Personal Fitness & Lifestyle Questionnaire

Date of Birth:____/____/____Age:______

What is your reason for Training? Please circle all that apply.

Lose Body Fat Develop Muscle Tone

Rehabilitate an Injury 

Nutrition 

Education

Start an Exercise Program Design a more advanced program

Safety Sports Specific Training Increase Muscle Size

Fun Motivation

Other

Have you been exercising consistently for the past 3 months? Yes/ No
On a scale of 1-10, how would you rate your present fitness level (1=Worst 10=Best)?

How often do you take part in physical exercise, please circle.
5-7x/week 3-4x/week 1-2x/week

If your participation is lower than you would like it to be, what are the reasons? Please circle.

Lack of Interest; Illness/Injury; Lack of Time; Other

How long have you been consistently physically active for?
What activities do you currently engaged in?

What priority does health have in your life? Please circle.

Low priority Medium Priority High priority

How committed are you to achieving your fitness goals? Please circle.

Very/ Semi/ Not very

Do you eat more packaged fruits and vegetables than fresh? Yes/ No
Do you eat more cooked vegetables than raw? Yes/ No
Do you eat vegetables with less than two meals daily? Yes/ No
Do you eat white bread more often than whole grain breads? Yes/ No
Do you use white table sugar as a sweetener? Yes/ No
Do you eat TV dinners or other highly processed foods more than three times a week? Yes/ No
Do you eat from fast food restaurants like McDonalds, etc. more that once a fortnight? Yes/ No
Do you drink less that 5 glasses of water per day? Yes/ No
Do you eat some form of dessert, such as ice cream, cookies, donuts, cakes or pies after dinner most nights? Yes/ No
Do you regularly worry over school, home or friend problems? Yes/ No
Do you often feel anxious? Yes/ No
Do you often feel upset when things go wrong or feel that things go wrong often? Yes/ No
Do you often wake up feeling un-rested and in need of more sleep? Yes/ No
Do you commonly go to bed after 10:30 PM? Yes/ No
Do you frequently skip meals? Yes/ No
Do you typically go more than four hours without eating? Yes/ No
Do you sometimes skip breakfast? Yes/ No
Do you get hungry or crave sweets within two hours after eating a meal? Yes/ No
Do you suffer from irritability and have difficulty relaxing? Yes/ No
Do you often feel fatigued and sluggish? Yes/ No
Do you experience mental sluggishness, poor memory or poor concentration? Yes/ No
Number of ‘Yes’ answers ____________

Number of ‘No’  answers ____________

Goal Setting
Please list in order of priority 3 lifestyle, or fitness-based goals you would like to achieve over the next 3-6 weeks?

a)                                                          b)                                                 c)

How will you feel once you have achieved these goals? Be specific.

Outline, below, any obstacles, potential actions, behaviours or activities that could limit your progress towards accomplishing your fitness goals (i.e. not training consistently, upcoming holiday, busy season at school, not following the program, allowing other responsibilities to become a priority over exercise etc.).

