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Physical Activity Readiness & Medical Questionnaire

Name: __________________________________________________________________
Date of Birth:    ___________________________________________________________
Sex-at-birth: M/F

1. Are you currently in good health? Y/N

2. If no, please provide further details in the space below. You may be required to see your GP before you can begin. 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. How often do you currently participate in vigorous physical activity?

· <once per month
· Once per month
· 2-3 times per week
· 4-5 times per week
· >5 times per week

4. Please confirm:
	Question
	Yes
	No

	Do you, or have you ever, suffered from high blood pressure, or any heart problems?
	
	

	Do you have a family history of heart disorders, coronary heart disease, high blood pressure (hypertension), or diabetes? 	
	
	

	Have you ever experienced any chest pain, tightness, palpitations, or irregular heartbeats during exercise? 
	
	

	Do you, or have you ever, had issues with dizziness or low blood pressure (hypotension)?
	
	

	Do you, or have you, ever suffered from diabetes/low blood sugar (hypoglycaemia)?
	
	

	Have you suffered from any recent viral infections? Or have you had to consult your doctor within the last 6 months?
	
	

	Have you had a cold or flu in the last two weeks?
	
	

	Are you suffering from any muscular or joint injury?	
	
	

	Are you currently taking any medication (prescription/over the counter)? Excluding oral contraceptives, or asthma (if inhaler available).
	
	

	Do you, or have you ever suffered from any blood related disorders, including blood coagulation abnormalities such as Von Willebrands Disease, or ever had any issues related to blood taking?
	
	

	Have you ever been told that you should not exercise?
	
	

	Are you under the influence of alcohol or any other psycho-active substance? 
	
	

	Do you have any known allergies or reactions to dietary supplements or foods?
	
	



5. If you have answered yes to any of the above, please provide further details in the space below. You may be required to see your GP before you can begin. 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. Is there any reason, not stated above, why you should not take part? Y/N

________________________         ________________________.       ________________________
Name of participant 		     Date 			         Signature
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