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Medical History Form
GENERAL INFORMATION

Name: Client # Date:

Address:

City: State: Zip:

Telephone: [home]: [work]: E-mail:

Age: Sex: Height: Weight:

Physician: Diagnosis:

Date of Injury or Condition Onset: / /

Insurance Carrier: Claim No:

Claims Adjuster: Phone No:

1. |Has your doctor ever said you have any cardiovascular problems?

2. Do you frequently suffer from chest pains?

3. |Have you ever had a heart attack?

4. |Do you ever experience an irregular or racing heart rate during exercise or at

rest?

5. |Do you often feel faint or have spells of severe dizziness?

6. |Has a doctor ever said that your blood pressure is too high?

7. Do you often have difficulty breathing?

8. |Has a doctor ever told you that you have a bone or joint problem such as
arthritis that has been aggravated by exercise, or might be aggravated with
exercise?

9. |Is there a good physical reason not mentioned here why you should not follow
an activity program even if you wanted to?
10. |Are you over age 65 and not accustomed to vigorous exercise?

11. |Are you a diabetic?

12. |Are you pregnant?
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MEDICAL INFORMATION

1. Date of last physician visit: / /
2. List any medications you are now taking and the reason for which they were prescribed.
3. Describe your conditions:
4, List any surgical procedures you have
undergone:
5. Have you received physical therapy or chiropractic care?
6. Have you or any member of your immediate family (mother, father, sister or brother) been
diagnosed with: Heart Disease:
Diabetes: Hypertension:
Stroke: High Cholesterol:
Obesity: Hyperthyroidism:
7.
How many hours a week do you work? 2 20 2 30 I 40 I 50
8. How do you spend most of your time at work?
Sitting = Standing 2 Carrying Loads 2 Driving 2 Walking
9. Do you smoke?
10. How many times per week do you engage in moderate or strenuous exercise for at least 30
minutes?rlr2r3l_4l_5r>5
11. Do you have any pain when exercising? If yes, rate on a scale of 1-10.
Signature: Date:

In case of emergency, notify the following person:

Name:

Address: [work]

City:

Phone: [home]

State: Zip:
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Agreement and Release of Liability

Client's Name:
Address:

Club:

=

N

In consideration of being allowed to participate in the activities and programs of Medical
Fitness Pros and/or Hope Rehab Katy and to use its facilities, equipment and machinery in
addition to the payment of any fee or charge, | do hereby waive, release and forever
discharge and its directors, officers, agents, employees, representatives, successors and
assigns, administrators, executors, and all others from any and all responsibilities or liability
from injuries or damages resulting from my participation in any activities or my use of
equipment or machinery in the above mentioned activities. | do also hereby release all of
those mentioned and any others acting upon their behalf from any responsibility or liability for
any injury or damage to myself, including those caused by the negligent act or omission of
any of those mentioned or others acting on their behalf or any way arising out of or
connected with my participation in any activities of Medical Fithess Pros and/or Hope Rehab
Katy or the use of any equipment at Medical Fitness Pros and/or Hope Rehab Katy.

| understand and am aware that strength, flexibility and aerobic exercise, including the use of
equipment are a potentially hazardous activity. | also understand that fitness activities
involve the risk of injury and even death, and that | am voluntarily participating in these
activities and using equipment and machinery with knowledge of the dangers involved. |
understand this program does not provide any form of medical treatment, nor are its
professionals, licensed medical practitioners. | hereby agree to expressly assume and
accept any and all risks of injury or death.

Signature: Date:
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INSURANCE AUTHORIZATION AND ASSIGNMENT OF BENEFITS

| request that payment of authorized Medicare and/or other insurance benefits be made on my behalf to
Medical Fitness Pros for services furnished to me. | authorize any holder of medical information about
me to be released to Medical Fitness Pros. In addition | authorize any information needed to determine
these benefits or the benefits payable to related services. | understand my signature requests that
payments be made and a photographic copy of this authorization will serve the same purpose as the
original. | understand that the benefit verification form is only an explanation of coverage from my
insurance company and is not a guarantee of coverage. If the information provided by my insurance
company is not accurate or the insurance company changes its coverage, | will be responsible of payment
of these services. | understand that | am responsible for the deductible, coinsurance, co-pays and non-
covered services.

No SHow Poticy

Medical Fitness Pros’ No Show Policy requires a phone call to cancel appointments. There is a $25 charge
for appointments that are not cancelled (no call/no show). After the second consecutive no show all
future appointments scheduled will be cancelled. All further scheduling is the client’s responsibility.
This policy is to make all appointment times available for patients keeping a schedule.

NOTIFICATION OF CHANGES IN ADDRESS OR INSURANCE COVERAGE

The client (or guarantor) is responsible for information Medical Fitness Pros of any changes in contact
information and/or insurance coverage. Failure to do so could result in your account being assessed late
fees and/or containing errors from the processing of your insurance claims.

PAST DUE ACCOUNT LATE FEES

Medical Fitness Pros mails statements every 30 days to clients with a remaining account balance after
insurance processes claims. A client account with a remaining balance will become past due on the 30"
day past the statement date. If your account becomes past due, you will be assessed a $15 late fee in
addition to all outstanding and unpaid charges.

Patient/Guardian Signature: Date:
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21938 Royal Montreal Dr, Katy, TX 77450
Phone: 281-500-6055 Fax: 281-500-6056

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION

Patient’s Name: Date of Birth:

Previous Name: Social Security #:

I request and authorize

release healthcare information of the patient named above to:

Name: Medical Fitness Pros

Address: 21938 Royal Montreal Dr

City: Katy State: TX Zip Code: 77450

This request and authorization applies to:

Healthcare information relating to the following treatment, condition, or dates:

All healthcare information

Other:

Patient Signature: Date Signed:

THIS AUTHORIZATION EXPIRES NINETY DAYS AFTER IT IS SIGNED.



