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Date: ________________
Initial Client Consultation

Name: ____________________________
Address: _______________________________________________________________

Phone: __________________________  Email: ________________________

Date of Birth: (day/mo/yr) _____/_____/_____   Age: ________

Resting Heart Rate: ____________    Resting Blood Pressure: ____________

Fitness Assessment Performed:  Yes (   No (
      Smoker:  Yes (   No (
Goals: [things you would like help on or want to improve/change]
1. _______________________________________________________

2. _______________________________________________________

3. _______________________________________________________

Availability (you will commit to exercise…)

Times per week: ___________________  Time per session: __________________________

Past Exercise History and Current Exercise Program (frequency, intensity, time, type):   


____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

Symptoms associated with exertion:

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

Musculoskeletal restrictions to exercise:

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

Anything you LIKE or DON'T LIKE when you exercise.....ie. preferences, and contra-indicated exercises (things that hurt you), exercises you just don't like for whatever reason.
____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

Par-Q signed:   Yes (   No (      
Medications: Please list and why you’re taking them. Please include over-the-counter med.s.
____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________




Herbs or Supplements: Please list and why you’re taking them.

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

Please list your doctor, primary physician or naturopath and their contact information [phone number if possible] and when you last saw her/him.
____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________





Please describe your average daily diet:

Breakfast: and at what time?  ____________________

____________________________________________________________________

____________________________________________________________________

Lunch: and at what time?  ____________________
____________________________________________________________________

____________________________________________________________________

Dinner: and at what time?  ____________________

____________________________________________________________________


Snacks: and at what time?  ____________________

____________________________________________________________________

Snacks: and at what time?  ____________________

____________________________________________________________________

____________________________________________________________________

Caffeine: how many a day or week?  ____________________

____________________________________________________________________

Alcohol: how many a day or week?  ____________________

____________________________________________________________________

____________________________________________________________________

Smoking: how many a day or week?  ____________________

