
 

 

Personal Training Client Information Packet 

Welcome to Gold Medal Fitness! We are very excited to help you achieve sustainable 

improvements to your fitness, health and wellness through a well-rounded, multi-

faceted approach, working side by side with your personal trainer.  

Gold Medal Fitness and Personal Best Training Center have teamed up to offer you an 

exceptional personal training experience in a learning environment.  Before you 

begin your program, please take a moment to fill out the following information:   

• Health History and Physical Activity Readiness Questionnaire (PAR-Q);  

• Acknowledgment of Risk & Waiver of Liability 

• Medical Release Form (if necessary) The Medical Release Form is required if you 

answer “yes” to any question on the PAR-Q and may be required if your personal  

trainer determines you are at a higher risk based on information provided on your 

Health History Form. 

The information in this packet will help your personal trainer to develop a program 

specifically tailored for you; therefore, it is important to answer all questions fully and 

honestly. All information submitted in this packet will be kept confidential. Client 

information regarding health history in any form may only be accessed by 

appropriate staff of Gold Medal Fitness and Personal Best Training Center.  

Should you have any further questions, please contact Len Glassman, Owner of 

Personal Best Training Center at 908-789-3337 or info@pb-fitness.com. 

We look forward to working with you to develop long term fitness, health and 

wellness solutions that fit the unique aspects of your life and lifestyle. 

Congratulations on taking the first step in your journey to good health and well-being! 
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PERSONAL TRAINING CLIENT INFORMATION PACKET 

Health History 

Name: __________________________________________________________________  

Address: ________________________________________________________________   

Home & Cell Phone: _________________________________________________________________  

Email: __________________________________________________________________  

Birthdate: _______________ Age: __________ Gender: ___________  

Primary Health Care Provider:  

Doctor: ___________________________________ Phone: ________________________  

Address: _________________________________________________________________  

Date of Last Physical Examination: ________________________________________  

1. Please check all conditions you currently have or have had in the past:  

□Heart attack □Asthma □Stroke Chest discomfort □Heart murmur □Trouble sleeping Migraine or 

headache □Neck problems □Back problems □Broken bones □Shortness of breath □Swelling 

of joints □Anemia □Thyroid condition □Recent surgery (last 12 months) □Epilepsy □Anxiety or 

depression □Fatigue □Hernia □Stomach problems□ Limited Range of Motion □Arthritis □History of 

heart problems in immediate family  

Please explain any conditions that you checked (i.e. treatment, symptoms, restrictions): 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________  

2. Do you currently smoke or did you quit smoking within the last 6 months? (Circle Yes or No) If 

yes, how often do you smoke or how long ago did you quit? 

________________________________________________________________________  

 

 



 

PERSONAL TRAINING CLIENT PACKET Health History (cont.) 

3. Have you been diagnosed with high or low blood pressure by your doctor? (Circle Yes or No) If 

yes, when were you diagnosed and what were the last 3 readings? 

_________________________________/_____; _____/_____; _____/_____  

4. Have you been told you have high cholesterol levels by your doctor? (Circle Yes or No) If yes, 

please list cholesterol levels and any interventions currently being used to manage your 

cholesterol: _______________________________________________________________________ 

___________________________________________________________________________________  

5. Are you pregnant or post-partum? (Circle Yes or No) If yes, how many months are you? 

_______________________ Any restrictions? __________________________ 

6. Do you have diabetes (Type 1 or 2)? (Circle Yes or No) If yes, please explain history and 

symptoms: _________________________________________________________________________ 

____________________________________________________________________________________ 

 7. Do you have any injuries or orthopedic problems (bursitis, bad back, bad knees, shoulder, 

neck, etc.)? (Circle Yes or No) If yes, please explain: __________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________   

