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NAME: 	 DOB: 

ADDRESS: _____________~_____ 	 PHONE: _____ 

e 	 TESTING DATE: 

• 	 THE COST OF THE PROGRAM: 12 vVEEKS $450 RUN/PLYO $275 

10 WEEKS $400 RUN/PLYO $250 

8 WEEKS $350 RUN/PLYO $225 

6 WEEKS $300 RUN/PLYO $200 

GIFT CERTIFICATE WEEKS 

• 	 PAYMENT CAN BE MADE EITHER IN FULL OR HALF ON THE TESTING DATE. IF 

PAYING HALF, THE REMAINING BALANCE WILL BE D1JE 3 WEEKS LATER, 

UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE. 

• 	 ACCEPTED PAYMENT METHODS ARE CASH, CHECK OR CREDIT CAlm. 

o MASTERCARD 	 o DISCOVER o VISA 

CARD NUMBER: 	 AIVrOUNT: .. 

I 
I 

~S_I_G_N_A_T_U_R_E_:______________________~_E_X_P_._D_A-_rE_____ I 
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HEALTH HISTORY QUESTIONNAffiE 

Name Date Age ___ 

Address Date of Birth 

City __ Zip Phone 

Cell/school phone ________________ Email 

Father's name Work phone ________ 

Mother's name Work phone 

Physician _______________ Phone 

Emergency contact person ___________________ Phone 

Please list any medication you are currently taking on a regular basis. 

Please list any allergies 

Are you currently under a physician's care? Ifyes, please explain. 

Answer all the questions; write N/A if it does not apply to you. 
Family history 

Age . Health Age at death Cause 

Father 

Mother 

Siblings 
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Please list if allY blood relative (parenl, grandparcnt, aunt/ullcle) Ims evcl had allY or the 
following. (Check all Liml apply) 

Sudden death before the age of 50 __ 

Cancer 

Heart disease 

High blood pressure ____________ 

Stroke 

Diabetes 


Epilepsy ____________________ 


Blood diseases (sicklc cell, allcmift, leukemia) ____ 

Have you had or currently have allY of the following? Please check and provide dales, if 

applicable. 

o Hearl murllJur o Hepalitis 
o Heart disease o Scarlct f{:vcr 

o Diabetes o TlIbercll;~)sis 

o Sickle cell anemia o Ulcer 
o High or Low Dlood Pressure u IlclllOlrhuids 
o Skin disorders o Ncrvous SlUIllach 

o Migraine headaches o Hernia 
o Frequent skill infection o Appendicilis 
o Heal exhaustion o Kiullcy/ bladder inlccliulJ 
o Heat stroke o Frequent diarrhea 
o Chronic sore throat o Loss of all org,U} 
o Congenital abnormalily u Pneulllonia 
o Mononucleosis o ArLluilis 
o Thyroid disease o AsLhlJla 
o illY infection u ConclissioIl/faj nting/ullc01IScioli St lC: 
o Seizure disorder u Slomach or intestillal pll.JblelllS 
o IUlcumatic fever o Other 



---------- --

PleRse describe any past or CUI I Cllt cOIHliLions YOll IlHve cxpcriclll'cd (Illuscle str aills, 
sprains, fi'aclures, surgery, bod paill or any gcneral discolllfurt) 

Head/Neck 

Shoulder/Clavicle 

Arm/Elbow/WrisliHuml 

. Back 

Hip/Pelvis 

Thigh/Knee 

Lower leg! Ankle/Foot 

Are there allY other COllllllellls y\JU would like to give COllCC1Ililll:', YUlIf hc,lillt'l 

I do hereby stnte that 10 the best of my knowledge, J have given a corrcct amI aCCllI<1tc 

medical history report. 

-------~-

Athlete's signature Dale 

----~-

Parent or Guardian's signaturc Dale 



------------------------------------------------ ---------------------

PAR-Q 
(A Qucstiollnaire for People Ageu 15 to 69) 

YES NO 
1. 	 Has your doctor ever said that you have a heal l cundition a1lt! [hal yuu SllOUld olll y tlo 

physical aCiivity recommended by a doctor? 

