Medical History Form

Name: Date:
Telephone:

Date of Birth: Age: Height:
Weight:

In Case of Emergency Contact:

Relationship:
Address:

Phvsician:

Address: Phone:
Are vou currentlv under a doctor’s care:

If ves, explain:

When was the last time vou had a phvsical examination?

Phone:

Specialty:

Yes[ | Noll]

Have vou ever had an exercise stress test: Yes[ ] Nol ]l Don't Enow

L]