8. Are you taking any medications (prescribed or not)? (Circle Yes or No) Please list and explain: 

_____________________________________________________________________________________ 

_____________________________________________________________________________________  

9. When were you last seen by a physician for any reason? ____________________________  

10. Have you ever been advised NOT to exercise by a physician? (Circle Yes or No) If yes, please 

explain: ____________________________________________________________________________ 

____________________________________________________________________________________   

11. Are there any other medical conditions or problems (past or present) not previously 

mentioned in this form that we should know about, or that may affect your ability to begin an 

exercise program? (Circle Yes or NO) If yes, please explain: 

____________________________________________________________________________________ 

____________________________________________________________________________________  

I acknowledge that I am in good health, have answered the previous questions fully and truthfully, 

and have no known medical problems or limitations that would restrict my ability to participate in 

this exercise program.  

Participant Name (printed):________________________________________________  

Participant Signature: ____________________________________ Date: ___________ 



 

PERSONAL TRAINING CLIENT INFORMATION PACKET 

Physical Activity Readiness Questionnaire (PAR-Q) 
 

Regular physical activity is fun, healthy and very safe for most people.  However, some people should 

check with their doctor before becoming much more physically active. 

If you are planning to become much more physically active than you are now, start by answering the 

seven questions in the box below.  If you are between the ages of 15 and 69, the PAR-Q will tell you if 

you should check with your doctor before you start.  If you are over 69 years of age, and you are not 

used to being very active, check with your doctor. 

Common sense is your best guide when you answer these questions.  Please read the questions 

carefully and answer each one honestly: Put a check in any box that you are answering YES to the 

corresponding question.   

□ Has your doctor ever said that you have a heart condition and that you should only do physical 

activity recommended by a doctor? 

□ Do you feel pain in your chest when you do physical activity? 

□ In the past month, have you had chest pain when you were not doing physical activity? 

□ Do you lose your balance because of dizziness or do you ever lose consciousness? 

□ Do you have a bone or joint problem that could be made worse by a change in your physical 

activity? 

□ Is your doctor currently prescribing drugs (for example, water pills) for your blood pressure or 

heart condition? 

□ Are you aware, through your own physical experience or a doctor’s advice, of any other reason 

that would prohibit you from exercising without medical supervision? 

If you answered YES to one or more questions, talk with your doctor by phone or in person BEFORE 

you start becoming much more physically active or BEFORE you have a fitness appraisal.  Tell your 

doctor about the PAR-Q and which questions you answered YES to.  You may be able to do any activity 

you want - as long as you start slowly and build up gradually.  Or, you may need to restrict your 

activities to those that are safe for you.  Talk with your doctor about the kinds of activities you wish to 

participate in and follow his/her advice. 

If you answered NO honestly to all questions, you can be reasonably sure that you can: 

 Start becoming much more physically active - begin slowly & build up gradually.  This is the 
safest & easiest way to go. Take part in a fitness appraisal - this is an excellent way to determine 
your basic fitness so that you can plan the best way for you to live actively. 



Even if you answered no to all questions, you should delay becoming much more active: 

 If you are not feeling well because of a temporary illness such as a cold or a fever - wait until you 
feel better. 

 If you are or may be pregnant - talk to your doctor before you start becoming more active. 
 

Please note: If your health changes such that you would answer YES to any of the above questions, tell 

your fitness or health professional.  Ask whether you should change your physical activity plan. 

Informed Use of the PAR-Q: Gold Medal Fitness and Personal Best Training Center assume no liability 

for persons who undertake physical activity.  If in doubt after completing this questionnaire, consult 

your doctor prior to physical activity. 

I have read, understood and completed this questionnaire.  Any questions I had were answered to my 

full satisfaction. 

Name: _____________________________________________________________                                                                                                                            

Signature:                                                                                           Today's Date:            /          /          . 

