
 

 

 

 

 

 

Name ___________________________________  Height __________  Weight _______  

 

 

Doctor’s Name ___________________________________________________________ 

 

Doctor’s Phone Number _____________________________________ 

 

 

Please complete the following regarding medical and health history: 

 

Under treatment for any illness or injury? ___________  If yes, please describe. 

 

________________________________________________________________________ 

 

Currently is taking any form of medication?   _________  If yes, please describe. 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

Have a history of heart problems?  __________  If yes, please describe. 

 

________________________________________________________________________ 

 

Have any past injuries?  ____________  If yes, please describe. 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

Please list anything we should be aware of regarding your health. 

 

________________________________________________________________________ 

 

 

 

Date ___________________                                    ______________________________ 

                                                                                                Signature of Participant             
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