Fitness Worx
2835 N. Nebraska Ave.
York, Nebraska 68467

Member Health History Questionnaire
Name________________________________ Birth Date____________ Age____________
Height__________ Weight__________ Gender-M____F____ Doctor__________________
Please read the following questions carefully and answer each one honestly. All information will be
kept confidential. Please check YES or NO:
YES NO

















































Do you have a heart condition? (If yes, please check all that apply)
____Heart Attack
____Pacemaker/Defibrillator
____Heart Surgery
____Heart Failure
____Cardiac Cath/Angioplasty
____Other Heart condition_________
Have you ever experienced a stroke?
Do you experience chest discomfort or unreasonable breathlessness with
exertion?
Do you experience dizziness, fainting, or blackouts?
Do you have a burning or cramping sensation in your lower legs when walking?
Do you have asthma or other lung disease? If yes, please list_______________
Do you have a bone, muscular or joint problem that limits your physical activity?
If yes, please list___________________________________________________
Do you have high blood pressure?
Do you have high blood cholesterol?
Do you have diabetes?
Do you have a seizure disorder?
Are you pregnant?
Do you currently smoke or quit smoking in the last 6 months?
Has anyone in your immediate family (parents/brothers/sisters) had a heart
attack, stroke, or cardiovascular disease before age 55?
Do you have any other health condition that may affect your exercise program? If
yes, please list_____________________________________
Are you currently taking any medication? Please list names and purpose
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
Are you currently exercising on a regular basis? If so, what are your activities?
_____________________________________________________________
_____________________________________________________________

I have read, understood, and completed this questionnaire. Any questions that I had were answered to
my full satisfaction.
Signature___________________________________

Date______________________

Parent/Guardian Signature if under the age of 19 years

___________________________________________

Date______________________

Tanning

I am not aware of any medical condition or other reason that would prohibit me from tanning. I agree
that I will comply with all instructions on the tanning system, protect my vision by using protective
eyewear and that I am using these services at my own risk. I hereby release York Physical
Therapy/Fitness Worx from any damages that I might incur due to the use of this tanning facility.
Name____________________________________________

Date_______________________

Signature_________________________________________
Parent/Guardian Signature if under the age of 19 years
_________________________________________________

Date_______________________

