and need to get a signed release from your physician to participate in activity.

Remember, some form of exercise is almost always recommended, even in cases of increased risk. Exercise is known to help manage and ease conditions such as high blood pressure and diabetes. But in order to improve your quality of life, you need to make sure you are not aggravating an existing medical condition or performing exercises that for you, maybe contraindicated.

 “I have read, understood and completed this questionnaire. Any questions I had were answered truthfully and to my full satisfaction.”

NAME: _____________________________________________________________________________    DATE:_________________

SIGNATURE: ________________________________________________________________________    DATE:_________________ 

SIGNATURE OF PARENT or GUARDIAN (for participants under the age of 18) 

______________________________________________________________:______________________  DATE:_________________

