Medical History

1. Are you allergic to any medication (aspirin, penicillin, sulfa, latex etc)?  If so, please list: ______________________________________________________________________________________________________________________________________________________________________________________________________

2. Do you take any prescribed medication on a permanent or regular basis? ____________________________________________________________________________________________________________________________________

3.  What is your birth date?_______________________________________________

4.  Do you have epilepsy or a seizure disorder?_______________________________

5.  Do you have diabetes (adult or juvenile)? ________________________________

6. Have you ever been found to be anemic? (low blood count) _________________

7.  Do you have heart, lung, kidney, or liver disease?__________________________
8. Do you have asthma? ________________________________________________

9. Do you have hypertension or hypotension (high or low blood pressure) ________

10. Have you ever had a severe neck injury? _________________________________

11. Have you ever been knocked unconscious? _______________________________

12. Do you wear glasses or contact lenses? __________________________________

13. Have you had a broken bone or fracture in the past 2 years?  If so, please describe ____________________________________________________________________________________________________________________________________

14. Do you currently have back pain: never – seldom – occasionally? (please circle)

15. Have you ever injured your back? ______________________________________

16. Have you had knee pain in the past 2 years that has disabled you for longer than a week? ____________________________________________________________

17. Do you have any other physical conditions which cause pain? If so, please describe __________________________________________________________
18.  Please list any surgeries you have had: ____________________________________________________________________________________________________________________________________

19. On a scale of 1 – 10, rate your current fitness level (1 being the lowest; 10 the highest fitness level). ____________________________________________________________

20. Are you training for specific event? _________  If yes, please describe_____________________________________________________________________________________________________________________________

21. Have you done personal training or any other classes with Michelle DiMidio, CPT before?  If so, how __________________________________________________________________

PLEASE NOTE:  It is wise to seek your doctor’s advice before beginning any health/fitness/nutrition program.

Signature ______________________________________________________________

Printed Name ___________________________________________________________

Date ___________________________________

