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FITNESS EVALUATION PROFILE

Part 1: GENERAL INFORMATION

Name:_______________________________Age:______________________________

Address:______________________________________State:__________Zip:________

Phone:_________________________E-Mail:___________________________________

Blood Type:_____________________Birthday:__________________________________

Current Weight: ______________How long have you been at this weight?_____________

Part 2: WORKOUT HISTORY

1. Describe your current workout program. Include strength training as well as cardio exercise.

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Overall, do you like to exercise? ___Yes or ___No

3. If you answered No to Question #2, please describe why not. ________________________________________________________________________________________________________________________________________________

4. If you could design the “ideal” workout program for yourself, what would it be?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 


Part 3: BRIEF MEDICAL HISTORY

1. Please list and describe any major illnesses, injuries or surgeries that you have had that impact your ability to exercise: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Do you have a history of dieting? ___Yes ___No  If yes, please describe:_____________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. Do have constant muscle pain? ___Yes ___No   If yes, please explain: ___________________

______________________________________________________________________________

______________________________________________________________________________

4. Do you have joint pain? ___Yes ___No   If yes, please describe to what extent and where.

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. On a scale of 1-10 with one being the lowest, please rate your overall level of energy. 

______________________________________________________________________________

6. Do you consider yourself under LOW, MEDIUM or HIGH stress?  Please explain __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7. When was your last complete physical examination? _____________________________

8. Have you had blood work drawn within the last 3-6 months? ___Yes ___No  If yes, please attach  a copy of your blood work to this form. 

9. Have you ever been diagnosed with or suspected that you had an eating disorder?

___Yes ___No  If yes, please explain______________________________________

________________________________________________________________________________________________________________________________________________

10. Do you consider yourself overweight? ___Yes ___No  Underweight? ___Yes ___No

11. How much water do you drink most days? ____________________________________

What kind of water do you drink?____________________________________________

12. Do you smoke? ___Yes ___No  If yes, how much and for how long?_____________

__________________________________________________________________________


13. Do you currently take any vitamins/food supplements? ___Yes ___No  If yes, please list the type and brand that you consistently take. You can attach that information as well if it’s easier. 

_______________________________   __________________________________

_______________________________   __________________________________

_______________________________   __________________________________

_______________________________   ___________________________________

_______________________________   ___________________________________

_______________________________   ___________________________________

14. Is there anything else you think I should know before developing an exercise program for you? _______________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

PLEASE submit completed form to Lifestyle Fitness & Nutrition. 

Fax: 540-891-4050

Email: dphetrick@verizon.net
Mailing Address: 3708 Fairways Court
      Fredericksburg, VA 22408
