This was my assessment paperwork

Program and Payment Policies

Payment policies:

1. Trainees are expected to commit to 4 weeks of training at a time.  The number of sessions needed per week will be determined during the initial consultation and will determine price per session.  

2. Half of the monthly fee is required prior to commencement of training sessions with the remainder due after 2 weeks. See attached price sheet for pricing structures.  

3. Please make checks payable to F.A.S.T., Inc. 

4. If 2 checks are returned NSF from the bank, payment must be rendered in cash thereafter.

Workout and cancellation policies:

1. Each training session is based on a 55 minute workout.  To get the most out of our efforts, please be ready to exercise at the appointed time.  

2. Clients who are more than 15 minutes late for a scheduled session will be given an abbreviated workout until the end of the scheduled hour in most situations.  Please note that chronic lateness and missed sessions may result in a reevaluation of the trainer-client relationship.  

3.  Sessions canceled with less than 24 hours notice will be charged the regular fee except in the case of an emergency.  

4. If the trainer must cancel a session with less than 24 hours notice, one additional session will be credited to the trainee.

5. Any total monthly sessions not used within the month will not be credited to the following month.

6. Emergency cancellations will be handled on an individual basis.

7. Please wear appropriate clothing to training sessions.  This includes clothing which allows free movement as well as appropriate footwear.  Gloves and other accessories may be needed.

Tandem training policies:
1. Tandem training will be allowed when two individuals share similar fitness goals, a similar starting fitness level, similar time availability, etc. but the final decision rests with the trainer.  The cost for tandem training is 150% of normal prices.

I have read the above policies and agree to abide by them.

Name (please print): ________________________

Signature: __________________________
Date: _______________

Home Phone Number: ___________________

Work Phone Number: __________________

Address: ______________________________

City: ___________

Zip code: ____________

Personal Training Session Prices
1 person
Sessions/week
Price


Monthly price



1


$45.00

$180.00
2


$40.00

$320.00
3


$35.00

$420.00
4


$35.00

$560.00
2 people in the same hour

Sessions/week
Price


Monthly price
Price Each



1


$67.50

$270.00

$135.00
2


$60.00

$480.00

$240.00
3


$52.50

$630.00

$315.00
4


$52.50

$840.00

$420.00

Physical Activity Readiness Questionaire (PAR-Q)

For most people, physical activity should not pose any problem or hazard.  PAR-Q has been designed to identify the small number of people for whom physical activity might be inappropriate or those who should have medical advice concerning the type of activity most suitable for them.  If you answer “yes” to any of the questions below, consult with your doctor before starting exercise.

Y
N   
1. Has your doctor ever said you have heart trouble?

Y
N
2. Do you frequently have pains in your heart and chest?

Y
N
3. Do you often feel faint or have spells of severe



   dizziness?

Y
N
4. Has a doctor ever told you that you have a bone or 



   joint problem such as arthritis that has been



   aggravated by exercise, or that might be made worse



   with eercise?

Y
N
5. Has a doctor ever said that your blood pressure was



   too high?

Y
N
6. Is there a good physical reason not mentioned here



   why you should not follow an activity program if you



   want to?

Y
N
7. Are you over the age of 69 and not accustomed to



   vigorous exercise?

Signature ____________________

Date________________

Name ____________________

Description of Testing Procedures

Before beginning a personal training program, an initial assessment may be performed to provide the trainer with as much pertinent information as possible so that proper exercise prescription can occur.   In addition to questions pertaining to health, orthopedic factors, goals, and time constraints, various assessments will be performed.  These will be described in detail below along with certain rules and regulations which should be followed to ensure accurate testing.


Basic assessments such as resting heart rate and blood pressure will be performed immediately after the questionnaire is filled out.  In order not to confound the measurement, please try to refrain from eating, smoking, or taking in caffeine at for at least 2 hour before your appointment or falsely elevated values may be obtained.


Body composition and girth measurements will be taken with bodyfat calipers and a tape measure respectively.  For men, chest, abdomen, and thigh will be measured.  For women, the sites are triceps, suprailiac, thigh and possibly abdomen.  To facilitate measurement, please do not wear a leotard or full length tights as it makes it impossible to make accurate bodyfat measurements.  For girth measurements, it is easiest if comfortable athletic clothes are worn that are not too thick to avoid inaccurate measurement.


