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EXERCISE PHYSIOLOGY QUESTIONNAIRE 
 
NAME:           DOB :     
 
ADDRESS:              
 
                POSTCODE:     
 
PH HOME:          
 
PH WORK:       
 
MOBILE:       
 

 

Please indicate with a √ your 
preferred method of communication 

 
 

EMAIL:              
 
 
HOW DID YOU HEAR ABOUT US?           
 
EMERGENCY CONTACT:  
NAME & PHONE:             
 
 
The information obtained from this questionnaire will help us build a profile of your current health and fitness 
status.  This will enable the exercise specialist to design an appropriate exercise program for you.  All 
information in this questionnaire will be treated as private and confidential. 
 
 

OFFICE USE ONLY: 
 

EP  WC  PT  GTS  
 
INITIAL CONSULATION DATE:       
 
CONDUCTED BY:            
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 This questionnaire will ask you some questions related to your current state of health, fitness and 
wellbeing.   

 These questions will cover different areas of life and are designed to help focus and prioritise what is 
important to you. 

MEDICAL HISTORY 

It is our professional duty of care to ask all clients, no matter what age, to complete the following questions.  

Please place a √ in the YES BOX to indicate ‘Yes’ or ‘Not sure’. 

 Anyone in your family under 60 suffered heart disease, stroke, raised cholesterol or sudden death?   

No  Yes                 

 Are you male over 35 or female over 45 and NOT used to vigorous exercise? No  Yes  

 Are you on prescribed medication?     

No  Yes                 

 Have you been hospitalised recently?     

No  Yes                 

 Are you pregnant? No  Yes  

 Have you given birth within the last 6 weeks? No  Yes   

 Are you breastfeeding? No   Yes  

 Do you have any infections or infectious diseases? 

No  Yes                 

 Do you smoke or ceased smoking in the last 6 months? 

No  Yes  how many per day?     

 Are you a passive smoker? No  Yes  

 

 Name of General Practitioner:             

 Practice address:               

 Date of last medical and physical examination:           
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Do you have or have you had… 

 Any heart condition (angina, CVD, chest pain)  

 Lung problems (asthma, emphysema, bronchitis)  

 Diabetes 

 High blood pressure >140/90 

 Raised cholesterol/triglycerides 

 Palpitations or pains in the chest 

 Dizziness/Fainting 

 Heart murmur 

 Stroke/TIA 

 Rheumatic fever 

 Cancer 

 Arthritis (Rheumatoid, Osteo, Gout) 

 Osteoporosis/Osteopenia 

 Stomach/Duodenal ulcer 

 Glandular fever 

 Hernia 

 Epilepsy 

 Depression/Anxiety 

 Allergies 

 OTHER:       
 

If ‘yes’, please provide details, any medications and approximate date cleared:      

                

Do you currently experience any of the following symptoms?

 Pain or discomfort in the chest, neck, jaw, arms 
or surrounding areas 

 Palpitations or a sudden unusual rise in your 
heart rate 

 Shortness of breath (at rest or with mild 
exertion) 

 Do you ever experience unusual fatigue or 
shortness of breath with usual activities?  

 Dizziness or fainting 

 Pain in your legs/ while walking 

 Swollen ankles 

 Shortness of breath (at rest or with mild 
exertion) 

 Difficulty breathing while lying down or while 
sleeping 

 Cramps 

 Back pain 

 Swollen, stiff joints 

 
If ‘yes’, please provide details:            

               

              

Do you or have you had any pain, swelling, or major injuries to the following areas? 

 Neck 

 Shoulder  

 Elbows 

 Wrists 

 Hands 

 Fingers    

 Upper Back 
 

 Mid Back 

 Lower Back 

 Hips 

 Knees 

 Ankles 

 Feet 

 Toes

If ‘yes’, please provide details:            

               

                



 

Pre Exercise Questionnaire 
4 
 

ENERGY  
I experience the following energy drains in my life:

Y / N Poor or insufficient sleep 

Y / N Too little exercise 

Y / N Unhealthy eating habits 

Y / N Stress  

Y / N Weight management issues 

Y / N Physical health issues 

 

Y / N Pessimism or emotional issues  

Y / N Work relationship issues  

Y / N Family or relationship issues 

Y / N Financial issues 

Y / N Job Issues  

Y / N Other – describe 

___________________________________

1. In a typical work-day, my energy is high, I am vigorous, and I am able to perform at my best. 

Often / Sometimes / Rarely / Never 

2. When not working, my energy is high, I am vigorous, and I am able to perform at my best. 

Often / Sometimes / Rarely / Never 

Readiness for Change:  

1. On a scale of 1 to 10, how ready are you to make changes or improvements in your energy level at this 

time? 

0     1     2     3     4     5     6     7     8     9     10 

Not ready    Very ready 

 

2. On a scale of 1 to 10, how important is it that you make changes or improvements in your energy level at 

this time? 

