In Balance Fitness & Wellness Client Information Sheet
Name: __________________________

Address: ________________________________________________________________

Home Phone: ____________________
Work Phone:________________________

Date of Birth: ____________________
Occupation:_________________________

Contact in Case of Emergency

Name: _________________________________________________________

Phone number:______________________________________________

Relationship: ___________________________

Please mark each statement that is true:

___You are physically inactive (active less than          ___You have high blood pressure or take blood 
       30 minutes 3X per week)                                              pressure medication
___You are overweight (9kg or more, or BMI             ___You have been told you have high cholesterol    
       over 30)

                                                                                       ___Your father or brother had a heart attack or
___You presently smoke of have quit within                       heart surgery before the age of 55
       the past 6 months.                                                   ___Your mother or sister had a heart attack or 
                                                                                              heart surgery before the age of 65.

Exercise Habits

Circle one that best describes your occupational activity:
    Sedentary     Light     Moderate    Intense

Any reason why you cannot exercise regularly? ____________________________________________________________________________
____________________________________________________________________________
Have you been exercising consistently for the past 3 months?  YES   NO


If so how intense?       Light (1x/wk) 
 Moderate(2-3x/wk) 
Heavy (5-6x/week) 

What activities are you presently involved in?  (If done on specific day please indicate)
Cardio &/or Sports
Frequency/Week
Average Length

Easy/Mod/Hard

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________
Strength Training
Frequency/Week
Average Length

Easy/Mod/Hard

_______________________________________________________________________

_______________________________________________________________________

What exercises do you enjoy or have you enjoyed in the past? 
1.___________________________________________________________________________
2.___________________________________________________________________________
3__________________________________________________________________________
4.___________________________________________________________________________

5.___________________________________________________________________________

6.__________________________________________________________________________

Injuries

Do you have pain, or have you injured any of the following areas?

___Neck
___ Shoulder R/L  
___Upper Back

___Lower Back

___Elbow
___Wrist
 ___Hip R/L
   ___Knee R/L

___Ankle R/L

Please explain:____________________________________________________________________

____________________________________________________________________________
____________________________________________________________________________
List any existing medical conditions (i.e. arthritis, asthma, diabetes, heart condition, pregnancy…..)

____________________________________________________________________________

* Note all clients must fill out the PARQ (physical activity readiness questionnaire) prior to starting any training program

Exercise Schedule/ Goal Setting


                 

Exercises Schedule:

If you could design your own exercise program, what would an ideal training week look like to you?  Please be specific.  

	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY
	SATURDAY
	SUNDAY

	
	
	
	
	
	
	


Goal Setting

Please check ones that apply: 

 Lose Body Fat      Develop Muscle Tone      Rehabilitate an Injury     

  Start an Exercise Program       Design a more advanced program     

Sports Specific Training      Increase Muscle Size        Motivation 

Other______________________________

Please list in order of priority, the fitness goals you would like to achieve in the next 3-12 months?

1)_______________________________________________________________

2)_______________________________________________________________


3)_______________________________________________________________

Commitment

How committed are you to achieving your fitness goals?  Very     Semi    Not very

What do you think the most important thing your Personal Trainer can do to help you achieve your fitness goals?

_______________________________________________________________

_______________________________________________________________

Obstacles

Outline what you feel are the obstacles or your potential actions, behaviors or activities that could impede your progress towards accomplishing your goals (i.e. not training consistently, upcoming vacation, busy season at work, not following the program, allowing other responsibilities to become a priority over exercise etc.).

_______________________________________________________________

_______________________________________________________________
