
 

Pike Fitness Intake Packet 
Welcome to Pike Fitness! 

 
Contact Info 

 

Name: _______________________________________ Birthday: _______________ Age: _________ 

E-mail: ______________________________________ Phone: _______________________________ 

Emergency Contact: _________________________________________________________________ 

How did you hear about us? ___________________________________________________________ 

Training Goals 

__________________________________________________________________________________

__________________________________________________________________________________ 
Medical Considerations 

Allergies, medical conditions? 

__________________________________________________________________________________

__________________________________________________________________________________ 

Medications, current supplements, EpiPen? 

__________________________________________________________________________________

__________________________________________________________________________________ 

Current Aches or pains? 

__________________________________________________________________________________

__________________________________________________________________________________ 

Prior injuries and surgeries? 

__________________________________________________________________________________

__________________________________________________________________________________ 

 

Would you like to sign up for our mailing list?           Yes      /     No 

Interests:​  New Classes​ ☐ ​ | ​Training Tips​ ☐ ​ | ​Seminars and Events​ ☐ ​ | ​Personal Training​ ☐   

Fitness Education​ ☐ ​ | ​Contests & Giveaways​ ☐ ​ | ​Workout Plans​ ☐ ​ |  ​Local Fitness Events​ ☐ 
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Exercise Readiness Questionnaire 
 

Has a physician ever diagnosed you with a cardiac, peripheral vascular, or 
cerebrovascular disease? Y N 

Has a physician ever diagnosed you with chronic obstructive pulmonary disease, 
asthma, interstitial lung disease, or cystic fibrosis? Y N 

Has a physician ever diagnosed you with diabetes mellitus (type 1 and 2), thyroid 
disorders, renal or liver disease? Y N 

Do you feel pain in your chest when performing physical activity? Y N 

Have you experienced chest pain while not exercising within the past month? Y N 

Do you lose your balance because of dizziness, or do you ever lose consciousness? Y N 

Do you have a bone or joint problem that could be worsened by a change in your level 
of physical activity? Y N 

Is your doctor currently prescribing pills for your blood pressure or a heart condition? Y N 

Are you pregnant? Y N 

Do you experience swelling of the ankles? Y N 

Do you experience lameness or pain the calf muscles? Y N 

Do you experience discomfort when not in upright position, or interrupted breathing at 
night? Y N 

Do you ever experience shortness of breath? Y N 

Do you have a heart murmur? Y N 

Do you experience unexplained fatigue? Y N 

Do you experience pain or discomfort in the jaw, neck, chest, arms or elsewhere that 
could be caused by lack of circulation? Y N 

 
IF YOU HAVE ANSWERED ​YES TO ANY​ QUESTION ABOVE, IT IS ​NECESSARY​ THAT YOU BE CLEARED 

BY A LICENSED PHYSICIAN PRIOR TO INCREASING PHYSICAL ACTIVITY​. TALK TO YOUR DOCTOR 
ABOUT WHAT QUESTIONS YOU ANSWERED YES TO, AND SEEK RECOMMENDATIONS ABOUT THE 

LEVEL, PROGRESSION OF ACTIVITY, AND RESTRICTIONS ASSOCIATED WITH YOUR SPECIFIC NEEDS. 
 

● If you honestly answered ​no​ to all questions, proceed to the following pages. 
● If your health changes, and in the future you can answer ​yes​ to any of the above questions, contact your 

physician to seek guidance. 
 

BY SIGNING BELOW, I AGREE THAT I HAVE READ AND UNDERSTAND THE ABOVE STATEMENT. 
ANY QUESTIONS I MAY HAVE HAD WERE ANSWERED TO MY SATISFACTION. 

 
Signature: ____________________________________________ Date: ___________________ 
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Coronary Artery Disease Risk Factors 
 

Positive Risk Factors 

Are you a male over 45 years old or a female over 55 years old? Y N 

Has a 1​st​ degree relative ever died from sudden death, had a heart attack, or had 
coronary revascularization? male under 55 yrs or female under 65 yrs Y N 

Do you smoke or have you quit smoking within the last 6 months? 
Are you around 2​nd​ hand smoke? Y N 

Do you have high cholesterol? (LDL ≥130 mg/dl or HDL of <40 mg/dl or on lipid lowering 
medication. If total serum cholesterol is all that is available, use ≥ 200 mg/dl) Y N 

Are you diabetic or prediabetic? (Prediabetic = elevated blood glucose levels ≥ 100mg/dl, 
or 2-hour values in an oral glucose tolerance test ≥ 140 mg/dl on at least two separate 
occasions.) 

Y N 

Are you obese? (BMI ≥ 30 kg/m² or waist circumference of >40” for men and >35” for 
women) Y N 

Are you sedentary? (Less than 30 minutes of moderate activity [40-60% V02 Reserve] on 
at least three days per week for at least three months) Y N 

Are you hypertensive? (Systolic ≥ 140 mmHg or diastolic ≥ 90 mmHg confirmed by two 
separate occasions or currently on antihypertensive medication) Y N 

Negative Risk Factors 

Do you have high serum high-density lipoprotein cholesterol? ≥ 60 mg/dl Y N 

 
IF YOU HAVE ​TWO OR MORE RISK FACTORS​ AFTER DEDUCTING A NEGATIVE RISK FACTOR, IF ANY, 

YOU ARE AT MODERATE RISK FOR CAD AND IT IS ​NECESSARY THAT YOU BE CLEARED FOR 
VIGOROUS EXERCISE​ PRIOR TO PARTICIPATION. HOWEVER, IT IS ​NOT NECESSARY FOR YOU TO BE 

CLEARED FOR MODERATE EXERCISE​. 
 
 

● If you honestly answered all of the questions above, and do not have two or more positive risk factor for 
CAD, you are at low risk for CAD and may continue without a physician’s approval.  

● If your health changes, and in the future you can answer ​yes​ to two or more of the above questions under 
“positive risk factors”, contact your physician to seek guidance. 

 
BY SIGNING BELOW, I AGREE THAT I HAVE READ AND UNDERSTAND THE ABOVE STATEMENT. 

ANY QUESTIONS I MAY HAVE HAD WERE ANSWERED TO MY SATISFACTION. 
 

Signature: ____________________________________________ Date: ___________________ 
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