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ITB SPORTS CENTRE


Health Screening Form 





Name:		__________________________


Address:	______________________________________________


Student No.	_________________		D.O.B _________________


Occupation:	_________________		Phone No:_________________


Next of Kin	______________________	Phone No:_________________


Dr. Name	______________________	Phone No:_________________





Medical History


Do you suffer from any of the following conditions? Fill in the appropriate 


box with Y (yes), N (no). Give relevant details where necessary.





High Blood Pressure	�
�
Low Blood Pressure�
�
�
Allergies�
�
Arthritis�
�
�
Asthma/Breathing Difficulties�
�
Diabetes/Epilepsy (specify)�
�
�
Bone/Joint/Muscle Disorders	�
�
History of Heart Disease�
�
�
High Cholesterol�
�
Pregnant in Last 3 months�
�
�
Fainting/Dizziness/Blackouts�
�
Advised by Dr. Not to exercise�
�
�
Chronic Illness�
�
Detail:______________________�
�
Surgery in last 3 months�
�
Detail:______________________�
�
On prescribed Medication�
�
Detail:______________________�
�



Do you suffer from any other condition/Disease that is not listed above but 


which may interfere with your ability to take part in an exercise programme ?


Detail: __________________________________________________________





I (name in print) __________________________ declare that to the best of my knowledge that the information given above is correct and I know of no reason why I should not take part in any activities in the sports centre.  I accept full responsibility for my health in any activity I choose to participate in the Sports Centre and I understand that no responsibility is assumed by the Centre for any injuries that may occur on the premises or any medical condition(s) that may arise as a consequence of my participation in activates in the Sports Centre.





Signature of Member:  ________________________    Date:____________








Lifestyle


Do you smoke, if yes how many a day?�
�
�
Would you consider yourself to be a healthy eater?�
�
�
How long is it since you last exercised?�
�
�
What type of activity was involved?�
�
�
How would you rate your sleep pattern?�
�
�



FITNESS ASSESSMENT


Age ____	Height _______cm      Weight _______kg





Exercise History : ________________________________________





Injuries : __________________________________________________





TESTS:


Sit and reach test - ________	Resting Heart Rate - __________


Body fat - _______% 	BMI - __________


(Note that the body fat reading for females will be 6-8% higher than the reading for males)





Programme Objectives  ___________________________________





Warm Up�
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Core Exercises�
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Warm Down�
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