
Devoe Human Performance


HEALTH HISTORY QUESTIONNAIRE
	Name (First, Last, )
	Phone
	Email



	Birth Date
	Age
	Sex

 Male
Female
	Allergies:


	In Emergency, Notify
	Telephone Number




	Family Doctor
	Telephone Number




	Recent Illness/Hospitalizations



	


Check an (X) in the brackets which apply to you:

PERSONAL HISTORY
(   )
Allergy

(   )
Epilepsy


(   )
Nervousness
(   )
Anemia

(   )
Emphysema


(   )
Overweight

(   )
Angina

(   )
Gout



(   )
Phlebitis

(   )
Arthritis

(   )
Heart Disease

(   )
Pneumonia

(   )
Asthma

(   )
High Blood Pressure 
(   )
Prostate Problems

(   )
Back Problems
(   )
Indigestion/heart burn
(   )
Seizures

(   )
Bronchitis

(   )
Irregular Heart Beat
(   )
Skin Problems

(   )
Cirrhosis

(   )
Kidney Disease

(   )
Stroke

(   )
Depression

(   )
Lung Disease

(   )
Thyroid Problems

(   )
Diabetes

(   )
Emotional Problems
(   )
Tuberculosis

(   )
Ulcers

 (   ) 
Surgery within the last 3 years:                                                                                             
                                                                                                                                             

(   )
Hospitalized in the last 3 Years:                                                                                            
                                                                                                                                             

(   )
Other injuries or disabilities:                                                                                                

(   )
Ulcerated wounds or cuts on my feet that do not seem to heal.

(   )
Loss of 10 pounds or more in the past 6 months without trying and to my surprise.

(   )
Pain in the buttocks or back of my legs, my thighs, and/or my calves when I walk.

(   )
Fell more than twice in the past year.

	Current Medications

                                                 

                                                                         

                                                      


CONTINUED

IN THE PAST 12 MONTHS: HAD ANY OF THESE SYMPTOMS?
(   )
Pain or discomfort in chest

(   )
Irregular heartbeats/palpitations

(   )
Unusual shortness of breath

(   )
Blood clots

with exertion



(   )
Poor tolerance for exercise

(   )
Dizziness or faintness


(   )
Cough on exertion

(   )
Frequent back pain


          (   )
Frequent headaches

(   )
Swollen ankles



(   )
Swollen, stiff joints

(   )
Excessive fatigue



(   )
Broken bones

(   )
Hernia




(   )
Any other injuries

Registration Form

Please Print all information and mail to:

Rashad Devoe

Devoe Human Performance

3112 Cactus Drive
McKinney TX 75070
Child’s First Name: ___________

Child’s Last Name:____________

Age: ___

DOB:____________

Parent/Guardian First Name: _______________
Last Name: __________________

Address: __________________


   __________________

City: ________________
State: ___
Zip:__________

Home Phone: ______________

Day Phone: _______________

**Email (required):\_________________

** Email needed to communicate/ or to email exercise manual

In the event of an emergency in my absence I give Devoe Human Performance to treat my child/children for any injuries that may occur during their participation of the clinic sponsored by Devoe Human Performance.

Child’s Name: _______________________


Parent’s Name: _______________________

Participation Agreement and Indemnification

Devoe Human Performance

Child Name: _____________________________

Address: ________________________________


   ________________________________


   ________________________________

I understand and hereby affirm relative to my participation in any activity that involves exercise or exertion that I follow the advice of my personal physician.

I understand that there is risk associated with participation in a program which encourages an increase in my physical activity. I know it is my responsibility to promptly report any unusual signs or symptoms to the exercise specialist/nursing staff.  I consent to any emergency measures deemed necessary by the exercise specialist/nursing staff. I understand that I am assuming the risk of any injury or side effect.  I will not hold Devoe Human Performance, agents, representatives, employees ( former , future or present), directors liable for any injury or harm that may happen due to my participation in the exercise program.

I have read the above and I understand it.  My questions have been answered to my satisfaction.  I understand that any other questions I may have concerning the

program are welcome.

Date: _______

Signature: _____________________