2. 	 Do you [eel pain in your chcst when you do physical activity? 

3. 	 In llie past month, have you had chest pain whcn you were not doing physical 
activity? 

", 
4, Do you losc your balance because of tlizziness or uo you ever lose consciousness'! 

5. 	 Do you have n bone or joiut problem tim! could ue matle worse by a chaIlge ill your 
physical activity? 

p. 	 Is your doctor currently prescribing drugs (for c;l.a1nple, water pilis) for your blootl 
pressure or heart conditiou'l 

7. 	 Do you Know of any ollier reasou why you should 1I0t do physical activity? 

If you answered: 

YES 10 one or more questions: 

Talk willi your doctor by plJone or ill persall UEf'ORE you start becoming much mOlc pll)'sic;t!ly activity or DEFORE ;Ull 


have a fitness appraisal. Tell your doctor about Ute PAR-Q ami whidl qucstions you ;lIl:i\\crcd YES, 

-You may be ablc to do any activity our WalJt--as long as you start slow and built! up grauually. Or, YOl,\ 

may ueed to restrict your activities to tbose whiclJ arc safe for you. TaiL ".vitl! you doctor about thc kinds "r 

activities you wish to participate iu and follow his/Iter advise. 

-Pind out which community programs arc saIc a11t! helpful for you. 


NO to all questions: 

If you answered NO honestly to all PAR-Q questions, you call bc reasonably surc tlJat you can: 


, 	 -Starl becoming much lIIorc physically active--begiu slowly allll built! .ui) gradually. This is the safest and 
casiest way to go. 
-Take part in a fitness appraisal·-this is an cxcellcnt way to dcterminc yell\[ basic fitness so that you can l'l:l~l 
tilC best way for you to live actively. 

DELA Y BECOMING MUCll MORE ACTIV}!;: 

-If you are not [eelLng well becausL of temporary illness such as a cold 01 a fcver--wait ulltil you !"cel OCULi; 

or 

-If you arc or may be prcgnant--talk to your doctor before you start becullling activc. 


I have read, understood, and completed tilis qucstioilllaire. Any questions [ had werc ,U1.<;wcrcd to Illy full satisfactioll. 

SIGNATURE 	 DA'lE 

Referenced from ACSM'3 Guidelllle3 [or E;r.crd.lc Testing, nn<.l Prescription, l'irth Edition. 

http:E;r.crd.lc


If.E.A.T. 

l-IIGH ENERGY AD" ANCED 'rRAINING 

I\1ISSION STATEMENT: It is a comprehellsive ilpproncil to cnhallcc 
or restore individual flexiLJility, strellgth, povver, ,mel sl'c;cd as well as 
cardiovascular condilioning based 011 sound scientific HIllImedica1 
principles. 

The following guidelines iJa ve been created to help you Cl~jOy your 
experience with the H.E.A.T. progralll. _ 

• 	 The 6-week prograIlllllust be completed withill 7 weeks o[ original 
testing date. The 12-week program must be cUllIpleted withill J1.\ 

weeks of original testing date, unless other anallgellJents have LJecll 
made with H.E.A.T. program director. 

.. H.E.A.I. participants lllay attend a maximulll of 3 trainiug sessiolls 
per week. 

.. H.E.A.T. participallts lllllst call to cancel appointmellt prior to 
scheduled session otherwise session is lost. 

o 	 All H.E.A.T. participants must check ill al Lhe fronL desk prior to 
workout. 

.. 	 All participants are requireJ lo clean up aller thelllseives, 1'or 
example, rcltun weights to racks, tiu'ow lowclsill appropriate uins, 
wipe down muciJ jnes, etc ... 

e 	 It is important that H.E.A.T. pmticipaIlls slIm·v Illutual respect to 
other participal1ls. Realize your words and actiulls may cause an 
lUlpieasmll trailling session. 

Thank you for yom belp. 
H.E.A.T. stafr 

I agree with the folloyving guiuelines of the H.E.A.T. program 

Signed ___________________ Date ___ 



-------------

.H.E.A.I Introduction 0IICct 
" 

Reasolls for entering tile 11.E.A.T. progralll (sports, elc.)? 

Goals that you would like to 111Cet will ill the H.l:':.J\.T. jlIUgl'.II11'? 

I) 

2)___________________ 

3) 

How did you Jearn about lhe I l. L':.A.'1'. program? 


