
 

New Client Intake Form  

Date: __________ 

Personal Information: 

Name: (last)________________(first)________________ 

Address: (street)_________________________________ 

(city)________________(state)___________(zip)_______ 

Phone: ________________________________________ 

Email address: __________________________________ 

Gender: Male_______________ Female______________ 

Emergency Contact Information: 

Contact person: _________________________________ 

Contact’s phone: ________________________________ 

Physician’s name: ________________________________ 

Physician’s phone: _______________________________ 

Physician’s address: _______________________________ 
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Physical Activity Readiness:  

1. Do you currently participate in any structured physical 
activity? Yes____ No ____ 

If  yes, please describe: 

_____Cardiorespiratory activity, minutes per week________ 

_____Strength training sessions, minutes per week________ 

_____Flexibility training sessions, minutes per week_______ 

_____Sports/ recreational activities, minutes per week_____ 

List sports or activities you participate in: 
________________________________________________ 

2. Do you engage in any other forms of  regular physical 
activity? 

________________________________________________ 

3. Have you ever experienced any injuries that may limit your 
physical activity? __________________________________ 

4. Do you have any physical activity restrictions? 
________________________________________________ 

5. What are your honest feelings about exercise? 
________________________________________________ 

6. What are some of  your favorite physical activities? 

(Please circle all that apply.) 
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• Stretching 

• Weights for arms 

• Weights for legs 

• Cycling on an incline bike 

• Cycling on an upright bike 

• Running on the treadmill 

• Running outside 

• Stairmaster  

• Rower 

• Elliptical  

• Core work 

7. What are your fitness goals? (Please circle all that apply.) 

• Shred fat and lose weight 

• Gain strength and build muscle 

• Improve endurance by increasing cardiovascular health 

• Enhance flexibility through stretching and strengthening 

8. In general, how would you describe your lifestyle? Ex. Do 
you sit at a desk all day or are you up and around a lot?  

________________________________________________ 
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9. On a scale of  1 to 10 how ready are you to adopt an exercise 
routine? (1 = very unlikely, 10 = very likely) _____________ 

Health History: 

Yes____ No____ 1. Have you ever been informed by your 
physician that you have heart disease? 

Yes____ No____ 2. Have you ever experienced chest pain during 
physical activity?  

Yes____ No____ 3. In the last month, have you experienced non-
exertional chest pain? 

Yes____ No____ 4. Are you currently taking medication for blood 
pressure? If  yes, what is the frequency and dosage? ___________ 

Yes____ No____ 5. Are you currently taking medication for heart 
disease? If  yes, what is the frequency and dosage? _____________ 

Yes____ No____6. Have you ever been treated by a physician for 
an eating disorder? If  yes, please describe. ___________________ 

Yes____ No____ 7. Have you ever lost your balance due to light 
headedness or dizziness? If  yes, please describe. ______________ 

Yes____ No____ 8. Do you know of  any other medically related 
issue which may preclude you from engaging in physical activity? 
If  yes, please describe. 
____________________________________________________ 

Please list medications (include those prescribed and those that are 
over the counter) you are currently taking, frequency and dosage: 
___________________________________________________ 
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Please list supplements you are currently taking, frequency and 
dosage: _____________________________________________ 

Please circle all that apply to your current and past medical 
conditions: 

Allergies (food or environmental) 

Anemia 

Anxiety 

Asthma (chronic or exercise induced) 

Blackouts/ fainting/ dizziness 

Bleeding (chronic or recent) 

Cancer 

Celiac disease 

Chest pain 

Chronic sinus condition 

Coronary bypass or cardiac surgery 

Crohn’s disease 

Depression  

Diabetes- Type 1 or Type 2 

Diarrhea 

Disc problems- cervical, thoracic, or lumbar  
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Emphysema 

Epilepsy/ seizers/ convulsions 

Gastroesophageal reflux disease (GERD)  

Heart attack/ heart disease 

Heart murmur/ heart valve disease 

Heart palpitations/ extra or skipped beats 

Hernia 

High blood pressure 

Hypoglycemia 

Hypo/ hyperthyroidism 

Intestinal problems 

Insomnia 

Irritable bowel syndrome 

Kidney or urinary track disease 

Major surgeries/ hospitalizations 

Menopausal symptoms 

Neurological issues (e.g., Parkinson’s disease)  

Orthopedic problems/ joint replacement 

Osteoarthritis 

Osteopenia- a loss of  bone mineral density that weakens bones 

Osteoporosis- a more serious form of  osteopenia 

 6



Pacemaker  

Paralysis 

Premenstrual syndrome (PMS) 

Leg cramps or peripheral vascular disease 

Phlebitis- inflammation of  a vein due to a blood clot 

Pregnant  

Polycystic ovary syndrome (PCOS)- hormonal imbalance causing 
the formation of  small cysts that contain immature eggs 

Respiratory problems 

Rheumatoid arthritis 

Skin problems 

Stroke 

Ulcer 

* Important: Be aware that based on the results of  your health 
history questionnaire, it may be required that I will need a 
physician’s referral as clearance for exercise, in order for me to 
safely develop an exercise program for you.  

Family Health History: 

Has anyone in your immediate family been diagnosed with the 
following: 

Heart disease, if  yes what is the relation and age of  diagnosis? 
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High cholesterol, if  yes what is the relation and age of  diagnosis? 

____________________________________________________ 

High blood pressure, if  yes what is the relation and age of  
diagnosis? 

____________________________________________________ 

Cancer, if  yes what is the relation and age of  diagnosis? 

____________________________________________________ 

Diabetes, if  yes what is the relation and age of  diagnosis? 

___________________________________________________ 

Osteoporosis, if  yes what is the relation and age of  diagnosis? 

___________________________________________________ 

Anything I should be aware of  before customizing a plan for you? 

____________________________________________________ 
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