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Medical Questionnaire


Personal Information
Name: 




  M  /  F    Age: 

D.O.B.: 


Doctor: 


Phone: 


Last Medical Exam: 

Medical History
1. Do you have any known cardiovascular problems, e.g. high/low blood pressure, high cholesterol,  previous heart attack / stroke, abnormal ECG, atherosclerosis, angina?        
     




  

If so, what? 



Blood Pressure: 

/ 
0. Do you suffer from Asthma, Bronchitis or any other breathing difficulties?                           
             

If so, what?  
0. Do you have any joint or orthopaedic problems, e.g. arthritis, back, knees?                         
             

If so, what? 
0. Have you had any form of major surgery? 
If so, what? 
0. Do you suffer from Epilepsy, Seizures or Dizziness? 
If so, what? 
0. Do you have any infectious diseases or viruses, e.g. HIV, Hepatitis? 

      
        
             
If so, what? 
0. Are you or have you been pregnant within the last 3 months?    





0. Do you have Diabetes? 









0. Do you suffer from any allergies? 

If so, what? 
0. Have you suffered from Glandular Fever or Chronic Fatigue Syndrome? 



0. Do you have Osteoporosis? 









0. Do you have any injuries at present, e.g. Neck, Shoulder, Back, Knee, Ankle, Muscular?   
       
      
If so, what? 
0. Have you had any major injuries in the past? 

If so, what? 
0. Are you on any prescribed medication?






                   
If so, what? 




Purpose? 
Are there any contraindications with your medication? 

If so, what? 
0. Do you have any medical conditions that affect your balance? 

If so, what? 
0. Are there any other conditions that may limit your activity? 

If so, what? 
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