BeWell COACHING

CONFIDENTIAL CLIENT PROFILE AND HEALTH HISTORY

If you want to fill out the form on-line, click on the shaded field to the right of DATE and enter date. ALL other fields will expand. Use the TAB or ARROW keys to move from one field to the next. Small boxes with borders just click and an "x" will appear automatically. Please note that any information you provide will be held strictly confidential. When completed, email to Carolyn Collman at wellcoach@bewellcoaching.com. If you prefer to fill it out by hand, mail to the address at the end of this document.







DATE
_____






NAME
_____
BIRTH DATE _____ 
SEX   female     male  
COUNTRY of  BIRTH _____
ADDRESS _____
city _____ 
state _____ 
zip code _____ 
country _____
CONTACT NUMBERS
 home _____ 
office _____ 
cell _____



E-MAIL: _____
                 Other: _____
EMERGENCY CONTACT Name: _____

Relationship: _____

PHONE: _____ 

PHYSICIAN’S NAME: _____

PHONE: _____ 

MEDICAL HISTORY 
1.
Do you take any prescribed or over-the-counter medication on a permanent or semi-permanent basis? 



Yes 
No


If yes, please list:                                              
2.   
Are you allergic to any medication?    Yes 
 No


If yes, please list:                                              
3.
Do you wear glasses or contact lenses?  Yes   No

4.

Do you have any injuries that are not completely healed? Yes    No 



If yes, please explain:_____

5.

Do you currently have any pain in any part of your body?  Yes 
 No 



If yes, please explain (If not, go to question #10): _____

6.

If yes, in what way(s) does this pain interfere with your daily activities? ___

7.

Is there any position, activity, exercise or task that causes you concern or pain (e.g.



 heavy lifting, prolonged sitting, etc.)?  Yes  _____  No  _______

8.

Are you presently receiving physical therapy? Yes   No




If Yes, please list your therapist’s name and telephone number?_____

9.

Do you experience any tingling, numbness, or feelings of weakness in any part of your body?  Yes   No 



If yes, please explain: _____

10.

Do you experience any problems with your posture or with movement?  Yes       No 



If yes, please explain: _____

11.  
Have you ever been knocked unconscious? Yes    No

If Yes please describe, include date: _____
12.
Have you had a broken bone or stress fracture in the past 2 years? Yes 
No


Describe if Yes: _____ Have you been diagnosed with osteoporosis or osteopenia? ? Yes   No

13.
Do you have other physical conditions causing you pain? Yes         No 

 
Describe if Yes: _____
17.
Have you had any surgical procedures? Yes   None 


Describe (include date(s): _____
18.

(If applicable) Has your physician given you clearance to exercise?
Yes 
No
N/A
19.

Date of your last physical: _____
20.    Do you now or have you ever experienced any of the following? Put an X next to all that apply for 20/21:
Chest Pains




Daily Coughing






Chest Pressure




Fainting






Heart Palpitations/Skipping Beats

Seizures





Unexplained weight change


Difficulty walking




Dizziness





Allergies





Stumbling




Numbness





Frequent Headaches


 
Excessive shortness of breath



Shortness of breath



(with exercise)

21.
Do you have or did a physician ever diagnose you as having any of the following? apply:

Heart Disease




Diabetes





Heart Murmur




Emphysema





Arrhythmia




Asthma






Circulatory Problems



Chronic Bronchitis


Anemia





Epilepsy

Kidney Disease




Liver Disease

High Blood Pressure



Neurological Problems




High Cholesterol




Arthritis


Osteoporosis




Cancer


22.
Are you presently under a physician’s care for any of the above or for any other condition?  Yes    No 

23.
Do you have a family history of heart disease (heart attack, stroke)?
Yes   No 


If yes, how was this person related to you and at what age was the onset? (list immediate family only) 


_____

24.
Do you have a family history of high blood pressure? 
Yes  No 



If yes, how is this person related to you? _____ 

25.
Do you have a family history of diabetes?
Yes   No 



If yes, how is this person related to you? _____

26.
Have you had any other major illnesses? Yes    No 



If yes, please explain:_____

27.
Do you smoke? 
Yes   No 



If Yes, how many packs/cigarettes per day? _____  
28.
Have you ever smoked in the past?


How many packs/cigarettes per day?    _____ for how many years?  _____

29.
Do you drink alcohol?   Yes   No  
 


If yes, how often do you drink? (# days per week) _____
How much do you consume? _____


Types of alcoholic beverage?  _____

30.
What type of work do you do? (occupation) _____
31.
List the physical demands of your job:  _____
32.
On a scale from 1-10 (10 being very high), how would you rate your stress level?  _____
33.
How many hours of sleep do you average?  
On a week night? _____   
 On a weekend night? _____

34.
How many hours of private “down time” do you have per weekday?   ______    
 On the weekends?   ______

35.
Do you generally feel rested? Yes
  No  

 Rate your energy level between 1-10: _____
36.
Rate your general health: 
excellent    good      fair        poor

37.
Rate your level of physical fitness: excellent   good  fair  poor

FOR WOMEN ONLY  
38.
Do you menstruate regularly? Yes 
No 

39.
Do you have children?   Yes
No         If yes, how many, what are their ages?   _________________

40.
Are you pregnant? Yes 
No    If yes, approximate due date? _____   Any  prior miscarriages?:  _____
41.
Have you gone through menopause?  Yes 
No      If yes, when? _____   
EXERCISE HISTORY 

1.
PAST competition, participation and training: Record onto the following your exercise history 

including ALL sports/physical activities beginning with most experienced disciplines.   