Signature of Parent or Guardian (for participants under the age of 

majority):___________________________________________________________ 

Witness: ____________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

PERSONAL TRAINING CLIENT INFORMATION PACKET 

Acknowledgment of Risk & Waiver of Liability 

In consideration of being allowed to participate in any form of fitness program, including but not 

limited to personal training, Bootcamps, assessments, demonstrations, workshops, seminars or 

related events and activities at or sponsored by Gold Medal Fitness and/or Personal Best Fitness 

Center, I _____________________ [PRINT NAME], understand that such program, event or activity will 

require physical exertion and involvement.  Although the most common injuries or symptoms 

associated with exercise and exertion involve sprains, sprains, dizziness, fainting and/or discomfort in 

breathing, I recognize that there is a risk of serious injury (and in extreme cases death) associated 

with a fitness program. 

Consequently, before beginning this program, I understand that, by signing this statement, I am 

agreeing not to hold Gold Medal Fitness and Personal Best Fitness Center, or any of its personal 

trainers, independent contractors, employees, owners, agents, or insurers responsible for any bodily 

injury, mental problems or property damage that I may suffer as a result of my participation in any 

fitness program offered through or on behalf of Gold Medal Fitness and/or Personal Best Fitness 

Center, whether during or after participation in such program.  As such, I understand and agree that 

Gold Medal Fitness and Personal Best Fitness Center, and any of its personal trainers, independent 

contractors, employees, owners, agents, or insurers shall not be liable for any bodily injury, mental 

problems or property damage that may result either directly or indirectly from my participation in a 

fitness program, seminar, or related event by and/or through Gold Medal Fitness and/or Personal Best 

Fitness Center. 

I do hereby assume full responsibility for any and all injuries or losses that I may sustain or incur as a 

result of my participation in any fitness program offered through or on behalf of Gold Medal Fitness 

and/or Personal Best Fitness Center. I hereby waive all claims against Gold Medal Fitness and 

Personal Best Fitness Center, its personal trainers, independent contractors, employees, owners, 

agents, or insurers, for any and all for injuries or damages that I might sustain.  

Participant’s Signature: ______________________________________ Date: ______________________ 

To my knowledge, ____________________ has no limiting physical condition or disability, which would 

preclude him/her from participating in this exercise program.  

Parent/Guardian Signature: ___________________________________ Date: ______________________  

 

 

 



 

PERSONAL TRAINING CLIENT INFORMATION PACKET 

Medical Release Form 

• If you answered “yes” to any of the questions on the PAR-Q form, it may be required that you have a 

medical release completed by your physician before you can begin working with a personal trainer as 

part of your fitness regimen.  

• Your personal trainer may also require that a Medical Release Form be completed before beginning 

any fitness regimen with you if your health history indicates any higher risk conditions. If necessary, 

this will be discussed in greater detail during your initial consultation. 

 

        Date: _________________________  

Dear Doctor_______________________________, 

Your patient, ______________________________, wishes to start a personalized fitness program with a 

personal trainer at Gold Medal Fitness, located at 475 North Avenue, Garwood, NJ 07027. The activity 

will involve but is not limited to: regular cardiovascular activity and regular strength/ resistance 

training, which will elevate his/her heart rate and blood pressure. If your patient is taking medication 

that will affect his/her heart rate response to exercise, please indicate the manner of the effect (raises, 

lowers, or has no effect on heart-rate response) as well as the following information:  

Type of medication(s)______________________________________________________ 

Effect(s)_________________________________________________________________  

Please identify any other recommendations or restrictions for your patient in this exercise program: 

____________________________________________________________________________ 

______________________________________________________________________________________  

Thank you,  

Len Glassman, Owner Personal Best Training Center powered by Gold Medal Fitness, 475 North Ave., 

Garwood, NJ 07027. 908-789-3337, info@pb-fitness.com, www.pb-fitness.com 

To Be Completed By Physician’s Office: 

______________________________________ has my approval to begin an exercise program with the 

recommendations or restrictions stated above.  

Printed name ____________________________________ Phone__________________  

Signed ________________________________________ Date ______________________ 
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