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AmonaFitnessJourney 
Shai Amon Certified Personal Trainer


 
  PERSONAL TRAINING HEALTH SCREENING QUESTIONNAIRE

Name: 	__________________________________________________________ Birth Date:  ________________
	Last			First
								   Age:               ________________
Address:	______________________________________________________

		______________________________________________________
		City			State		Zip Code

Phone Number:	______________________________________________(cell)

			______________________________________________(home)

Email:		______________________________________________________

Occupation:	______________________________________________________

Height:	_________________________	Weight:	____________________________

Person to Contact in Case of Emergency:	_____________________________________________

Phone Number:	______________________________________________


Client Agreement 
1. This contract being entered into between AmonaFitnessJourney and _____________ (client), for services beginning on ___________ (start date) and __________(end date). Fitness based sessions will be performed _____________ times per week/monthly and will cost $_________. The client will pay by check, cash, payment apps (Zelle, Venmo, Cashapp) by two days before the start date of each package. 
2. If cancellation is not received 24hours in advance the client agrees to pay in full/be charged for the scheduled session. 


Total Release and Waiver of Liability 
1. As a condition of my enrollment, I accept full responsibility for my own ability to participate in this program. I understand that participation and use of instruction, programs, activities, and equipment provided by AmonaFitnessJourney is potentially hazardous. 
2. I hear by release AmonaFitnessJourney and its trainers from any responsibility or liability for any damage injury or loss whatsoever including those caused by their negligence. 
3. I have read and understood the above and that it sets out the terms of engagement and that it is also a total release and waiver of liability.
4. I have gotten clearance from my doctor to start my training program.  

___________________________________                                  ____________________________________
Client Signature				           Trainer Signature
				          
___________________________________                                 _____________________________________
Client Name	                                                                 Trainer Name
                                                           
__________________                                                              __________________
Date		                                                                 Date

Medical History:

Please indicate if any of these statements apply to you by placing a YES in the space provided (Past or Current) and write specific issues:

Heart Disease (chest pains, heart murmur, A-Fib)		________________________________

Diabetes	________________		Asthma, breathing or lung problems_______________

Allergies	________________ 	Cancer	_______________	High Blood Pressure________

Back Problems_______________		Neck Problems____________

Joint Problems_______________	:	Knee________(R or L)	Shoulder_________(R or L)

					Ankle_______(R or L)	Wrist_____________(R or L)

Recent Surgeries_____________________________________________________________________________

Injuries that may be aggravated by exercise_______________________________________________

Do You Smoke  _________________  How Much ______________ How Long _____________________

Do You Consume Alcohol _________ How Much ___________ How Often_____________________

Medications__________________________________________________________________________________.  

Goals:

1.	What are your concerns and goals:  (examples:  Fat loss, weight loss,
              strength, power, muscular endurance, cardio fitness, flexibility, agility, core
              stability or balance)_________________________________________________________________
	________________________________________________________________________________________
2.	Why do you want to achieve these goals? (examples:  General health, injury
	prevention/rehab, sport-specific training, aesthetic reasons)___________________
	________________________________________________________________________________________
3.	What areas do you want to concentrate on or emphasize? (i.e.: specific areas
	to strengthen, joint stability, cardio or core conditioning, specific areas to
	mobilize)______________________________________________________________________________
_________________________________________________________________________________________
4.	How long has it been since you have exercised regularly? (2 or more times a
	week)_________________________________________________________________________________
5.	Do you have experience with free weights, bands or functional stability 
	training?______________________________________________________________________________
6.	What type of cardiovascular exercise are you familiar with?____________________
	________________________________________________________________________________________
7.	What is your current exercise program?___________________________________________
8.	Are there any exercises that are contraindicated or not recommended by 
	your physician/chiropractor/physical therapist__________________________________
	_________________________________________________________________________________________
9.	How much water do you intake an average per day?_____________________________
10	Number of hours of sleep per night:________________________________________________
11.	What is your available time and frequency for exercise?
	What days:   M   T   W   Th   F  Sat   Sun
	What Times:	am_________________	pm__________________		
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