
 

ST. JUDE WELLNESS CENTER HEALTH HISTORY FORM 
   
  Last Name:_____________________ First Name:_____________________ DOB:________________    
 

   E-mail:______________________________________________   
 

   How did you hear about us? (If you are a Heritage patient, please list your physician’s name)  
______________________________________________________________________________________________

    HISTORY Have you had: 

  Heart attack 

  Heart surgery 

  Cardiac catheterization 

  Pacemaker/implantable cardiac 

defibrillator 

  Heart valve disease 

  Diabetes 

  Heart Failure (CHF) 

  Heart transplantation 

  Congenital heart disease 

  Cancer 

  CVA (Stroke) 

  Hepatitis 

  Herpes/Shingles 

  Other      
 

SYMPTOMS 

  Chest discomfort with exertion 

  Unreasonable breathlessness 

  Dizziness, fainting, or blackouts 

CARDIOVASCULAR RISK FACTORS 

  You have high blood pressure 

  You have high cholesterol 

  You smoke, or quit smoking within the last six 

months 

  You have a close blood relative who had a 

heart attack or heart surgery before age 55 

(father or brother) or age 65 mother or sister. 

  You are physically inactive (You get less than 

90 minutes of physical activity per week 

  You are overweight 

 
OTHER HEALTH ISSUES 
  Burning or cramping sensation in your 

lower legs when walking short distances 

  Musculoskeletal problems that limit your 

physical activity 

  You are pregnant 

  You have concerns about the safety of exercise 
 
 

Height:______ft. ______ in.    Weight:________lbs 

If you have checked any of these items, it is recommended that you consult with your physician before participating in a physical 
activity program. 

 
  Conditions: Do you have or have you had any of the following diseases? (Please circle Yes or No) 
     If so, when?    Medications? 
  Arthritis  Yes No __________________________  __________________________ 
  Anxiety /Depression Yes No __________________________  __________________________ 
  Digestive Disorders Yes No __________________________  __________________________ 
  Fibromyalgia  Yes No __________________________  __________________________ 
  Gallstones  Yes No __________________________  __________________________ 
  Gout   Yes No __________________________  __________________________ 
  Headaches/Migraines Yes No __________________________  __________________________ 
  High blood pressure Yes No __________________________  __________________________ 
  High cholesterol Yes No __________________________  __________________________ 
  Hypothyroidism Yes No __________________________  __________________________ 
  Kidney Disease  Yes No __________________________  __________________________ 
  Obesity Intervention Yes No __________________________  __________________________ 
  Prediabetes  Yes No __________________________  __________________________ 
  Sleep apnea   Yes No __________________________  __________________________ 
  Type 2 Diabetes Yes No __________________________  __________________________ 
  Type 1 Diabetes Yes No __________________________  __________________________ 



        
   
  Other Conditions (Please Specify):   Medication? (please provide a separate list if necessary) 
  __________________________________  _________________________________ 
  __________________________________  _________________________________ 
  __________________________________  _________________________________ 
  __________________________________  _________________________________ 
  
  CHRONIC CONDITIONS: Do you have any conditions that cause pain or that may limit your range of motion?  
  Please check all that apply: 
   
  Osteoporosis/Osteopenia______ Scoliosis______  Bulging Disc______ Herniated Disc______ 
  Rheumatoid Arthritis______  Osteoarthritis______ Stenosis______  Multiple Sclerosis______  
  Other: _____________________________________________________________________________________ 
 

PREVIOUS SURGERIES & INJURIES: 

 
 

 

 

WHAT ARE YOUR HEALTH GOALS? 

 
 

 

   Do you give permission for us to access your health records for laboratory data?             Yes  No 
 

I agree that I have completed the Health History form as required by St. Jude Wellness Center and that I am 

physically able to participate in physical activity. I have been informed that if I have had any of the above conditions 

I may be required to obtain a medical clearance from my doctor. I also understand that if I am new to exercise or am 

changing my routine, I should notify my doctor. 

Signature:   Date:    

 

Inbody Completed?                Yes                  No             

 

_________________________________________________________________________________________________ 

Office Use Only:     

                                                                                                                                                                                  

 Medical clearance request form sent Date:                            Initial:  
  

 Obtained medical clearance request form Date:                            Initial: 


