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Consultation Interview Form

Your Contact Details

Today’s Date: __________

Name: ____________________________ 
Date of Birth/Age:
_________




Primary e-mail address: ____________________________

Primary phone: ____________________________




Mailing address: ____________________________  

Your Goals

1. Why are you here?/What brought you here?/How can we help you? (you may have to expound on these questions)
Your Exercise Status

1. Describe your current exercise routine, if any.

2. What is the heaviest you have weighed, and how old were you at that time?

3. What previous fat loss, lean muscle gain, or body improvement treatment(s) have you tried? Please state what and when.

4. Have you ever had any of the following: physical therapy, chiropractic, massage, acupuncture, Feldenkrais, rolfing, Alexander technique, Other? Please elaborate.

5. Have you ever worked with a personal trainer? If so, provide details:

6. Give an idea of your schedule, such as how many days do you have to commit towards exercise and the number of minutes or hours per day.
7. Are there any areas of your body that you especially consider “problem areas”?

Your Nutrition & Metabolism

1. Have you ever had your metabolism tested? 

Yes: ____ No: ____ Details: _________________________________________________________

2. Do you count or track calories?

Yes: ____ No: ____ Details: _________________________________________________________
3. What is a typical breakfast?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


4. Lunch?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


5. Dinner?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


6. Describe your snacking habits in between breakfast, lunch, and dinner:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


7. Describe your pre-workout nutritional habits, if any:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

8. Describe your “during the workout” nutritional habits, if any:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


9. Describe your post-workout or nutritional habits, if any:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


10. Describe all nutritional supplements you are currently using. Include multi-vitamins, sport supplements, electrolytes, and any special juices, pills, capsules or tablets:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


11. How much water do you drink per day, apart from exercise? 

_______________________________________

12. How much water do you drink during exercise? 

_______________________________________

13. Please describe any known food sensitivities, or intense likes/dislikes:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

14. Do you ever have heartburn, gastrointestinal distress, or stomach problems?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

15. Please describe any religious, ethical, or logistical limitations regarding nutrition (include information about any current nutritional sponsors):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Your Lifestyle

1. Describe your job.
2. Do you consider your job physically challenging or active?

3. How many hours do you spend in front of a computer?
______________________________________________________________________________________

4. On a scale of 1 to 10 (1=no stress, 10=a lot of stress), please rate the amount of stress in your career.
1
2
3
4
5
6
7
8
9
10
5. On a scale of 1 to 10 (1=no stress, 10=a lot of stress), please rate the amount of stress in your personal life.
1
2
3
4
5
6
7
8
9
10
6. What time do you usually go to bed at night and wake up in the morning?
7. Are there any other notes about your lifestyle that you would like to share?

Your Health History

If you answer "yes" to any of these questions, please provide details such as date of occurrence, frequency, intensity, amount, etc.
1. Do you suffer from back pain? 

Yes: ____ No: ____ Details: _________________________________________________________

2. Are you sensitive to touch/pressure in any area? 

Yes: ____ No: ____ Details: _________________________________________________________

3. Do you have tension, numbness or pain in a specific area? 

Yes: ____ No: ____ Details: _________________________________________________________

4.  Do you experience frequent headaches? 

Yes: ____ No: ____ Details: _________________________________________________________

5. Are you pregnant? 

Yes: ____ No: ____ Details: _________________________________________________________

6. Have you ever given birth?

Yes: ____ No: ____ Details: _________________________________________________________

7.  Do you have high blood pressure? 

Yes: ____ No: ____ Details: _________________________________________________________

8. Do you have high cholesterol?  

Yes: ____ No: ____ Details: _________________________________________________________

9. Have you ever had surgery? 

Yes: ____ No: ____ Details: _________________________________________________________

10. Have you ever broken any bones? 

Yes: ____ No: ____ Details: _________________________________________________________

11. Do you experience stiff, swollen or painful joints?  

Yes: ____ No: ____ Details: _________________________________________________________

12. Do you have difficulty sleeping?   

Yes: ____ No: ____ Details: _________________________________________________________

13.  Do you experience fatigue or lack of energy? 

Yes: ____ No: ____ Details: _________________________________________________________

14.  Do you experience cold hands or feet?  

Yes: ____ No: ____ Details: _________________________________________________________

15.  Have you ever been advised by a physician to avoid any type of exercise? 

Yes: ____ No: ____ Details: _________________________________________________________

 

16. Have you ever been knocked unconscious or suffered a concussion? 

Yes: ____ No: ____ Details: _________________________________________________________

17. Do you (or does someone in your family) have a cardiac condition, or have any relatives had a heart attack?  

Yes: ____ No: ____ Details (including age of relatives if heart attack): 

_________________________________________________________

18.  Do you have any known allergies?

Yes: ____ No: ____ Details: _________________________________________________________

19. Are you currently taking any medications (not nutrition supplements)?

Yes: ____ No: ____ Details: _________________________________________________________

20.  Do you smoke or have you smoked in the past?  

Yes: ____ No: ____ Details: _________________________________________________________

21. Are there any medical issues which have not been discussed on previous questions?

Yes: ____ No: ____ Details: _________________________________________________________

22. Who is your doctor? _____________________________________________

23. When was your last medical or physical exam?  Date/details: ______________________

Please sign that all the information you’ve provided thus far is complete to the best of your knowledge, and you understand that any wrong or incomplete information could result in a less effective fitness program, injury, or illness.

Signature: _________________________________________________
Date: _____________

Staff signature: _________________________________________________
Date: _____________

Your Roadmap

Next appointment/plan of action:

____________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
Additional Notes:
