Health History Questionnaire

PLEASE TAKE A MOMENT TO COMPLETELY FILL OUT THIS FORM—Thank you! 

Name:  ___________________________
Age:  _________________
Date of Birth:  _________________  

Occupation:  _______________________


(CIRCLE ONE)
How physically demanding is your job?  Light / Moderate / Heavy
Have you ever done Pilates?  Yes   No



Were you or are you currently a Patient or Client of ATP? 

How would you describe you present fitness level:  Excellent / Fair /  Poor

List your present athletic/recreational activities:  _________________________________________________

List 2 main goals:  1. _________________________________
2. _________________________________

Has your doctor, at any time, restricted you from exercise?  Y / N 

Describe:  ____________________  
Do you have or have you ever had:

	
	YES
	NO
	Specify:

	Heart Trouble/Chest pain/Palpitation
	
	
	

	Shortness of breath
	
	
	

	Chronic coughing/Wheezing
	
	
	

	Joint pain and or swelling
	
	
	

	Back pain/Disc problems
	
	
	

	Neck pain/Disc problems
	
	
	

	Muscle pain/strains
	
	
	

	Cold or tingling in extremities
	
	
	

	Difficulty walking/running/sitting/lying
	
	
	

	Frequent headaches
	
	
	

	Dizziness
	
	
	

	Convulsions/seizures
	
	
	

	Paralysis
	
	
	

	Memory loss/confusion
	
	
	

	Psychiatric disorders
	
	
	

	Women only—Currently Pregnant?
	
	
	Due Date:  _________________________

	Other not listed
	
	
	









