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PHYSICAL ACTIVITY

READINESS QUESTIONNAIRE

Name: ___________________________ Date: ________ Age: ____ 
Male/Female: _______________

If one yes, please refer:

Yes
No

___
___
 1.  Do you have a history of heart disease?

___
___
 2.  Have you experienced pain or discomfort in your heart or chest?

___
___
 3.  Do you at times feel faint or have spells of severe dizziness?

___
___
 4.  Do you have asthma, emphysema or bronchitis?

___
___
 5.  Any personal history of metabolic disease (thyroid, renal, liver)?

___
___
 6.  Do you currently have diabetes?

___
___
 7.  Have you had any of the following:  shortness of breath especially upon exertion, heart palpitations,  

                                   phlebitis, leg cramps during walking or persistent swelling around the ankles?

___
___
 8.  Do you have any bone or joint problems such as arthritis that have been aggravated or might be made

                                   worse with exercise?

___
___
 9.  Has a doctor ever diagnosed you with high blood pressure?

___
___
10.  Is your doctor currently prescribing medication (for example, water pills) for your blood pressure or                                 

                                    heart condition?

___
___
11.  Do you have any family history of cardiac or pulmonary disease prior to age 55?

___
___
12.  Are you a cigarette smoker?

___
___
13.  Has your cholesterol level been diagnosed as too high?

___
___
14.  Are you pregnant?

___
___
15.  Do you know of any other reason why you should not do physical activity?
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MEDICAL HISTORY

Last Name:_____________________________

First Name:_________________________________

Address:_______________________________

City:_____________________
Zip______________

Phone:_______________
D.O.B.:_________
Current Weight:___________      Height:__________

Please check if you have had, or presently have, any of the following:

___
Allergies






___
Diabetes

___
Arthritis or joint problems/osteoporosis



___
Epilepsy

___
Pulmonary disease/breathing difficulties



___
Hernia

___
Blackouts/fainting spells/dizziness



___
Major surgery

___
Cancer







___
Muscle pain/cramps/weakness

___
Heart attack/heart disease/chest pain/cardiac surgery

___
Orthopedic problems

___
Pacemaker/heart valve dysfunction


___
High blood pressure





Women only:
___
Stroke







___
Currently pregnant

___
Do you smoke?  If so, how long?________________


Due date:________________
___
Do you have any physical limitations that should be considered before beginning an exercise program?  If so, please explain:__________________________________________________________________

___
Do you regularly participate in physical activities?


If so, please explain:__________________________________________________________________

___
Do you use any assistive devices such as a cane or Walker?__________________________________

Please check all of the following conditions below for which you are currently taking a prescribed medication:  

Conditions / Meds:



List all other medications below:
___  
Blood pressure



Medication:



Dose / Time of Day:

___
Diabetes


___
Beta-blocker / ACE inhibitor
_____________________________________________________

___
Steroids

___
Migraine


_____________________________________________________

___
Allergies

___
Asthma



_____________________________________________________

___
Depression

___
Hormone replacement

_____________________________________________________

___
Cancer

___
Diuretic



_____________________________________________________

___
Weight loss

Have you ever lifted weights? ___Yes  ___No?

Have you ever used a treadmill? ___Yes ___No?  

Please list your goals:

1. ______________________________________________________________________________________

2. ______________________________________________________________________________________

3. ______________________________________________________________________________________
I hereby state that I have completed the above information in truth and to the best of my knowledge. 

_____________________________

_____________________________
____________

Print Name




Signature




Date


Informed Consent Agreement

  Thank you for choosing to use the facilities, services, or programs of HealthLink.  We request your understanding and cooperation in maintaining both your and our safety and health by reading and signing the following informed consent agreement.

  I, ____________________________(Please Print), declare that I intend to use some or all of the activities, facilities, programs, and services offered by HealthLink and I understand that each person, (myself included), has a different capacity for participating in such activities, facilities, programs, and services.  I am aware that all activities, services, and programs offered are educational, recreational, or self-directed in nature.  I assume full responsibility, during and after my participation, for my choices to use or apply, at my own risk, any portion of the information or instruction received.

  I understand that part of the risk involved in undertaking any activity or program is relative to my own state of fitness or health (physical, mental, or emotional) and to the awareness, care, and skill with which I conduct myself in that activity or program.  I acknowledge that my choice to participate in any activity, service, and program of HealthLink brings with it my assumption of those risk or results stemming from this choice and the fitness, health, awareness, care, and skill that I possess and use.

  I further understand that the activities, programs, and services offered by HealthLink are sometimes conducted by personnel who may not be licensed, certified, or registered instructors or professionals.  I accept the fact that the skills and competencies of some employees and/or volunteers will vary according to their training and experience and that no claim is made to offer assessment or treatment of any mental or physical disease or condition by those who are not duly licensed, certified, or registered and herein employed to provide such professional services.

