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Personal Fitness Training Questionnaire

CLIENT INFORMATION:
Name:

Address:

Phone: (h) (w) email

Gender:M O F O— Age:

Occupation:

Physician (name): Phone:

MEMBER TYPE:

STUDENT O CAMPUS REC MEMBER O NON-MEMBER O

BEST TIME TO CALL TO BOOK APPT PREFERRED APPT. TIME

PREFERRED TRAINER (name)

PERSONAL TRAINING PACKAGES:
Please indicate which package you are purchasing:

@ Fitness Appraisal O Posture Assessment @) Nutrition Consult

O Basic O Premium-(check one) O Comprehensive-(check two)
(I A - Fitness Appraisal O A - Fitness Appraisal
[0 B — Posture Assessment [0 B - Posture Assessment
O C — Nutrition Consultation O € — Nutrition Consultation

Hour Package (please indicate duration)
1hr O 3hr O 5hr O 10hr O 20nr O

Youth Training O PARE or PET Training O A-PREP O
Other:

As we are a teaching facility, we often have students who need to complete practicum hours with clients. Would
you agree to have a practicum student present during your appointment(s)? oYy ON

Would you prefer your Trainer to be: Omale Ofemale Ono preference

Would you prefer your appointment(s) be conducted in:

Fitness Centre O Private Training Studio O no preference O

How did you hear about our programs?
O guide at newsstands O U of C website O physician referral
O friend referral O Yellow Pages O other
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Office Use Onl

Date registered: Registered by:

Method of registration: O phone/fax On person O email

MEDICAL HISTORY:

Date of last medical exam:

Date of last fithess assessment;

How would you describe your current state of health? 1 (very unhealthy) to 5 (very healthy)
10 20 30 40
Please outline past injuries or surgeries.

Nature of injury/surgery:

When did this occur?

Do you currently experience any physical limitations? Y O NO
If yes, please detail:

Please outline any other circumstance that may limit your participation in a physical activity program:

Are you currently on special diet for weight loss/weight gain? Y O NO
If yes, please detail:

CURRENT ACTIVITIES:
How many days a week are you active? (=increased heart rate for > 10 minutes)

10 20 30 40 50 60

Average duration of activity? 15 mins @) 30minsO 60mins O

Do you participate in any of the following activities? If yes, please indicate.
OWalking O X-C Skiing O Road Cycling O Running
ODownhill Skiing O Mountain Biking O Racquet Sports O Hiking
OFitness Classes O Skating O Strength Training O Dancing
O Swimming O Other (please specify)

70

Describe your current activities:

GOALS AND OBJECTIVES:
Please outline the goals and objectives you have for your personal training sessions:
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