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	Staff Use Only:


	
	
	

	PA:  ( Received    ( Pending    ( Not Applicable


	Member Type:
	

	Services:
	
	
	

	
	
	
	


	( Mr.   ( Mrs.   ( Ms.   ( Dr.
	Date
	

	First
	
	Initial
	
	Last
	

	Address
	

	City                                                                 
	
	State
	
	Zip
	

	Phone (home)
	
	(work or cell)
	

	Date of Birth
	
	
	Age
	
	
	      Gender:   ( Male      ( Female

	E-mail
	
	

	Physician Information

	Dr.’s Name
	
	Phone
	

	Address
	
	Fax
	

	Emergency Contact
	
	Relationship
	

	Phone (day)
	
	(evening)
	


	Physical Activity

	Current level of cardiovascular activity per week:
	How long have you been exercising regularly?

	( 0 – 30 minutes

( 30 – 60 minutes

( 60 – 90 minutes

( 90 – 120 minutes
	( 2 – 3 hours

( 3 – 4 hours

( 4 – 5 hours

( > 5 hours
	(  Not currently active

( < 1 month

( 1 – 3 months


	( 3 – 6 months

( 6 – 12 months

( > 12 months




Health & Fitness Goals: Please mark top FIVE goals. 

	General Health
	Fitness
	Functional

	( Reduce my risk of disease

( Reduce stress

( Lower blood pressure

( Lower cholesterol

( Manage weight

( Other: ___________________
	( Increase aerobic capacity

( Increase muscular strength

( Improve flexibility

( Improve body composition

( Sport specific training

Specify sport: _________________
	( Improve balance

( Improve posture

( Reduce back pain

( Reduce arthritis pain

( Strengthen core (abs/back)

( Other: ____________________


	Please indicate your availability by circling days of week and checking times:



	
	Monday


	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday
	

	(  Early morning (5:15 – 8:00 am)
	(  Mid-morning (8:00 – 11:00 am)
	(  Early afternoon (11am – 2 pm)

	(  Late afternoon (2:00 – 5:00 pm)
	(  Evening (5:00 – 8:00 pm)
	(  Late evening (8:00 – 10:00 pm)


	Staff Use Only:
​​​​​​​​​​​​​​​Fitness Assessment:

                        Date:________________

                        Time:________________

                        Trainer:_______________



Lake Forest: 1200 N. Westmoreland Road, Lake Forest, IL 60045, Phone: 847-535-7000

Lindenhurst: 3098 Falling Waters Boulevard, Lindenhurst, IL 60046, Phone: 847-535-7500

Please check all true statements about you that apply.

	Cardiovascular History

( heart attack

( stroke

( heart surgery

( cardiac catherization (angiogram)

( coronary angioplasty (PTCA)

( pacemaker and/or implantable cardiac defibrillator

( heart rhythm disturbance

( heart valve disease / dysfunction

( heart failure

( heart transplantation

( congenital heart disease

( peripheral vascular disease (PAD)

( take heart medications

Symptoms

( experience chest discomfort or angina with exertion

( experience unexplained breathlessness

( experience dizziness, fainting or blackouts

( burning or cramping sensation in lower legs when

    walking short distances

( lose your balance because of dizziness or

( lose consciousness

Health Issues

( currently pregnant or less than six weeks post-partum

( diabetic

( take medication to control your blood sugar

( epilepsy or seizures

( emphysema

( COPD

( Asthma

( None of the above

	Cardiovascular risk factors

( male older than 45 years

( female older than 55 years, have had a hysterectomy

    or are postmenopausal
( smoker or quit smoking less than 6 months ago
( exercise less than 3 days a week, less than

    30 minutes a session

( currently 20 pounds over your ideal weight

( blood pressure is > 140/90 mm Hg

( take blood pressure medication

( do not know your blood pressure

( blood cholesterol level is > 200 mg/dl

( take medication to lower your cholesterol

( do not know your cholesterol level

( Family history of heart attack, heart surgery or stroke  ie: father/brother had heart attack or surgery before age 55, mother/sister had a heart attack or heart surgery before age 65, family member (parent, brother or sister) had a stroke before age 50

( None of the above



	
	Health Issues

( bronchitis, pneumonia, etc.

( abnormal chest x-ray

( musculoskeletal problems limiting your physical activity

( joint replacement   ( hip   ( knee
( cancer, diagnosed ( 12 mos: ( yes   ( no

( surgery ( 12 mos:
( arthritis

( fibromyalgia

( migraine / recurrent headaches

( osteoporosis

( insomnia

( urinary incontinence
( None of the above

	Stress: Amount of stress you experience on a daily basis.

            ( No stress, easy going

            ( Occasional stress

            ( Frequent moderate stress

            ( Constant high stress
	

	Do you drink alcoholic beverages?      (yes      ( no
	Allergies: Please list.

	If yes, please specify:
	( 0 – 2 drinks/week

( 3 – 14 drinks/week

( > 14 drinks/week
	

	Medications: Please list any medications you are currently taking and the reason.




I understand that a physician clearance may be required prior to starting my exercise program.  I certify that all of the information I have provided on this form is true and accurate.  I will notify the Health & Fitness Center of any changes in my health status.

	Member Signature


	
	Date

	Staff Use Only:
Exercise Physiologist Comments:
	

	

	

	
	

	


