CROSS™IT

POWER PERFORMANCE

Power Performance, LLC
Health History

Personal Information

Name: Date:
Address: City:
St: Zip: E-Mail:
Phone: H W: C:

Place of Employment: Occupation:
Date of Birth: Age: M/F

Marital Status (circle): Single Married Divorced
Referred By:

Medical Information
Name of Physician: Phone:

Date of last full physical: Blood Type:
Are you taking any medications? Yes No
If yes, please list medications:

Have you or a family member had any form of heart disease? Yes No
If yes, what relation:
Have you had an abnormal EKG? Yes No
Controlled by medicine? Yes No RxName
Do you have asthma? Yes No
Controlled by medicine? Yes No RxName

Have you ever experienced shortness of breath or chest pains? Yes No
Do you have high or low blood pressure? Yes No (circle which type, if yes)
Do you have high cholesterol? Yes No

Do you currently smoke? Yes No How many per day

Have you ever:

Had surgery? Yes No Describe:

Been in an accident? Yes No Describe:

Broken any bones? Yes No Describe:

Do you have problems with any of the following? If yes, please explain.

Knee Yes No Shoulder Yes No
Low Back Yes No Hip/Pelvis Yes No
Neck Yes No Flexibility Yes No
Any Other?

Are you under a physician’s care for any of the above concerns?



Are you active? Yes
How many times per week?

What activity?

Minutes per session:

Please respond (H)eavy, (M)oderate, (L)ight or (N)one to the following areas:

Coffee/Tea Alcohol Exercise
Soda Anxiety Sleep
Tobacco Dieting Smoke

Please check any issues that you have had:

[ Family history cancer

[J Hernia

[ Underweight

[J Painful menstruation
[] Depression

[] Seizures

[ Fainting

L1 Arthritis

L] Irritability

(] Double/Blurred vision

[ Chronic cough

[J Poor circulation

[ 1 Crohn’s Disease

[J Overweight

[1 Frequent headaches
[] Cancer

[ Fatigue

L1 Asthma

[J Emphysema

L1 Allergies

Do you take vitamins, minerals or herbal supplements?

Please list:

Eat breads
Stress release
Eat sweets

[ ] Low blood sugar

[] Anemia

[ ] Dizziness

[1 Bronchitis

[] Tuberculosis

[] Prostate trouble

[ Vomiting

[ 1 Stroke

[J Thyroid problem

[ Recent constipation

Yes No

Chief complaints:

In case of emergency please notify:

Name

Phone

Name

Phone

| certify that this medical information is up to date and accurate to the best of my knowledge.

Signature Date