  I recognize that by participating in the activities, facilities, programs, and services offered by HealthLink, I may experience potential health risks such as transient light-headedness, fainting, abnormal blood pressure, chest discomfort, leg cramps, and nausea and that I assume willfully those risks.  I acknowledge my obligation to immediately inform the nearest supervising employee of any pain, discomfort, fatigue, or any other symptoms that I may suffer during and immediately after my participation.  I understand that I may stop or delay my participation in any activity or procedure if I so desire and that I may also be requested to stop and rest by a supervising employee who observes any symptoms of distress or abnormal response.

   I understand that I may ask questions or request further explanation or information about the activities, facilities, programs, and services offered by HealthLink at any time before, during, or after my participation.

  I declare that I have read, understand, and agree to the contents of this informed consent agreement in its entirety.

PATIENT AUTHORIZATION FOR

RELEASE OF INFORMATION

Dear Doctor:

Your patient has expressed a desire to join HealthLink, a fitness center located at 288 Bitters Road.  HealthLink is a health focused fitness center owned and operated by the Baptist Health System.  

HealthLink provides wellness, health and fitness programs to the adult population, based on principles developed and recommended by health professionals like you.  The programs are intended to serve as an extension to your patient care.

Our programs are individualized to meet a person’s needs based on an initial assessment of the current health and fitness status.  A routine evaluation includes a sub-maximal aerobic assessment (treadmill or bike), body fat, flexibility, strength and endurance assessments and an overall cardiovascular risk stratification.

Based on the Physical Activity Readiness Questionnaire, your patient’s status indicates a need for your approval prior to engaging in the assessment and subsequent program.  Your patient will be unable to begin their program until we receive your approval.  Please complete and sign the attached recommendation.  Below is your patient’s signature for relevant medical document release, if applicable.  You do not need to return this form, only the “Physician Recommendations” form.

If you have any questions about our facility or programs please call (297-9900).  Thank you in advance for your quick reply.
Customer Service Representative

I, _____________________________, agree to the release of my medical records to HealthLink for the purposes of evaluation prior to exercise programming.

I understand that the only records to be released from my medical files are those that you, my physician, believe could be useful in evaluating my health condition and any information that could affect my health and exercise program at HealthLink.

(Please print the following information)

Physician’s name: ____________________________

Telephone: __________________________

Address: ________________________________________________________________________________

Applicant Signature: __________________________

Date of Birth: _________________________

Date: ______________________________________

Daytime Telephone: ___________________

PHYSICIAN CONSENT

AND RECOMMENDATIONS


RETURN TO: Customer Service  (Fax 210-297-0980)

Your patient, Mr./ Mrs./ Ms.____________________________  (phone____________________) plans to join HealthLink, a fitness center designed to provide health focused exercise programs.   Please complete the appropriate sections below and return this form to your patient or to our office via fax (210) 297-0980 as soon as possible.  If patient is cleared to exercise, an exercise program will be designed based on a sub maximal exercise test and fitness assessment (not medically supervised).  

PLEASE MARK THE APPROPRIATE BOX (ES) AND SIGN AT THE BOTTOM:

□  Patient can proceed to exercise without restrictions.

Or

□  Patient can proceed to exercise within the following guidelines:


 □ Training heart rate not to exceed ________ bpm.


 □ Blood Pressure not to exceed  ________ / _______ mm Hg.


 □ Frequency  ________ times / week for  ________ minutes of continuous exercise.


 □  Strength training limitations: ___________________________________________


 □  Other: _____________________________________________________________

Or 

□   Patient should not proceed because: _______________________________________

Or 

□   I recommend the patient contact a cardiologist and undergo GXT before beginning an exercise program.

Physician signature:
_________________________________________________


Printed Name: 
_________________________________________________


Phone:
_________________________________________________


Date: 
_________________________________________________

Please return this page only




Personal Physician Name:____________________________________________	Phone:_____________





Address:_______________________	City:__________________	Zip:________	Fax:_______________





I hereby certify that I have completed the above listed information to the best of my knowledge and in truth.





______________________________	_____________________________________	__________________


Your Signature				Print Name					Date





______________________________	_____________________________________	__________________


Witness Signature				Print Name					Date





The American College of Sports Medicine recommends a graded exercise treadmill test (GXT) prior to engaging in an exercise program for the following reasons:


2 or more cardiac risk factors


Signs or symptoms suggestive of cardiopulmonary or metabolic disease


Documented heart disease











Participant’s Signature_____________________________		Date__________________





Witness’s Signature_______________________________		Date__________________





Witness Name ___________________________________





                                         (Please print)
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