Fitness Analysis
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Name ________________________________________________ Date__________________ Age:_________

Date of Birth:____/_____/_____ Home Phone#:__________________
Alt Phone#:__________________

Street Address: ___________________________________City: __________________ Postal Code:_____________

Email Address:____________________________________________________

Physician:  ____________________________________________ Physician’s Phone________________________

FITNESS BACKGROUND – HISTORY

Are you presently exercising? YES or NO    

IF YES: Type of exercise: ____________________Frequency__________ Duration: _________  Since_________

IF NO: How long have you been thinking of starting an exercise programme? ___________________

What recreational activities do you participate in? _____________________________________________________

Are you happy with your present physical state? YES or NO  When were you most satisfied physically? __________

What is your current weight? ___________What is your desired weight? ___________

What do you like/dislike about your physique? ______________________ 

LIFESTYLE HABITS – BEHAVIOR

Occupation? __________________________________ Company: _____________________________________

Description of work performed?_________________________________________________________________

Hours worked in one week? ______________Number of days worked in one week? _______________________

Do you smoke? YES or NO 
 Have you ever smoked? YES or NO  
If yes for how long? ___________

Do you drink alcohol? YES or NO
How many drinks per week? ______________________________________

Do you drink coffee?  YES or NO
How many cups per day? ________________________________________

Sleep pattern?

Good

Average
Poor 

How many hours per night? _______________

Energy Levels:
Morning
High

Medium
Low

(Please circle)
Afternoon
High

Medium
Low




Night

High

Medium
Low

Do you have background knowledge of: (please circle)


Nutrition
Aerobics
Bodybuilding

Resistance Training

Competitive Running

NUTRITIONAL BACKGROUND

On a scale of 1- 10, how would you rate your Nutrition (1= poor, 10=excellent): _________________________

How many of the following meals and what foods do you daily eat?

Breakfast

YES or NO _________________________________________________________________

Mid morning snack
YES or NO _________________________________________________________________

Lunch


YES or NO _________________________________________________________________

Mid afternoon snack
YES or NO _________________________________________________________________

Dinner


YES or NO _________________________________________________________________

Evening snack

YES or NO _________________________________________________________________

Late night snack
YES or NO _________________________________________________________________

Other


YES or NO _________________________________________________________________

List your favorite foods__________________________________________________________________________

MEDICAL BACKGROUND

Do any of the following relate to you? (Please circle)

Arthritis
Dizziness
Neck or back pain
High/low blood pressure
Heart trouble

Hernia

Diabetes
Asthma


Water retention
 

Shortness of breath

Anemia

Rheumatism
Heart or chest pain
Epilepsy


Emphysema

Bone or joint problems ______________________
Recent surgery_______________________________


previous injuries____________________________
Are you accustomed to vigorous exercise? YES or NO 

When you exercise or engage in strenuous activity do you experience any of these symptoms? (Please circle)

Leg cramps
Dizziness
Pain in Neck
Pain in Upper Back
Swelling of joints
Loss of consciousness

Headaches
Pain in jaw
Pain in chest
Coughing

Pain in shoulders

Are you presently taking any medication or supplements? YES or NO. If yes what types?___________________

Is there a physical reason not mentioned why you should not follow a program? YES or NO

YES please specify: ______________________________________________________________________________________

GOALS 

What are the areas you wish to work on improve? (Please circle)

Weight loss
Aerobic capacity

Muscle toning

Bodybuilding

Intensity Training

Nutritional 
Stress management

Rehabilitation

Other_______________________________

Please list in order of priority 3 fitness – based goals you would like to achieve:

1) _______________________________________________________________________________

2) _______________________________________________________________________________

3) _______________________________________________________________________________

Is there any appropriate deadline for these goals and if yes when? _____________________________

On a scale of 1 to 10 how important is achieving these goals to you (1 = low, 10 = extremely important)? ___________

