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Bond Wellness Center

at MONADNOCK COMMUNITY HOSPITAL

Your life. Your health. UOWL WﬂMIAA/ wae)v



               HEALTH HISTORY QUESTIONNAIRE
Name: ___________________________________________
Date: ________/________/________

Telephone: (_____) __________________________

Email: ____________________________________
Birth Date: _______/_______/_______           Gender   M     F
Vocation: _________________________________

_____________________________________________________________________________________
Please completely fill out each section
Section I:  Current Physical Activity Level and Intended Level of Activity

Please Check “Yes” or “No”

I purposefully exercise AT LEAST 30 min/day, 3 days/wk, for the past 3 months               YES         
NO

Please mark the level of intensity you intend on exercising at in the first 6 weeks of initiating your exercise program:
______ Low to Moderate: You can complete a sentence without catching your breath at this level
______ Vigorous: You need to catch your breath within a sentence one or more times at this level
Section II: Health Status
Section III: Signs and Symptoms:


Section IV: Primary Care Provider

Section V: Risk Factors



Section VI: History


Section VII: Medications

Section VIII:  Goals 

Signature: _______________________________________     Staff Representative: ________________________

Signature of parent/guardian (if applicable):________________________________________________________

Office Use only: Fitness Department
Reviewed by: _____________________________________________________________   Date: _________________
Mbr Srvcs Use     


 Received:  _____/______/______Initials_________





Previous mbr. term. date: _____/_____/_____





Member Type: ______________                 





You experience the following symptoms:





_____ Chest discomfort or angina with exertion


_____ Unreasonable breathlessness at rest or with exertion


_____ Dizziness, fainting, blackouts with exertion


_____ Cramps or burning in your lower legs when walking short 


	distances


_____ Ankle swelling in one or both legs			        NONE										


_____ Blood clot in your legs or lungs in the last 6 months.


      








You have been diagnosed with:





______ Heart Disease


______ Cerebrovascular Disease / Stroke


______ Peripheral Artery Disease (PAD)


______ Diabetes or take medication to control   


your blood sugar


______ Renal Disease		     	NONE














You have had the following history:			


_____ 	Heart attack (Date:_______________________)                 	_____    Currently pregnant (Due Date:_______________)


_____ 	Heart surgery, including cardiac catheterization or   	_____	Arthritis	 (Type: __________________________)


      	coronary angioplasty (please describe/date)		_____ 	Chronic pain/condition


_________________________________________		_____	Osteoporosis / Osteopenia	


_____	Stroke (Date: __________________)			_____	Balance or gait issues


_____ 	Pacemaker/implantable cardiac defibrillator		_____ 	Have experienced a fall in the past 6 months


_____  	Abdominal  Aortic Aneurysm 				_____ 	Use an assistant device (i.e., cane or walker)


_____  	Heart valve disease			 		_____	Memory Issues	


_____  	Abnormal heart rhythm					_____	Orthopedic Problems:________________________


_____ 	Organ transplantation (Type/Date:_________________)		 _________________________________________


_____  	Congenital heart disease/defect  	 			_____	Stomach or Digestive Problems:_______________


_____ 	Cancer (Type/Date: ______________________)			_________________________________________	       


_____ 	Asthma or other chronic lung disease 			_____	Unexplained change in weight in past year	


_____	Neurological conditions (Type: ________________)	_____ 	Have impaired vision, hearing or tactile sensation	














NONE














___Y     ___N  The above is not an exhaustive history list.  Do you have any other medical concerns, limitations, or conditions that should be addressed before participating in an exercise program?   Please specify: __________________________________ _______________________________________________________________________________________________________


_______________________________________________________________________________________________________





___Y     ___N   Have you had any hospitalizations, injuries, or illnesses that have caused you to miss work or limit your activity?  


Please specify:  _____________________________________________________________________________________________


									


	


	 








Please mark all true statements:





_____ 	You are a man older than 45 years	_____  You have been medically diagnosed with abnormal


_____ 	You are a woman older than 55 years, have had a	cholesterol (i.e., HDL < 40 mg/dL, LDL >130 mg/dL hysterectomy, or are postmenopausal	and/or total cholesterol >200 mg/dL) or take medication


_____	You have a close relative who had a heart attack or	_____ 	You have been medically diagnosed with high	


	heart surgery before age 55 (father or brother) or	blood pressure  (>140/90) or take medication


              before age 65 (mother or sister)	_____	You are > 20 pounds overweight	


_____	You smoke, or quit within the previous 6 months.	_____ 	You have been medically diagnosed with sleep apnea	


Are you interested in quitting? ____ Y  or  ____ N  				 


					    NONE


            		











Please list all prescribed medications, vitamins/minerals, herbs, and other nutritional supplements you are taking.


1______________________________	5.____________________________	9.__________________________


2.______________________________	6.____________________________	10.__________________________


3.______________________________	7.____________________________	11.__________________________


4.______________________________	8.___________________________	12.__________________________





___Y     ___N   Allergies? Please specify: _____________________________________________________________________

















Physician Information (Leaving this section blank may cause delays in starting your membership)


Primary Physician (First, Last Name): _____________________________________    Telephone:  (         ) ______________


					


Street Address:  ___________________________________ City/State: _________________________ Zip Code: _________ __________











Continue to reverse side…











Please take a moment to share the top three goals you are striving to attain with your exercise/wellness program:


1.______________________________________________________________________________________________________





2.______________________________________________________________________________________________________





3.______________________________________________________________________________________________________












