
MAG’S FITNESS CLASSES
Health Screening Form


Name:______________________________________D.O.B.____/____/____ Male/ Female 

Address: _________________________________________________________________ 

City: ____________________ Prov: ______________ Area Code: __________________

Home Phone: _______________ Work Phone: ____________ Cell Phone:____________ 

Email Address:____________________________________________________________

Physician’s Name: ____________________ Physician’s Phone: ____________________

In case of Emergency, please notify: __________________________________________

Relationship: _________________________ Phone: _____________________________ 

Please list any drugs or medicine you are currently taking:_________________________

________________________________________________________________________ 

Please list any and all Nutritional Supplements you are currently taking: ______________

________________________________________________________________________

Please list all Surgeries: 

Age 1 - 29:_______________________________________________________________
 
Age 30 – 49:______________________________________________________________
 
Age 50 – 69:______________________________________________________________
 
Age 70 and above:_________________________________________________________
 

Please list all Diagnosed Diseases (childhood to current):__________________________

________________________________________________________________________
 
Please list all injuries (childhood to current):____________________________________

________________________________________________________________________



Please list any subjective complaints: _________________________________________

List # of Pregnancies: _____________________________________________________
 
List # of Children: ________________________________________________________

How is your overall stress level? High/Medium/Low
 
When was your last complete physical? ______________________________________

Does your physician know you are participating in an exercise program? Yes/No 

Did your physician recommend an exercise program? Yes/No
 
If yes, why? _____________________________________________________________
 
Do you smoke? Yes/No    If yes, how many per day? ____________________________
 
Are you currently using a Chiropractor, Active Release Tech, Acupuncturist, 
Massage Therapist or any other alternative care practice (including personal training)? 

Yes/No
 
If yes, please list with contact information:

· _______________________________________________________________

· _______________________________________________________________

· _______________________________________________________________

· _______________________________________________________________

· _______________________________________________________________

· _______________________________________________________________

· _______________________________________________________________




