
Jon Speakman Personal Training 

Health  and Lifesty le Questionnaire 

 
Please answer the following questions regarding your personal health and lifestyle as accurately as possible to 

ensure that a correct assessment can be made.  Please place a check in any of the boxes in order to indicate a 

ÒyesÓ response to the question to the left of the box.  Leave the box blank if your answer is Òno.Ó Your responses 

to these questions are completely confidential, will be maintained in your permanent file and will not be shared 

with any other parties. 

 
 Today's Date:           /          /           Your Name:                                                                           
 

Medical History 

Cardiovascular Health 

 �  Do you have any personal history of heart disease (coronary or atherosclerotic disease)? 

�   Any personal history of diabetes or other metabolic disease (thyroid,renal, or liver)? 

�   Have you experienced pain or discomfort in your chest due to blood flow deficiency? 

�   Any unaccustomed shortness of breath (perhaps during light exercise)? 

�   Have you had any problems with dizziness or fainting? 

�   Do you have difficulty breathing while standing or sudden breathing problems at night? 

�   Have you experienced a rapid throbbing or fluttering of the heart? 

�   Do you suffer from ankle edema (swelling of the ankles)? 

�   Have you experienced severe pain in leg muscles during walking? 

�   Do you have a known heart murmur? 

�   Has your serum cholesterol been measured at greater than 200 mg/dl? 

�   Has your HDL (the "good" cholesterol) been measured at greater than 60 mg/dl? 

�   Have you had a high fasting blood glucose level on 2 or more occasions (>=110mg/dl)? 

�   Have you been assessed as hypertensive on at least 2 occasions (systolic > 140 mmHg or   diastolic > 
90mmHg)?   

�  Are you currently being treated for high blood pressure? 

Respiratory Health 

�   Any personal history of pulmonary disease (i.e., asthma, bronchitis, emphysema, and/or any              other 
lung problems)? 

 

Joint and Skeletal Health 
   Do you currently suffer from any of the following conditions: 
 

�  Arthritis? 

�  Bursitis? 

�  Swollen or painful joints? 

�  Foot problems? 

�  Knee problems? 

�  Back problems? 

�  Shoulder problems? 

�  Recently broken bones? 

 



�  Limited range of motion in any of your joints

Other Health Issues 
Do you currently suffer from any of the following conditions: 

�  A recent stroke? 

�  Epilepsy or seizures? 

�  Chronic headaches or migraines? 

�  Persistent fatigue? 

�  Are you overweight? 

�  Depression? 

�  Stomach Problems? 

�  Hernia? 

�  Are you pregnant? 

 

Has your doctor imposed any activity restrictions?  If so, please describe: 

____________________________________________________________________________________

____________________________________________________________________________________

__________________________________________________________________ 

Family History 

Have your mother, father, or siblings suffered from (please select all that apply): 

�   Heart attack or surgery prior to age 55. �   High cholesterol 

�   Stroke prior to age 50. �   Diabetes 

�   Congenital heart disease or left ventricular 
hypertrophy. 

�   Obesity 

�   Hypertension �   Asthma 

�   Osteoporosis �   Leukemia or cancer  prior to age 60. 

 

Medications  

Please Select Any Medications You Are Currently Using: 

�   Diuretics �   Other Cardiovascular 

�   Beta Blockers �   NSAIDS/Anti-inflammatories (Motrin, Advil) 

�   Vasodilators �   Cholesterol 

�   Alpha Blockers �   Diabetes/Insulin 

�   Calcium Channel Blockers �   Other Drugs (record below). 

Please list the specific medications that you currently take: 

____________________________________________________________________________________

____________________________________________________________________________________

__________________________________________________________________ 

 



                                                                                                                                                                                                                                                                                                                       

Lifesty le 

Drinking and Smoking 

�   Are you a cigarette smoker?    �   Yes   �   No If yes, how many per day? __________                  

�   Previously a cigarette smoker? If so, when did you quit?   __________                 

How many years have you smoked or did you smoke before quitting? __________                  

Do you/did you smoke (Circle one):  Cigarettes      Cigars        Pipe 

Are you wiilling to stop smoking while you are participating in a fitness program? �   Yes   �   No 

Do you drink alcoholic beverages?  �   Yes   �   No 

If yes, how much alcohol do you consume in a typical week? _____________________ 

If yes, what type(s) of alcohol do you normally consume? _________________________________ 

Are you willing to stop drinking while you are participating in a fitness program? �   Yes   �   No 

Eating habits 

Do you eat breakfast?   �   Yes   �   No 

Do you eat at least 3 meals each day?  �   Yes   �   No 

Do you snack between meals?  �   Yes   �   No 

Do you eat out at restaurants (lunch and dinner) more than 5 times a week?  �   Yes   �   No 

Do you eat more early in the day or later at night? ___________________________ 

Do you eat vegetables at least 2 times each day? �   Yes   �   No 

Do you drink at least 3 liters of water each day? �   Yes   �   No 

Do you drink more than 24 ounces of coffee each day? �   Yes   �   No 

Do you drink more than 24 ounces of soft drinks (regular or diet) each day? �   Yes   �   No 

Do you eat/drink products that contain artificial sweetners? �   Yes   �   No 

Are you following a current diet program (i.e., Atkins, Zone, South Beach, etc.)?   �   Yes     �   No 

Sleep 

At what time do you go to bed at night? _______________ 

At what time do you get out of bed in the morning? _______________ 



On average, how many hours of sleep do you get each night?  _______________ 

Family  

Will your spouse support your pursuit of a new exercise routine?  �   Yes   �   No 

Will your spouse support all required changes to your daily diet? �   Yes   �   No 

Does your spouse participate in regular fitness activities? �   Yes   �   No 

Do you have any young children?  �   Yes   �   No 

How many hours of television do you watch each week? _______________ 

Work 

What do you do for a living? _______________________________________________________ 

How many hours a week do you work? _______________ 

How stressful is your job?  

�  Low �  Moderate �  High but I enjoy 
the challenge 

�   High: sometimes 
difficult to handle 

�   High: often difficult 
to handle. 

Does your spouse work outside of the home? �   Yes   �   No 

Your Fitness Program 

Why are you interested in starting a new fitness program at this time? 

____________________________________________________________________________________

____________________________________________________________________________________

__________________________________________________________________ 

How many hours per week will you dedicate to your new fitness program? __________ 

Are there any possible roadblocks to successfully completing your fitness program? 

____________________________________________________________________________________

____________________________________________________________________________________

__________________________________________________________________ 

Have you ever participated in a fitness program? __________ If yes, please describe what you did: 

____________________________________________________________________________________

____________________________________________________________________________________

_________________________________________________________________ 

Thank you for taking the time to  complete th is questionnaire! 


