
 

 

 
 
 

HEALTH HISTORY QUESTIONNAIRE 
 
Code: ________________________________  Test Date: __________ 

Sex:   M    F     Age: __________    Height: ________________ Weight:______________ 

ALLERGIES: _______________________________________________________________________ 

____________________________________________________________________________________ 

                
GENERAL MEDICAL HISTORY 

 
CURRENT MEDICATIONS 
 
Please list all medications your child is taking or has recently taken: 
      Medication             Dose     Reason                                   
_________________________________________________________________________________ 
_________________________________________________________________________________ 
_________________________________________________________________________________ 
_________________________________________________________________________________ 
_________________________________________________________________________________ 
_________________________________________________________________________________ 
OTHER MEDICAL HISTORY 



 

 

 
 
 
Please list any other medical conditions or concerns that may affect your child’s exercise program. 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
 
Does your child have any metal implants or implanted device such as pacemaker, defibrillator, shunt, or 
vagal stimulator? 
     Yes       No       If Yes please describe _________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
 
Did your child reach puberty? 
     Yes       No       Females: If Yes please report the date of the last menstrual period______________ 
_______________________________ and the date of menarche ______________________________ 
 
If you know your child’s Tanner stage or peak height velocity, please report it here:______________ 
________________________________________________ 
 
 
The information that is obtained during my participation in this program will be treated as privileged and 
confidential.  I declare that information provided on this health history questionnaire is true and accurate to the best 
of my information, knowledge, and belief. 
 
 
Parent Signature: ____________________________________ Date: ____________________  
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