Aerobic level may be measured in a number of ways at the discretion of the trainer.  Generally, a bicycle test is administered, but aerobic level may be tested on the Stairmaster, Treadmill, or track if necessary.  Please wear comfortable athletic shoes and clothing to facilitate this.  Again, as the assessments rely on heart rate for accurate measurement, please refrain from eating, smoking, or caffeine at least two hours before testing as they artificially raise heart rate. 


Finally, muscular strength and endurance may be assessed a variety of ways including but not limited to a push-up test, chin-up test, crunch test, or leg press or chest press test depending on the particular need of the client.


Flexibility will be measured by the sit and reach test which test lower back and hamstring flexibility.  The trainer should be made aware of any lower back injuries or complications.


The total length of the initial assessment should be about one hour.


If you have any questions about testing procedures or protocols, please feel 

free to ask the trainer. 

Basic Exercise Guidelines

Aerobic Fitness and Endurance


Frequency


3-5 days per week


Intensity


60-85% of maximum heart rate or 4-7 (light to







moderately hard) on Scale of Rating of 







Perceived Exertion


Time



20-60 minutes per session


Type



Any activity involving the large muscles of the body







in a rhythmic and continuous manner (i.e. 






walking, cycling, swimming)

Notes:______________________________________________________________________________________________________________________________________________________

Weight Control/Fat Loss


Frequency


Minimum of 3 days per week, preferably 4-5 days







per week


Intensity


Sufficient to expend 300 calories per session


Time



Sufficient to expend 300 calories per session


Type



Any activity involving the large muscles of the body







in a rhythmic and continuous manner (i.e. 






walking, cycling, swimming)

Notes:______________________________________________________________________________________________________________________________________________________

Strength Training


Frequency


2 to 3 non-consecutive days per week


Intensity


Generally with a weight that is fatiguing during the







last 2-3 repetitions.





 
Generally 8-12 controlled repetitions are performed.


Time



Individual sets should take about 40-70 seconds







before fatigue sets in


Type



Free weights, machines, rubber tubing, etc.

Notes:______________________________________________________________________________________________________________________________________________________

Flexibility


Frequency


3-5 times weekly


Intensity


Sustained stretch to the point of muscle tension but







NOT pain


Time 



15-30 seconds per stretch


Type



Stretching exercises




Physical Activity Readiness Questionnaire (PAR-Q)

For most people, physical activity should not pose any problem or hazard.  The PAR-Q has been designed to identify the small number of people for whom physical activity might be inappropriate or those who should have medical advice concerning the type of activity most suitable for them.  If you answer “yes” to any of the questions below, consult with your doctor before starting exercise.

Y
N   
1. Has your doctor ever said you have heart trouble?

Y
N
2. Do you frequently have pains in your heart and chest?

Y
N
3. Do you often feel faint or have spells of severe



   dizziness?

Y
N
4. Has a doctor ever told you that you have a bone or 



   joint problem such as arthritis that has been



   aggravated by exercise, or that might be made worse



   with exercise?

Y
N
5. Has a doctor ever said that your blood pressure was



   too high?

Y
N
6. Is there a good physical reason not mentioned here



   why you should not follow an activity program if you



   want to?

Y
N
7. Are you over the age of 69 and not accustomed to



   vigorous exercise?

Signature ____________________

Date________________

Name ____________________


If you answered yes to any of these questions, you will be required to get a medical release prior to beginning training.

Medical History and Screening Form

General Information

Participant:

Name: _________________________

Address: __________________________________________________

Home Phone: ______________

Work phone: _____________

Birthdate: ___________________

Family Physician
Name: _________________________________
Phone: ____________

Address: _____________________________

May I send a copy of your consultation to your physician?


__ Yes

__ No

Marital Status

__ Single
__ Married
__ Divorced
__ Widowed

Sex

__ Male
__ Female

Education


__ Grade School
__ Jr. High School
__ High School


__ College

__ Graduate school Degree: ______________

Occupation
Position: ___________________

Employer: _______________

Address: __________________________________________________

Phone: _________________________

Present History
Check in front of those questions to which your answer is yes.  Leave others blank.

