Beth Novick Personal Training

Health and Exercise History

Name:

Address:

City, State, Zip:

Home Phone: Work Phone:

Email: Fax:

Emergency Contact:

Physician Name and Phone:

Age: DOB: Height: Weight:

Exercise History
Have you ever participated in an exercise Program? .........ccccccveeeeiiueeeeecinveeessineeeessiseeeeens [ ]vEs [ InO

If yes, what was your experience?

What other activities do you participate in?

Do you start exercise programs but find yourself unable to stick with them? ................ [ 1YES [ INO
How much time are you willing to devote to an exercise program? __ minutes per day days per week
Can you exercise during your Work day? ......cccoocciieeeeiiee et [ 1YES [ INO

What types of exercise interest you?

___ Walking ____Running __ Swimming ____Cycling
__Dance ___Tennis __ Rowing ___Racquetball
__Strength training ___ Stretching ___ Other:

What do you want exercise to do for you? Check all that apply:

____ Improve cardiovascular fitness _____ Reduce body fat

____ Reshape your body _____Improve performance for a sport
____ Improve mood and ability to cope with stress _______Improve flexibility

____Increase strength _______Increase energy level

Other:



Beth Novick Personal Training Health and Exercise History

Health History

Are you currently taking any medications or drugs? ........ccoecvveeivcieeeeccieee e [ ]vEs [ InO

If yes, please list:

Medication: Reason: Dose:

Medication: Reason: Dose:

Medication: Reason: Dose:
Do you have a history of or currently have heart problems, chest pain or stroke? ........ [ ]YES [ 1NO
Does your immediate family have a history of heart problems? .........cccovveeiiiiiiicnnnnnn.n. [ 1YES [ INnO
Do you have increased blood PreSSUrE? ......eeiiceoccciiieeeeeeeeeeciiireeee e eeecrrreee e e e e eesaarraeee s [ ]YES [ 1NO
Have you been hospitalized or had surgery in the past year? .......ccccecvvvveeeeeeeeicccnnvenennn. [ 1YES [ INnO
Do you have a hernia or any condition that may be aggravated by lifting weights? ....... [ 1YES [ INnO
Are you pregnant or have you given birth within the last three months? ...................... [ 1YES [ INnO
Do you have a history of breathing or lung problems? .......ccccovviiviiiiieiiiieeccee e, [ 1YES [ 1nO
B Lo IR o TU IR 3 To - SRR [ 1YES [ INnO
Do you have a muscle, back, kidney or joint disorder? .......cccccoeeevviieeeeiiieeeccieee e, [ 1YES [ 1nO
Have you experience an injury recently orin the past? .....ccccccoveeviieeieciieeccciee e, [ ]vEes [ INnO
Do you have diabetes or a thyroid condition? ..........ccceeeiiiiiiiiiiiecie e [ 1YES [ INnO
Do you have increased blood cholesterol? ........oocviiiiiiiiicciecce e [ 1YES [ 1nO

Is there a health issue not mentioned in this questionnaire that would keep you from
participating in reguUIar @XErCISE? ... iiiee et e s e e s ree e s abae e e e areeas [ ]vEs [ InO

Please explain any “yes” answers below:



Beth Novick Personal Training

Services Contract

1 session (1 hour) $75 $70
12 session package $840 $780
24 session package $1560 $1440

Payment is due at the completion of each session.

Session packages may be purchased with half the fee due at the beginning of the program and the remaining
half due at the midpoint of the program.

Payment may be made with cash, check, VISA or MasterCard.

*| acknowledge that | have been informed that missed sessions will be charged at the usual rate unless | cancel
24 hours in advance. (initial)

| have read and understand the Services Contract offered to me by Beth Novick Personal Training and have
indicated above my choice of exercise program.

Signature Date

Agreed and accepted
Beth Novick, owner Date




Beth Novick Personal Training

Agreement and Release of Liability

In consideration of being allowed to participate in the activities and programs offered by Beth Novick, Personal
Trainer, and to use her facilities, equipment and machinery in addition to the payment of any fee or charge, | do
hereby waive, release and forever discharge Beth Novick from any and all responsibility or liability from injuries
or damages resulting from my participation in any activities, or my use of equipment or machinery in the above
mentioned activities. | do also hereby release Beth Novick from any responsibility or liability for any injury or
damage to myself, or in any way arising out of or connected with my participation in any activities with Beth
Novick or the use of any equipment of Beth Novick.

| understand and am aware that strength, flexibility, and aerobic exercise, including the use of equipment, is a
potentially hazardous activity. | also understand that fitness activities involve a risk of injury and even death,
and that | am voluntarily participating in these activities and using equipment and machinery with knowledge of
the dangers involved. | hereby agree to expressly assume and accept any and all risks of injury or death.

(Please initial )

| do hereby further declare myself to be physically sound and suffering from no condition, impairment, disease,
infirmity or other illness that would prevent my participation or use of equipment or machinery except as
hereinafter stated. | do hereby acknowledge that | have been informed of the need for a physician’s approval
for my participation in an exercise/fitness activity or in the use of exercise equipment and machinery. | also
acknowledge that it has been recommended that | have a yearly or more frequent physical examination and
consultation with my physician as to physical activity, exercise and use of exercise and training equipment so
that | might have his/her recommendations concerning these fitness activities and equipment use. |
acknowledge that | have either had a physical examination and been given my physician’s permission to
participate, or that | have decided to participate in activity and use of equipment and machinery without the
approval of my physician and do hereby assume all responsibility for my participation and activities, and
utilization of equipment and machinery in my activities.

(Please initial )

Signature Date



Beth Novick Personal Training

Medical Release Form

Dear Doctor,

Your patient, , wishes to start a personalized exercise program. This

program will include cardiovascular, resistance and flexibility training.

If your patient is taking medications that will affect their heart rate response to exercise, please indicate the
manner of the effect (raises, lowers, or has no effect).

Medications

Effect

Please identify any recommendations or restrictions that are appropriate for your patient in this exercise
program:

Sincerely,

Beth Novick

, has my approval to begin an exercise program with the recommendations

or restrictions stated above.

Physican signature Date Phone
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