Physician’s Life Centers, LLC

Corey Howard, MD,FACP

1000 Goodlette Road

Naples, FL 34102


Name: _______________________________ Date: _________________
D.O.B.: ______________________________ Age: __________________
Height: ________Weight: ______________

Address: ____________________________________________________________

____________________________________________________________

City: _____________________ State: __________ Zip: ______________
Phone: (H) _______________________ (W) _______________________
E-mail: ___________________________________________________________
_____ Please check here if you do not want to be added to our mailing list!

ALL information contained herein is for the purposes of providing you with the best answers to your questions while developing accurate programming strategies. Information shared here within shall remain confidential.

How did you hear about our services?  ______________________________________

____ YES ____ NO Are you currently working with a Personal Fitness Trainer and/or receiving programming advice from a Fitness Professional?

____ YES ____ NO May I contact them regarding your results and share information with him/her?

Name: _________________________________

Phone: (W) _______________________ (O) _________________________________

E-mail: _______________________________________________________________

What is your primary goal of participation in an exercise program? 

Current Level of Physical Activity:
____ YES ____ NO Are you currently involved in a cardiovascular (aerobic) exercise program such as walking, jogging, cycling, swimming, group exercise, etc?

Describe:_____________________________________________________________
____ YES ____ NO Are you currently involved in any form of resistance/weight training?

____ YES ____ NO Do you engage in stretching/flexibility exercises on a regular basis?

Describe your level of physical activity over the past defined period:

	
	1-3 months
	3-6 months
	6-12 months

	Very Active
	
	
	

	Moderately Active
	
	
	

	Occasionally Active
	
	
	

	Inactive
	
	
	


Dietary Information:

Who does your grocery shopping?

_________________________________________________.

Whom do you normally eat with?  ____Alone ____With Family _____Other

Describe:_____________________________________________________________

Do you follow any special diets at this time?  ____ YES ____ NO

Describe:_____________________________________________________________

_____________________________________________________________________

How often do you eat out in restaurants? ____________________________________
Describe:_____________________________________________________________

______________________________________________________________________

Past and Present Personal Health Profile (check any and all that apply):

____ Heart Disease



 ____ Abnormal Chest X-ray

____ Arterial Disease 


____ Cancer

____ High Blood Pressure 


____ Asthma

____ Angina Pectoris (Chest Pain) 
____ Lung Disease

____ Epilepsy 



____ Orthopedic/Muscular Problems

____ Anemia




 ____ Diabetes

Please provide details regarding any checked above and further indicate

recommendations made by your physician.

______________________________________________________________________

Yes ____ No ____ Are you currently taking any medication as prescribed by your

physician?

If “Yes,” please provide the name, dosage, and reason for taking:

______________________________________________________________________
______________________________________________________________________

Yes ____ No ____ Do you currently smoke and/or use tobacco products?

If so, how many packs per day? ___________________________________.

If you used tobacco in the past, when did you quit? __________________.
Family History/Health Profile (check any and all that apply to immediate

male and or female blood relatives):

____ Heart Disease 


____ Abnormal Chest X-ray

____ Arterial Disease


 ____ Cancer

____ High Blood Pressure


 ____ Asthma

____ Angina Pectoris (Chest Pain)
 ____ Lung Disease

____ Epilepsy



 ____ Orthopedic/Muscular Problems

____ Anemia 



____ Diabetes

Please provide details regarding any checked above with respect to who the relative is, the

medical problem, the age at onset, and their current state of health.

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Please indicate any other information you think is important for us to know prior to your beginning and engaging in fitness testing and/or an exercise program:

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Please list any injuries you have experienced due to exercise or any conditions not mentioned above that would limit your participation in fitness testing or exercise?

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

How much water do you consume on a daily basis?_____________________________

Do you consume dairy:___YES___NO

How often do you drink?
	Kool-Aid
	
	Sweet tea
	

	Coffee
	
	Additives
	

	Soda
	
	Diet Soda
	

	Juice
	
	Alcohol
	

	Other
	
	
	


How often do you eat vegetables?__________________________________________

How often do you eat fruit?________________________________________________

Are you taking vitamins/supplements?______YES______NO

Describe/List:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What time do you get up in the morning?_____________________________________

What time do you go to bed at night?________________________________________

Are your eating habits different on the weekends?______YES______NO

Describe:__________________________________________________________________________________________________________________________________________________________________________________________________________

Please record a “typical” day of food and beverage intake:

	TIME
	What do you usually eat?

Include amounts
	What do you drink?

	Breakfast:

Eat regularly___Y___N


	
	

	Snacks:

Eat regularly___Y___N


	
	

	Lunch

Eat regularly___Y___N


	
	

	Snacks

Eat regularly___Y___N


	
	

	Dinner:

Eat regularly___Y___N


	
	

	Before bed

Eat regularly___Y___N


	
	


