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CLIENT ASSESSMENT PACKAGE
Please complete this package and return to your Trainer at your initial consultation.

All information received within this package will be treated as strictly confidential.

Full Name:__________________________________________________________
Date of Birth:  _______/_______/_______

  

M                D

Y
Address: ____________________________________________________________

___________________________________________________________________

City



Province


Postal Code

________________________________________________________________________

Home Phone


Work Phone


Email Address

Occupation: ________________________

Fitness History

1.
Do you consider yourself to be active?
YES

NO

2.
How often do you exercise

0 1 2 3 4 5 6 7 days a week

3.
What exercise(s) do you enjoy?
__ Walking

__ Jogging

__ Running

__ Swimming

__ Tennis

__ Squash

__ Group Exercise
__ Stairmaster

__ Weight Training
__ Cycling

__ Indoor Cycling

Other ____________________________________________________________

4.
Any reason why you can’t exercise regularly?  _______________________

Lifestyle

5.  
Rate your stress on a daily basis:

Low

Moderate
High

6.
List your three biggest sources of stress:


a)________________________


b)________________________


c)________________________

7.  
How much sleep do you average each night _____  hours

8.  
Do you smoke?  YES

NO

9.
Alcohol Consumption 
None
Mild 
Moderate
Frequent

10.
Were you overweight as a child?

Nutritional Habits

11.
Weight NOW _____ lbs.
Ideal Weight _____ lbs.
Height ________
12.
How would you rate your eating habits?
Poor
OK
Good
Very Good

13.
When you crave foods do you crave mainly salt or sugar?
14.
Is weight loss one of your primary exercise goals?
YES

NO

15.
How many times a day do you usually eat?

16.
How many times a week do you dine out?

17.
Do you eat breakfast?   
YES

NO

18.
How much water do you consume on a daily basis?  _________ (8 oz. glasses)

19.
Do you do your own cooking?
Health History

20.
Are you currently taking any medications?

YES

NO

If you circled YES, please list the medication and for what condition:

Medication ______________________ Condition ___________________________

Medication ______________________ Condition ___________________________

21.
Does this medication affect your ability to exercise or hinder your fitness goals?

___________________________________________________________

___________________________________________________________

PAR-Q & YOU

22.
Has your doctor ever said that you have a heart condition and that you should only do physical activity recommended by a doctor?

YES

NO
23.
Do you feel pain in your chest when you do physical activity?
YES
NO

24.
In the past month, have you had chest pain when you were not doing physical activity?
YES
NO

25.
Do you lose your balance because of dizziness or do you ever lose consciousness?


YES
NO

26.
Do you have a bone or joint problem (for example, back, knee or hip) that could be made worse by a change in your physical activity?
YES
NO

27.
Is your doctor currently prescribing drugs (for example, water pills) for your blood pressure or heart condition?
YES
NO

28.
Do you know of any other reason why you should not do physical activity?

YES
NO

__________________________________________________

Exercise With Your Trainer

29.
Realistically, how often a week would you like to exercise? _______x/week

30.
What are the best days of the week for you to commit to your exercise program?
M

T

W

T

F

31.
How can your trainer help you?  Check all that apply
__  Lose Body Fat

__  Have more energy

 __   Improve eating habits

__  Exercise more

__  Strengthen my heart
 __   Drink more water

__  Reduce stress

__   Increase muscle tone
__    Increase flexibility

__  Tone up


__  Avoid back pain

__    Sleep better

__ Improve sex life

__  Motivation


__  Sport specific
Other: ________________________________

32.
Take a minute to think about your fitness goals, in order of priority that you would like to achieve.  Be specific and set a time frame!

a) ____________________________________________________

b) ____________________________________________________

c) ____________________________________________________
33.
How committed are you to achieving your fitness goals?  __________

34.
What do you think the most important thing your Personal Trainer can do to help you achieve your goals?  _________________________________________


_____________________________________________________________


_____________________________________________________________
I UNDERSTAND AND ACKOWLEDGE THAT participation in physical activity may involve increase risk of personal injury. I understand and am aware that strength, flexibility and aerobic exercise, including the use of equipment, is a potentially hazardous activity. I also understand and accept that fitness activities involve risk of injury, and that I am voluntarily participating in these activities, and using equipment with knowledge of the dangers involved. I hereby agree to expressly assume and accept any and all risks of injury.     

________
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Fitness on Delivery Inc.

Providing In Home Personal Training and Nutritional Management

Phone:  (780) 902-3493


EMAIL:  danielle@fitnessondelivery.com
     WEB:  www.fitnessondelivery.com
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