The Fit Dimension

Client Questionnaire
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Have you ever undertaken regular physical activicy? Yes D No D
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HAVE YOU EVER SUFFERED FROM? (Please Tick)
YES NO NOTSURE

Breathing difficulty,/shortness of breath/asthma
Pain / Tightness in the chest
Palpitations / Heart irregularity
High Blood Pressure

High Cholesterol

Heart / Stroke Condition

Gout

Dizzy Spells / Light Headed
Chronic Cough / Pneurmonia
Stomach Ulcer

Diabetes

Arthritis / Joint / Muscular Pain
Back Pain

Hernia

Cramps
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Circulatory Problerms

Disclaimenr

The client agrees that he/she has had a medical check up prior to the commencerment of
their training, and there are no medical our similar conditions that may affect your training.
If there are any conditions it is vital that your trainer be made aware of them.
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