	Sport /Physical Activity
	Years of Experience
	Experience Level (school level, professional etc.)

	_____
	_____
	_____

	_____
	_____
	_____

	_____
	_____
	_____

	_____
	_____
	_____

	_____
	_____
	_____

	_____
	_____
	_____

	_____
	_____
	_____


CURRENT EXERCISE PROGRAM

1.
     CURRENT weekly training routine over the past 30 to 90 days:  


Record APPROXIMATE Volume or Time into each cell 

	
	MON.
	TUES.
	WED.
	THURS.
	FRI.
	SAT.
	SUN.

	Swimming/

Water Aerobics
	_____
	_____
	_____
	_____
	_____
	_____
	_____

	Cycling


	_____
	_____
	_____
	_____
	_____
	_____
	_____

	Running


	_____
	_____
	_____
	_____
	_____
	_____
	_____

	Weight Train


	_____
	_____
	_____
	_____
	_____
	_____
	_____

	Yoga/Stretch


	_____
	_____
	_____
	_____
	_____
	_____
	_____

	Pilates


	_____
	_____
	_____
	_____
	_____
	_____
	_____

	Gym Equipment

(Treadmill/Elliptical

Stationary Bike, etc. _____ 


	
	
	
	
	
	
	


	Other physical

Activities:

gymnastics

martial arts,

Tai Chi,

social dancing

gardening

housecleaning

dog walking

OTHER
	
	
	
	
	
	
	


 2.  Have you been tested for your Target Heart Rate Zone or Maximal Heart Rate? Yes  No 

Enter your results if applicable. 

*Target Heart Rate Zone: _____ Date: _____

*Maximal Heart Rate _____ Date: _____

 *Morning resting heart rate?   Date: _____

*Self tests acceptable. Describe method used: _____
3.
Do you currently use a heart monitor?  Yes  
No 

4.
Where do you exercise?  Gym:   Name of gym _____
Home 

5.
If you exercise at home, what equipment do you have? _____
Do you have a heated pool? Yes   No 

6.  What is your height? _____

7.   Current weight? _____ Do you weigh yourself everyday? Yes    No 

8.   Lowest weight past 12 months? _____lbs

9.  Goal weight? _____     When were you last at that weight?______

10.  Waist measurement _____ in.    Hip measurement______ in.

11   Body Fat? _____% What method of measurement was used?______

CURRENT NUTRITION INFORMATION*

*Skip ahead to the Wellness Objectives section if you're not interested in a nutrition consultation.

DIETARY SUMMARY .  Describe in detail the food/beverages (even water) and nutritional supplements consumed over a typical three-day period. If possible, include one weekend and two weekdays. Include all brand names and portion sizes to the best of your ability. Please indicate your hunger level before and satiation level after all meals and snacks. 

	Meal
	Day One
	Day Two
	Day Three

	Breakfast


	_____
	_____
	_____

	Snack


	_____
	_____
	_____

	Lunch


	_____
	_____
	_____

	Snack

 
	_____
	_____
	_____

	Dinner


	_____
	_____
	_____

	Snack


	_____
	_____
	_____



	Supple-ments


	_____
	_____
	_____




1.
Do you have any food allergies or intolerances? Yes 
No      If yes, what are they?  _____
2.
Do you have any aversions to any foods?  Yes 
No      If yes, what are they?  _____
3.
Are there any other foods you avoid for any other reasons?  Yes 
No      If yes, what are they?  _____
4.
What are your 5 favorite foods?      _____ 

5.
Do you have any “trigger” foods (foods you have trouble exercising portion control)?      _____ 

6.
Do you like to cook?  Yes 
No 

7.
Do you eat regular meals?  Yes 
No

8.
How often do you eat fast food? (# days per week) _____

9.
Do you drink coffee or tea?    Yes    No       If yes, how many cups per day?  ____  

10.
What is your blood type?  _____

WELLNESS OBJECTIVES
Describe your overall wellness goals (including, but not limited to exercise, nutrition, sleep and stress reduction).  

OUTSIDE COMMITMENTS

 List your "10 Daily's", these are activities, which other than training you need to do for yourself, family, loved ones and work:

1. _____    2. _____     3. _____    4. _____   5. _____

6. _____   7. _____   8. _____   9. _____ 10. _____

Do you have any other wellness concerns that haven’t been addressed by this questionnaire? 

_____

How did you hear about BeWell Coaching?

Friend    

Doctor    

Physical Therapist    
Website    
Brochure ​   

Flyer ​   

Other    
Thank you for completing the questionnaire. Please e-mail it back to Carolyn at wellcoach@bewellcoaching.com or mail to address below.

CONTACT:  CAROLYN COLLMAN  

(650) 814-7990



675 Sharon Park Dr. unit #316



Menlo Park, CA  94025

CAROLYN COLLMAN

Carolyn Collman, MS, ATRI-C, ACE, AEA, NETA is an exercise physiologist, nutritionist and certified aquatic therapist. She received her B.A. in American Studies from Stanford University, her MS in Exercise and Movement Science from the University of Oregon and her MS in Nutrition from Clayton College. Carolyn is also certified personal trainer and a certified yoga instructor. She was an exercise physiologist and aquatic therapist for the world-renowned Canyon Ranch in Tucson for eight years and has been in business for herself as a health and fitness professional the past 15 years. A former elite distance runner, Carolyn placed 31st in the 2000 Olympic Marathon Trials.
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