For Assessment Purposes Only


Name: .....................................………………................................ Birthdate:.................Gender: ............

Full Address:....................................…........…………………........................................Post Code:..........

Job Duty:...……………................................……...............Phone (W):........................(H)........................

Physician/Doctor(& Location):........................................................................Phone (W):........................

Emergency Contact: ………….............................................Phone (W):.......…….....(H):........…............

Have you ever had or do you have? .(tick all that apply)




If you ticked
Anyone in your family under 60 suffer Heart Disease, Stroke, raised Cholesterol or Sudden Death?  

  
any of the boxes,

Are you male over 45 or female over 55 and NOT used to regular vigorous exercise?  


please take this
Are you on any prescribed medication?  
 
Have you been hospitalised recently?  


  form to your
Have you given birth within the last 6 weeks?  

Are you pregnant (if known)?  

 
 doctor & ask 

Do you have any Infections or Infectious Diseases?  
 


  
for clearance to 





exercise before 

Do you have or have you had:  (tick all that apply)


        starting any 

Gout  

Glandular Fever  

Any Heart Condition  

  
exercise program
Stroke  

Rheumatic Fever  

Heart Murmur  


        OR
Diabetes  

Dizziness or Fainting  

High Blood Pressure >140/90  

  
sign below if 
Epilepsy  

Stomach/Duodenal Ulcer  

Palpitations or Pains in the Chest  

  
you have already
Hernia  

Liver or Kidney Condition  

Raised Cholesterol/Triglycerides  

  
cleared the 

Other  
   
Please specify: ______________________________________________


condition with 








your doctor.

If you ticked “ “ please give details of conditions, medications and approximate date cleared? 
Condition 











Cleared

_____________________________________________________________________________
__________

_____________________________________________________________________________
    Signed

Have you ever had or do you have?  (tick all that apply)
Arthritis  
 
Any pain or major injuries particularly in  the following areas:

If you ticked any of these

Asthma  

Neck  


Back  


Please ask instructor for
Cramps  

Knees  

Ankles

  
exercise class or program
Muscular Pain  





  
guidance before starting.
Do you smoke?  

Are you dieting or fasting?




Are there any conditions which may be reason to modify your exercise program?


What type of exercise(s) have you been doing over the past three months? ____________________________
Intensity (Circle):    Hard     Medium     Light          Length of Session (average):______________minutes

Number of Times per Week (average):_________  Do you consider yourself ACTIVE or INACTIVE ? (circle)
Please read the following exercise advice carefully:

It is recommended that all Males over 45 and Females over 55 should have a Medical Assessment/Clearance including an Exercise ECG and Cholesterol/Lipid Count if they have more than one of the following risk factor criteria: Smoker, Hypertension, Hypercholesterolemia; ‘unhealthy’ family history, obesity, impaired fasting, sedentary lifestyle, and/or high serum HDL.

CSTC Pty Ltd’s student is there to guide you into the most suitable physical activity.  If you feel faint, dizzy or unwell at any time during the physical exercise session, you must tell your instructor immediately.  Be sure to limit yourself to a pace where you can still talk comfortably.  Should you suffer any injury, illness or condition, please notify your instructor. 

Statement:

I recognise that the student of CSTC Pty Ltd is not able to provide me with medical advice with regard to my medical fitness and that this information is used as a guideline to the limitations of my ability to exercise.  I have answered the above questions accurately, truthfully and to the best of my ability and understand the advice above.  CSTC Pty Ltd staff and management assumes no responsibility of the advice given by the individual instructors or students.  

Signed:____________________________  Student /Trainee:___________________________Date:__________
FITNESS ASSESSMENT WORKSHEET
	
	Assessment 1
	Assessment 2 (review)

	Date:

	
	

	First Name
	
	

	Gender / Age
	
	yrs
	
	yrs

	Resting Heart Rate:
	
	

	Blood Pressure

	
	

	Height (cm):

	
	

	Weight (kg):

	
	

	Body Mass Index (kg/m)2: Wgt (kg)/hgt (m)2
	
	

	BMI Range
	
	

	GIRTHS (cm):
	
	

	          Waist:

	
	

	          Hips:

	
	

	WAIST - HIP RATIO Waist (cm)/Hip (cm)
	
	

	BIA (% Body Fat)
	
	

	BodyFat % Classification
	
	

	CARDIOVASCULAR (Choose 1)
	
	

	Queen’s Step Test 
	bpm
	bpm

	Bruce Treadmill Test (VO2max)
	
	

	Ebbeling SubMax Test (VO2max)
	bpm
	bpm

	MUSCULAR STRENGTH (ALL)
	
	

	AB Strength (5 or 7 step):
	
	

	Push Up Test (Max)
	
	

	MUSCULAR ENDURANCE (ALL)
	
	

	Trunk Flexibility

	
	

	Shoulder Flexibility
	
	

	Right arm over
	
	

	Right arm under
	
	


CSTC Pty Ltd’s student is there to guide you into the most suitable physical activity.  If you feel faint, dizzy or unwell at any time during the physical exercise session, you must tell your instructor immediately.  Be sure to limit yourself to a pace where you can still talk comfortably.  Should you suffer any injury, illness or condition, please notify your instructor.  Statement:  I recognise that the student of CSTC Pty Ltd is not able to provide me with medical advice with regard to my medical fitness and that this information is used as a guideline to the limitations of my ability to exercise.  I have answered the above questions accurately, truthfully and to the best of my ability and understand the advice above.  CSTC Pty Ltd staff and management assumes no responsibility of the advice given by the individual instructors or students.  

Signed:_________________________  Student/Trainee:______________________Date:__________ 

FITNESS ASSESSMENT WORKSHEET

	First Name
	1)
	2)
	3)

	Date:

	
	
	

	Gender / Age
	
	yrs
	
	yrs
	
	yrs

	Resting Heart Rate:
	
	
	

	Blood Pressure

	
	
	

	Height (cm):

	
	
	

	Weight (kg):

	
	
	

	BODY COMPOSITION
	
	
	

	Body Mass Index (kg/m)2: Wgt (kg)/hgt (m)2
	
	
	

	BMI Range
	
	
	

	GIRTH (cm):   Waist
	
	
	

	GIRTH (cm):   Hip
	
	
	

	WAIST - HIP RATIO 
	
	
	

	SKINFOLDS (explanation only)
	
	
	

	BIA (% Body Fat)
	
	
	

	CARDIOVASCULAR
	
	
	

	Queen’s Step Test 
	bpm
	bpm
	bpm

	Bruce Treadmill Test (VO2max)
	
	
	

	Ebbeling SubMax Test (VO2max)
	bpm
	bpm
	bpm

	MUSCULAR STRENGTH (dynamic)
	
	
	

	AB Strength (5):
	
	
	

	AB Strength (7):
	
	
	

	Push Up Test (Max)
	
	
	

	1RM Max: Bench Press
	
	
	

	1RM Max: Leg Press
	
	
	

	1RM Max: Overhead Press
	
	
	

	1RM Max: Biceps Curl
	
	
	

	1RM Max: Lateral Pull-Down
	
	
	

	MUSCULAR ENDURANCE
	
	
	

	Push Ups
	
	
	

	Sit Ups
	
	
	

	FLEXIBILITY
	
	
	

	Trunk Flexibility

	
	
	

	Shoulder Flexibility
	
	
	

	Right arm over
	
	
	

	Right arm under
	
	
	

	Yes/No Tests of Flexibility
	
	
	

	Classification of Client (re: risk: eg. Healthy, risk, etc): Overall Evaluation
	
	
	


© 2014

