PERSONAL TRAINING INTRODUCTORY EVALUATION


Today’s Date:  ​​​​​​​​​__________________
DOB: ________________
Age:  __________________

First Name:  _________________
Last Name:  __________________
Nickname:  _____________

Address: _________________________________ City: _________________________Zip: ________

Primary Phone: __________________________
Alternate Phone:  __________________________

Height: ___ ft. ___ in   Weight:  _____   Gender:  _________  Email: _________________________
Current Occupation/Profession:  _______________________________________________________


Active Duty Military:  _____
Active Reserve:  _____
  
National Guard:  _____

How would you rate your current health status?

 FORMCHECKBOX 
 Poor
 FORMCHECKBOX 
 Fair
 FORMCHECKBOX 
 Good
 FORMCHECKBOX 
 Very Good

 FORMCHECKBOX 
 Excellent

Are you happy with your current physical condition?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Please rate your exercise level for each of the following age ranges through your present age – select levels 1 to 5, with 1 indicating very mild and 5 indicating very strenuous:

15-20
____
21/30  ____
31-40  ____
41-50  ____
51-60  ____
61-70  ____
71-80  ____

Rate yourself on a scale of 1 to 5 (1 indicating the lowest, 5 indicating the highest) on the following:

Your present cardiovascular capacity:
 FORMCHECKBOX 
1
 FORMCHECKBOX 
 2
 FORMCHECKBOX 
 3
 FORMCHECKBOX 
 4
 FORMCHECKBOX 
 5

Your present muscular capacity:

 FORMCHECKBOX 
1
 FORMCHECKBOX 
 2
 FORMCHECKBOX 
 3
 FORMCHECKBOX 
 4
 FORMCHECKBOX 
 5

Your present flexibility:


 FORMCHECKBOX 
1
 FORMCHECKBOX 
 2
 FORMCHECKBOX 
 3
 FORMCHECKBOX 
 4
 FORMCHECKBOX 
 5

Your present endurance:


 FORMCHECKBOX 
1
 FORMCHECKBOX 
 2
 FORMCHECKBOX 
 3
 FORMCHECKBOX 
 4
 FORMCHECKBOX 
 5

What is your Body Mass Index (BMI)? _________  or percent body fat? ________

Do you engage in cross training?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

What does your current exercise program consist of?

Rate your perception of the exertion level of your exercise program:

 FORMCHECKBOX 
 Fairly Light
 FORMCHECKBOX 
 Light
 FORMCHECKBOX 
 Somewhat Hard
      FORMCHECKBOX 
 Hard
      FORMCHECKBOX 
 Very Hard

How long have you been exercising regularly (more than twice per week)?

_____ Months

_____ Years

Please describe your training history (how many months or years, how consistent, what type of training (i.e. weight training, cardio, military, swimming, tennis, martial arts, sports, triathlons, etc.):

Have you ever experienced an endorphin ‘high’ from your workout?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Have you played on any athletic teams?  


 FORMCHECKBOX 
 High School    FORMCHECKBOX 
 College    FORMCHECKBOX 
 Semi-Pro    FORMCHECKBOX 
 Pro    FORMCHECKBOX 
 Recreational Sport League

What sports and for how long?

In the past 3 months how often have you engaged in physical activity?

 FORMCHECKBOX 
 3 or more times/week
 FORMCHECKBOX 
 2 times/week
 FORMCHECKBOX 
 Less than once/week 

Have you had individual training with a coach, instructor, or trainer?
  

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

If yes, when? 
Which of the following are your current fitness goals?  Number 1 – 6 in priority of importance to you, with 1 being the most important.


__________
Health


__________
Sports Performance


__________
Job Performance


__________
Weight Loss/Gain
Ideal/Goal Weight ___________


__________
Appearance/Body Parts/Posture


__________
Special Occasion

How much time are you willing to devote to an exercise program?

Hours per day _____

Day/Week _____

Would you consider committing to a 3 – 4 day/week physical training program for 6 – 8 weeks if it gave you an opportunity to achieve your fitness goals?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No 

What days of the week and time of day are you able to train?




S
M
T
W
T
F
S

Morning
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Afternoon
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Evening
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

What are your personal barriers for not sticking to previous exercise programs (i.e. your biggest obstacle to making fitness a permanent change in your life)?

HEALTH QUESTIONNAIRE

Please check yes or no for health conditions you have now or have had in the past:












Yes
No

Currently taking medication?







 FORMCHECKBOX 

 FORMCHECKBOX 

History of heart problems, chest pain, or stroke?




 FORMCHECKBOX 

 FORMCHECKBOX 

Increased blood pressure?







 FORMCHECKBOX 

 FORMCHECKBOX 

Increased blood cholesterol?







 FORMCHECKBOX 

 FORMCHECKBOX 



Difficulty with physical exercise/physical limitations?



 FORMCHECKBOX 

 FORMCHECKBOX 

Advice from a physician to exercise?






 FORMCHECKBOX 

 FORMCHECKBOX 

Recent surgery (last 12 months)?






 FORMCHECKBOX 

 FORMCHECKBOX 



Pregnancy (now or within last 3 months)?





 FORMCHECKBOX 

 FORMCHECKBOX 

History of breathing or lung problems?





 FORMCHECKBOX 

 FORMCHECKBOX 



Muscle, joint, back, or any previous injury still affecting you?


 FORMCHECKBOX 

 FORMCHECKBOX 

Diabetes or thyroid condition?






 FORMCHECKBOX 

 FORMCHECKBOX 

Cramping with physical exercise or at night?





 FORMCHECKBOX 

 FORMCHECKBOX 

Cigarette smoking?








 FORMCHECKBOX 

 FORMCHECKBOX 

Any chronic illness or condition?






 FORMCHECKBOX 

 FORMCHECKBOX 



History of heart problems in immediate family?




 FORMCHECKBOX 

 FORMCHECKBOX 

Does your physician know you are participating in an exercise program?

 FORMCHECKBOX 

 FORMCHECKBOX 

Please give an explanation for all questions that have a YES answer:

Please list medications.
What are your sleep habits (how long, how well)?

How do you feel when you wake up in the morning?

 FORMCHECKBOX 
 Sluggish
  
 FORMCHECKBOX 
 Tired

 FORMCHECKBOX 
 Alert

 FORMCHECKBOX 
 Invigorated

How would you rate your diet?

 FORMCHECKBOX 
 Poor
 FORMCHECKBOX 
 Good
 FORMCHECKBOX 
 Very Good

 FORMCHECKBOX 
 Excellent

How strongly do you believe in nutritional supplements?


 FORMCHECKBOX 
 Not at all
      FORMCHECKBOX 
 Somewhat
 FORMCHECKBOX 
 Important
     FORMCHECKBOX 
 Very Important

Are you currently taking vitamins or supplements?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


Note:  Neptune trainers are not medical professionals and are not able to give medical advice or determine medical conditions.  Please see a doctor if you have medical questions, or prior to training if you’re just beginning an exercise program or are over 50 years of age.


If you are interested in proceeding with Neptune Xtreme Water Aerobics® training, please return this questionnaire to:






Jim Bacon

Neptune Master

7981 S. Patricia Court

Franklin, WI  53132

or

jmbacon@unidial.com

Call (414) 403-3400 with any questions.
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