Rider University SRC Fitness Profile
[PLEASE PRINT]
Name: ____________________________


Date:_________________________
Affiliation:   □Faculty

  □ Staff
□Spouse 
 □ Student
□ Alumnus 
Address: ________________________________________________________________
Home Phone:_________________________


Work Phone:___________________
Date of Birth:_________ Age:_________  Sex:________  Height:________ Weight:__________

In case of emergency, contact:
Name:______________________________


Phone:________________________
1. What is your current level of physical activity?

________________________________________________________________________________________________________________________________________________________________________


YES
NO

a. 
□
□
Do you currently exercise? If yes, how many times per week? _________

b. 
□
□
If no, have you exercised in the past?

c. 
□
□
Have you ever worked with a fitness professional before?

2. If you currently exercise, what exercise activities does your workout include?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. What are your short and long term goals for exercise, health, and fitness? (try to be as specific as possible)____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________

Continued (
Have you even been diagnosed with, or suffered from:

□ Heart attack / heart disease


□ Coronary bypass

□ Other cardiac surgery


□ Pacemaker


□ Embolism




□ Stroke

□ Aneurysm




□ Angina Pectoris

If you checked off any of the conditions listed above, STOP here and inform the trainer.  You may be required to have medical clearance before exercising.
Please provide the following information:

1. Have you ever been diagnosed, or do you have any of the following:

□ Peripheral vascular disease


□ Chronic Bronchitis
□ Osteopenia




□ Diabetes
□ Emphysema




□ Osteoporosis
□ Asthma




□ Thyroid problems
□ Hypertension (high blood pressure >140/90)

□ High Cholesterol

2. Do you frequently experience any of the following:


□ Chest pain




□ Lightheadedness or fainting

□ Palpitations




□ Heart murmur

□ Breathlessness that awakens you at night 
□ Shortness of breath

□ Ankle swelling



□ Claudication

□ Dizziness




3. Do you smoke cigarettes? 

□ Yes

□ No


If yes, please explain ____________________________________________________________
4.  Do you have a family history of coronary or other atherosclerotic disease in parents or siblings prior to age 55? 




□Yes


□No
5. Are you currently pregnant?

□Yes


□No

6. Do you have allergies to ANY foods or medications?

 
Please list: ____________________________________________________________________

7. Are you presently taking any medication?
□Yes


□No

If yes, please give name and dosage:________________________________________________

8. Are you presently on a special diet?
□Yes


□No


If yes, please describe:___________________________________________________________
9. Do you have any physical condition, impairment, or disability that might affect your ability to undertake an exercise program?



□Yes


□No


If yes, please describe:___________________________________________________________
Signature:_____________________________

Date:____________________________

Completed by:__________________________

Date:____________________________





