DEPARTMENT OF KINESIOLOGY

Health and Fitness Questionnaire

Weight Training (0019-002)

 

Name _______________________________  Semester/Year ______________________

1.    Blood Pressure: Systolic __________ Diastolic___________

2.    Resting Heart Rate: ________

3.    Percent Body Fat: ________

4.    Personal/Family Medical History:

Please indicate if you or any member your immediate family, including grandparents, have experienced any of the following real or suspected medical conditions.

                                            
Self      Family

Age of Onset

a) Heart disease


[]
[]

____    

b) Stroke



[]
[]

____   

c) Asthma/Emphysema

[]
[]

____   

d) High blood pressure

[]
[]

____   

e) Diabetes


[]
[]

____   

f) Hypoglycemia


[]
[]

____   

g) Arthritis



[]
[]

____   

 

5. Are you currently, or have you experienced a back, bone, joint, or muscle problem. If so, please describe.

____________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________

6. Current Habits:

a. Smoking      Yes____ No ____ How much _________ How long __________

b. Alcohol       Yes____ No ____ Per day ____________ How long __________

c. Caffeine       Yes____ No ____ Per day ____________ How long __________

d. Are you under what you perceive to be an excessive amount of stress Yes ____ No ____

e) Exercise? Sports Activities

            1) Do you exercise three times a week for thirty minutes each time? Yes ____ No____

            2) What activities? ______________________________________________________

            3) Frequency __________________________________________________________

4) Intensity ___________________________________________________________

            5) Duration ___________________________________________________________

            6) Special sports interests ________________________________________________

            f) Diet

                        1) Are you on a special diet? Yes ____ No ____

                        2) Would you like some assistance in this area?
 

