G2 KINETICS 
Health History

Name ________________________
Date ____________

Age __________________________
Sex
M ___   F  ___

Physician’s Name ___________________________________

Physician’s Phone Number ____________________________

Person to contact in case of Emergency __________________

Name ___________________________ Phone ____________

Are you taking any medication or drugs?  

If so, please list the medication, dose and reason. _____________________________________________________________

Does your physician know you are participating in this exercise program?

Describe any physical activity you do somewhat regularly.

Some people require consulting with their physician prior to exercising.  To help us determine if you need to consult your physician prior to exercising with G2 Kinetics, please read the following questions carefully and answer each honestly.  This information is kept confidential with G2 Kinetics.

Please check yes or no.

Do you now, or have you had in the past:

Yes

No

1. History of heart problems, chest pain, or stroke
__

__

2. Increased Blood Pressure




__

__

3. Any chronic illness or condition



__

__

4. Difficulty with physical exercise



__

__

5. Advice from physician not to exercise


__

__

6. Recent Surgery (last 12 months)



__

__

7. Pregnancy) now or within last 3 months)

__

__

8. History of breathing or lung problems


__

__

9. Muscle joint, or back disorder or any previous 

    injury still affecting you




__

__

10. Diabetes or thyroid condition



__

__

11. Cigarette smoking habit




__

__

12. Obesity (more than 20% over ideal body weight)
__

__

13. Increased blood cholesterol



__

__

14. History of heart problems in immediate family 
__

__

15. Hernia, or any condition that may be 

      aggravated by lifting weights



__

__

Please explain any “yes” answers on the back.

16. Are you taking any dietary supplements? Please List

17. What are your fitness goals?

a) Lose weight



e) Improve flexibility

b) Gain muscle mass

f) Stress Management

c) Improve endurance

g) Other ______________________

d) Increase strength

18. What are your health goals?

a) Decrease blood pressure
e) Control Cholesterol

b) Stop smoking


f) Train for a specific sport

c) Improve work productivity
g) Reduce back pain

d) Feel better about myself
h) Other ______________________

I recognize that by participating in the activities, facilities, programs, and services offered by G2 Kinetics, I may experience potential health risks such as transient light headedness, fainting, abnormal blood pressure, chest discomfort, leg cramps, and nausea and that I assume willfully those risks.  I acknowledge my obligation to immediately inform the nearest supervising employee of any pain, discomfort, fatigue, or any other symptoms that I may suffer during and immediately after my participation.  I understand that I may stop or delay my participation in any activity or procedure if I so desire and that I may also be requested to stop and rest by a supervising employee who observes any symptoms of distress or abnormal response.

I understand that I may ask any questions or request further explanation or information about the activities, facilities, programs, and services offered by G2 Kinetics at any time before, during or after my participation.

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

Print Name _________________   

Date ________________________

Signature __________________

Comments:

_____________________________________________________________

__________________________________________________________________________________________________________________________

