Health History Screening Questionnaire

History (Mark all that apply)
	Have You Ever Had…
	√ If Yes

	A Heart Attack
	

	Heart Surgery
	

	Cardiac Catheterization
	

	Coronary Angioplasty (PTCA)
	

	Pacemaker-Implantable Cardiac
	

	Defibrillatory/Rhythm Disturbance
	

	Heart Valve Disease
	

	Heart Failure
	

	A Heart Transplant
	

	Congenital Disease
	


Symptoms (Mark all that apply)
	Do You…
	√ If Yes

	Experience chest discomfort with exertion
	

	Experience unreasonable breathlessness
	

	Experience dizziness, fainting, or blackouts
	

	Take heart medications
	


*If you marked any of these statements in this section, consult with your physician or other appropriate healthcare provider before engaging in exercise.

Other Health Issues (Mark all that apply)
	Do You Currently Have…
	√ If Yes

	Diabetes
	

	Asthma or other lung condition
	

	Burning or cramping sensation in your lower legs when walking short distances
	

	Musculoskeletal problems that limit your physical activity
	

	Concerns about the safety of exercise
	

	Prescription medications that you take
	

	Pregnancy
	


Cardiovascular Risk Factors (Mark all that apply)
	Check All That Apply
	√ If Yes

	You are a man older than 45 years of age
	

	You are a woman older than 55 years of age, have had a hysterectomy, or are postmenopausal
	

	You smoke, or quit smoking within the previous 6 months
	

	Your blood pressure is >140/90 mmHg
	

	You do not know your blood pressure
	

	You take blood pressure medication
	

	Your blood cholesterol level is >200 mg/dl
	

	You have a close blood relative who had a heart attack or heart surgery before age 55 (father or brother) or age 65 (mother or sister)
	

	You are physically inactive (ie, you get <30 minutes of physical activity on at least 3 days/week)
	

	You are >20 pounds overweight
	


*If you marked two or more of the statements in this section, you should consult your physician or other appropriate healthcare provider before engaging in exercise. 

**If none of the above statements describes you, you should be able to exercise safely without consulting your physician or other appropriate healthcare provider.   
Participant Signature of Verification
	 Name 
	 Date

	 Witness
	 Date


