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NATURALLY FIT AND LEAN



    Medical History Form
	1. Are you allergic to any medication (aspirin, penicillin, sulfa, etc.)?
	YES      NO

	    If Yes, please list:
	

	
	

	2. Do you take any prescribed or over the counter medications?
	YES      NO

	    If Yes, please list:
	

	
	

	3. Do you have seizures (epilepsy)?
	YES      NO

	
	

	4. Do you have Adult or Juvenile Diabetes?
	YES      NO

	 If Yes, please list medications:
	

	
	

	5. Are you anemic (low blood count)?
	YES      NO

	
	

	6. Do you have High Blood Pressure (hypertension)?
	YES      NO

	
	

	7. Do you or have you ever had the following diseases?
	

	              Heart Disease: 
	YES      NO

	Lung Disease:
	YES      NO

	Kidney Disease:
	YES      NO

	Liver Disease:
	YES      NO

	Other:
	
	
	YES      NO

	
	

	8. Do you have asthma?
	YES      NO

	If Yes, please list medications:
	

	
	

	9. Have you ever suffered from a severe neck injury?
	YES      NO

	    If Yes, please describe:
	

	
	

	
	

	10. Do you wear glasses or contact lenses?
	YES      NO

	     Please specify:
	

	
	

	11. Have you ever suffered from broken bones/fractures in the past two years?
	YES      NO

	     If Yes, please describe:
	

	
	

	12. Are you, or have you been, under the guidance/advice of a psychologist?
	YES      NO

	Medical History Form Continued

	

	13. Have you ever been knocked unconscious?
	YES      NO

	    If Yes, please describe:
	

	
	

	14. Have you ever suffered from a back injury?
	YES      NO

	    If Yes, please describe:
	

	
	

	15. Do you suffer from back pain?
	Never
	Seldom
	Occasionally
	Frequently with vigorous exercise or heavy lifting

	
	

	16. Have you experienced any pain in your knees in the past two years?
	YES      NO

	 If Yes, has the knee pain disabled you for longer than a week?
	YES      NO

	    If Yes, please describe:
	
	

	
	

	17. Do you have other physical conditions which cause pain?
	YES      NO

	    If Yes, please describe:
	
	

	
	

	18. Please list in detail any surgical procedures:
	
	

	
	

	
	

	
	

	19. What are you goals for this program?
	

	
	

	20. Have you had your body fat tested?
	YES      NO

	If so, what is the %?
	
	

	
	

	21. Are you training for a specific event?
	YES      NO

	If Yes, please explain:
	

	
	

	Notice: It is suggested that you seek your doctor’s advice before beginning any health/fitness/nutrition program.

	My Signature notates that the information above is true to the best of my knowledge:

	
	

	                                                                 /
	

	Signature / Printed Name
	Date
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