0     1     2     3     4     5     6     7     8     9     10 

Not important    Very important 

 

3. On a scale of 1 to 10, how confident are you that you can make changes or improvements in your energy 

level at this time? 

0     1     2     3     4     5     6     7     8     9     10 

Not confident    Very confident  

 
LIFE BALANCE 

Occupation:        

1. Working hours per week:  <20hrs    21-40hrs    41-60hrs    >60hrs 

2. I maintain a comfortable balance between Work, Family, Friends and Self. 

Often / Sometimes / Rarely / Never 

3. The area that I would most like to have more time for is: 

___ Work ___ Family ___ Friends ___ Self 

4. Do you practice a relaxation technique? 

No  Yes please specify:         

5. On average how many hours sleep do you have each day?      
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EXERCISE & NUTRITION 
EXERCISE: My current exercise regime is: 
Monday:           

Tuesday:       

Wednesday:       

Thursday:       

Friday:        

Saturday:       

Sunday:      

       

1. Do you have any negative feelings or have you had any bad experiences with exercise programs? 

Yes  No  If ‘yes’ please briefly explain 

                

Readiness for Change:  

1. On a scale of 1 to 10, how ready are you to make changes or improvements in your level of exercise at this 

time? 

0     1     2     3     4     5     6     7     8     9     10 

Not ready    Very ready 

 

2. On a scale of 1 to 10, how important is it that you make changes or improvements in your level of exercise 

at this time? 

0     1     2     3     4     5     6     7     8     9     10 

Not important    Very important 

 

3. On a scale of 1 to 10, how confident are you that you can make changes or improvements in your level of 

exercise at this time? 

0     1     2     3     4     5     6     7     8     9     10 

Not confident    Very confident  

 
NUTRITION: Do you have special dietary requirements?  

No   Yes  If ‘yes’, briefly explain           

                

 I eat a full breakfast each day. 

Often / Sometimes / Rarely / Never 

 

 I eat “junk” snack foods between meals (e.g. chips, pastries, candy, ice cream, cookies). 

Often / Sometimes / Rarely / Never 

 

 I eat high fat food (such as hamburgers, hot dogs, bologna, steaks, sour cream, cheese, whole milk, eggs, 

butter, cake, pastry, ice cream, chocolate, fried foods, and many fast foods) 

Often / Sometimes / Rarely / Never 
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 I eat low fat food (such as lean meats, skinless poultry, fish, skim milk, low fat dairy products, fruit 

desserts, vegetables, pasta, legumes (peas and beans). 

Often / Sometimes / Rarely / Never 
 

 I eat refined grain (such as white bread, rolls, regular pancakes and waffles, white rice, typical breakfast 
cereals, typical baked goods) 
Often / Sometimes / Rarely / Never 

 

 I eat whole grain (such as whole grain breads, brown rice, oatmeal, whole grain or high fiber cereals) 
Often / Sometimes / Rarely / Never 

 

 I eat 5 servings of fruits and vegetables daily. 
Often / Sometimes / Rarely / Never 

 

 I drink eight 8 glasses of water daily. (8 desirable) 
Often / Sometimes / Rarely / Never 

 

 I drink non-diet soft drinks daily. 
Often / Sometimes / Rarely / Never 

 

 I drink (how many) alcoholic drinks per weekday  (enter number of alcoholic drinks per weekday). 
Often / Sometimes / Rarely / Never 

 

 I drink (how many) alcoholic drinks per weekend day  _______ (enter number of alcoholic drinks per 
weekend day). 
Often / Sometimes / Rarely / Never 
 

Readiness for Change:  

1. On a scale of 1 to 10, how ready are you to make changes or improvements in your nutrition at this time? 

0     1     2     3     4     5     6     7     8     9     10 

Not ready    Very ready 

 

2. On a scale of 1 to 10, how important is it that you make changes or improvements in your nutrition at this 

time? 

0     1     2     3     4     5     6     7     8     9     10 

Not important    Very important 

 

3. On a scale of 1 to 10, how confident are you that you can make changes or improvements in your nutrition 

at this time? 

0     1     2     3     4     5     6     7     8     9     10 

Not confident    Very confident  
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Is there any other information that has been omitted from this questionnaire that you feel is important in 
helping you towards your fitness goals.  
 
                
 
                
 
                
 
It is recommended that all males over 35 and females over 45 should have a medical assessment including an 
exercise ECG and cholesterol/Lipid count. 

 
STATEMENT 

I recognise that the Exercise Physiologist is not able to provide me with medical advice with regard to my 
medical fitness and that this information is used as a guideline to the limitations of my ability to exercise.  I 
have answered the questions to the best of my ability and understand the advice above. 
 
I will also inform the Exercise Physiologist of any injury, illness or condition that occurs in the future. 
 
 
Signed:            
 
Date:     
 

               

          

 
 


