
Personalized Fitness/Rehabilitation 
Health Status Questionnaire 

 
 
Instructions 
Complete each question accurately.  All information provided is confidential if you choose to submit 
this form to your fitness instructor. 
 
Part 1.  Information about the individual 
 
1.                           
  Social Security Number            Date 
 
2.                           
  Legal Name              Nickname 
 
3.                         
  Mailing Address              Home phone 
                           
                           
                  Business phone 
 
4.                           
  Personal Physician            Phone 
 
                         
  Address  
 
5.                         
  Emergency Contact            Phone 
 
6.    Gender:   Female            Male         
 
7.   Date of Birth:                        
      Month          Day      Year 
 
8.  Hours worked per week:   0‐20    20‐40    41‐60    Over 60      
 
9.  More than 25% of time spent on the job (mark all that apply): 
 
  Sitting     Lifting/carrying loads    Standing  Walking   Driving     
 
10.  Indicate any family members who have died of a heart attack before age 50: 
 
  Father    Mother    Brother   Sister    Grandparent       
 
11.   Dates of: 
    Last medical physical exam:               
 
    Last physical fitness test:                
 
 
 



12.    Indicate operations you have had: 
 
  Back    Heart    Kidney    Eyes    Joint    Neck     
 
  Ears    Hernia    Lung    Other             
 
13.  Please indicate any of the following for which you have been diagnosed or treated by a physician: 
 
  Alcoholism      Emphysema      Kidney problems     
  Anemia, sickle cell    Epilepsy      Mental illness 
  Anemia, other      Eye problems      Neck strain   
  Asthma        Feet/ankle problems    Obesity       

Back Strain      Gout        Phlebitis     
Bleeding trait      Hearing Loss      Rheumatoid Arthritis     
Bronchitis, chronic    Heart Problem      Shoulder pain/bursitis   

  Cancer        High blood pressure    Stroke       
Cirrhosis, liver      Hip/wrist/spine osteoarthritis  Thyroid problem     
Concussion      Hypoglycemia      Ulcer       
Congenial defect     Hyperlipidemia      Other:       
Diabetes      Infectious mononucleosis 
Elbow tendonitis    Joint degeneration disease 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