Pre-Activity Readiness Questionnaire (PAR-Q)

Joy of
Fitness         

Name:…………………………………………… Age:……...
D.O.B.: ……………………. Gender: M / F

Address: ……........................................………………………………………………………………………………...
Email:……………………………………………………….

Phone (H): ……………………………. (W): ……………………………(M):…………………………………
Emergency Contact Name: ……………………………………………… Phone: …………………………..
Regular physical activity is fun and healthy, and increasingly more people are starting to become active everyday. Being more active is very safe for most people.  However, some people should check with their doctor before they start becoming more physically active.

Common sense is your best guide when you answer these questions. 
Please read the questions carefully and answer each one honestly: tick YES or NO:

	· Yes
	· No
	1. Has your doctor ever said that you have a heart condition and that you should only do physical activity recommended by a doctor?

	· Yes
	· No
	2. Do you feel pain in your chest when you do physical activity?

	· Yes
	· No
	3. In the past month, have you had chest pain when you were not doing physical activity?

	· Yes
	· No
	4. Do you lose balance because of dizziness or do you ever lose consciousness?

	· Yes
	· No
	5. Do you have a bone or joint problem (for example, back, knee, hip) that could be made worse by a change in your physical activity?

	· Yes
	· No
	6. Is your doctor currently prescribing drugs (for example, water pills) for your blood pressure or heart condition?

	· Yes
	· No
	7. Do you know of any other reason why you should not do physical activity?



	Please note:
If your health changes so that you answer YES to any of the above questions,

                                      tell your fitness or health professional.


Health and Exercise considerations

Is there anything else I need to know about your health? (Please circle)
	Arthritis
	Heart palpitations
	Back pain
	Liver / kidney condition

	Asthma
	Regular headaches
	High cholesterol
	Infectious disease

	Diabetes
	Muscular pain / cramps
	Epilepsy
	Hernia 

	High / low blood pressure
	Major injuries / breakages
	Family history of heart disease / stroke
	Pain or tightness in the chest

	Chronic cough
	Recent hospitalisation
	Other (please specify)


Please provide a brief explanation of any conditions circled above: ………………………………………..
………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………….
Any other condition that may limit your activity programme: …………………………………………………
……………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………….
	· Yes
	· No
	Are you pregnant?


I have read, understood and completed this questionnaire.  Any questions I had were answered to my full satisfaction.
Name (please print):
______________________________

Signature:
_____________________________________
Date: ____________________

Name:…………………………………………… 

Please list any medications and / or nutritional supplements that you take:

	Medication / Nutritional Supplement
	Frequency / What for
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