
Pre Activity Questionnaire 
                         

                          

Name:       Date of Birth: 

 

Pain Map 

Please label areas of pain: 

          X  Sharp Pain    #  Dull Pain              Other 

  

 

     

  



Medical Information 

Please tick if you experience any of the following health concerns: 

 A Heart Condition 

Have you experienced chest pain: 

o In the last month
o At Rest
o During Exercise

 Diabetes (Please circle) 

o Type I
o Type 2

 High Cholesterol 

 High Blood Pressure 

 Stroke/TIA 

 Epilepsy 

 Dizziness/Light-Headedness/Fainting 

 Osteoarthritis 

 Osteoporosis 

 Back Pain 

o Upper Back
o Mid Back
o Lower Back

 Neck Pain 

 Asthma 

 COPD/Other Lung Condition 

 Shortness of Breath 

o At rest
o Upon Exertion

 Other: _____________________________________________________________________ 

 _____________________________________________________________________ 

Medication 

Please provide a list of medications, which you have been prescribed for the above conditions. 

Medication Dosage Frequency Reason for use 



Family History 

Please indicate and detail if your immediate family has experience any of the following: 

Heart Condition Diabetes Cancer 

Whom 

Details 

Lifestyle 

Question Answer Detail 

Do you Smoke? 
 Yes 

 No 

Do you regularly exercise? 
 Yes 

 No 

Have you been admitted 

recently to the hospital? 

 Yes 

 No 

How many standard drinks do 

you consume per week? 

Do you have any other health 

concerns that may affect your 

exercise capacity? 

 Yes 

 No 

Previous or current occupation 



 

Informed Consent 

Please read through the following terms and conditions: 

 The Pre-Activity Questionnaire must be completed and returned to E-Leet Physiology 

prior/during the initial assessment. The informed consent must be signed, dated and 

witnessed. 

 

 A Medical Clearance form must be completed by your G.P. and returned to E-Leet 

Physiology prior to beginning the exercise program. 

 

 If there are any changes in my health condition that may affect my exercise capabilities, I 

agree to notify E-Leet Physiology.  

 

 I agree to allow E-Leet Physiology to share information with my General Practitioner and/or 

next of kin, information will be confidential to other 3rd parties unless agreed upon. 

 

 I agree to follow the exercise program prescribed to me and will notify E-Leet Physiology 

should any problems arise 

 

 E-Leet Physiology does not take any responsibility if injury occurs during activities that have 

not been prescribed or approved by our staff.  

 

By signing this document I have confirmed that I have: 

 Understood and answered all the aforementioned questions completely and truthfully 

 Agreed to all terms and conditions 

 

Signature of Client:                                                     Name:                                              Date: 

Signature of Witness:                                                 Name:                                              Date: 
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