__ Has a doctor ever said that your blood pressure was too high?

__ Do you eve have a pain in your chest or heart?

__ Does your heart often race like mad?

__ Do you ever notice extra heart beats of skipped beats?

__ Are your ankles often badly swollen?

__ Do cold hands or feet trouble you even in hot weather?

__ Has a doctor ever said that you have or had heart trouble, an abnormal electrocardiogram (ECG or EKG), heart attack or coronary?

__ Do you suffer from frequent cramps in your legs?

__ Do you often have difficulty breathing?

__ Do you get out of breath long before anyone else?

__ Do you sometimes get out of breath when sitting still or sleeping?

__ Has a doctor ever told you your cholesterol was high?

Comments________________________________________________________________________________________________________________________

Do you now or have you recently experienced:

__ A chronic, recurrent or morning cough?

__ Any episode of coughing up blood?

__ Increased anxiety or depression?

__ Problems with recurrent fatigue, trouble sleeping or increased irritability?

__ Migraine or recurrent headaches?

__ Swollen or painful knees or ankles?

__ Swollen, stiff or painful joints?

__ Pain in your legs after walking short distances?

__ Foot problems?

__ Back problems?

__ Any stomach or intestinal problems such as recurrent heartburn, ulcers, constipation or diarrhea?

__ Any significant vision or hearing problems?

__ Any recent changes in a wart or mole?

__ Glaucoma or increased pressure in the eyes?

__ Exposure to loud noises for long period?

Comments:_______________________________________________________________________________________________________________________

Women only answer the following:
__ Do you have any menstrual period problems?

__ Do you have any significant childbirth problems?

__ Do you have problems with recurrent itching or discharge?

__ Do you have any breast discharge or lumps?

__ Do you sometimes lose urine when you cough, sneeze, or laugh?

__ Are you currently pregnant?

Date of last pelvic exam and/or Pap smear: _________

Comment:________________________________________________________________________________________________________________________

Men and women answer the following:
List any prescription medications you are now taking:______________________ ________________________________________________________________

________________________________________________________________

List any self prescribed medications or dietary supplements you are now taking: __

________________________________________________________________

________________________________________________________________

Date of last complete physical examination: _______

__ Normal
__ Abnormal

__ Never
__ Can't Remember

Date of last chest X-ray: ______

__ Normal
__ Abnormal

__ Never
__ Can't Remember

Date of last electrocardiogram (EKG or ECG): _______

__ Normal
__ Abnormal

__ Never
__ Can't Remember

Date of last dental checkup: _______

__ Normal
__ Abnormal

__ Never
__ Can't Remember

List any other medical or diagnostic test you have had in the past two years:

________________________________________________________________

________________________________________________________________

List hospitalizations including dates of and reasons for the hospitalization:

________________________________________________________________________________________________________________________________

List any drug allergies:

________________________________________________________________________________________________________________________________

Past History

Check those questions to which your answer is yes.  Leave the others blank.

__ Heart attack.  If so, how many years ago? _____

__ Rheumatic fever

__ Heart murmur

__ Diseases of the arteries

__ Varicose veins

__ Arthritis of legs or arms

__ Diabetes or abnormal blood sugar tests

__ Phlebitis (inflammation of vein)

__ Dizziness or fainting spells

__ Epilepsy or seizures

__ Stroke

__ Diphtheria

__ Scarlet fever

__ Infectious mononucleosis

__ Any nervous or emotional problems

__ Anemia

__ Thyroid problems

__ Pneumonia

__ Bronchitis

__ Asthma

__ Abnormal Chest X-Ray

__ Other lung disease

__ Injuries to back, arms, legs or joints

__ Broken Bones

__ Jaundice or gallbladder problems

Comments: _______________________________________________________

________________________________________________________________

Family Medical History
Father:

__ Alive
Current age: _____

My father's general health is:

__ Excellent
__ Good
__ Fair
__ Poor

Reason for poor health: ____________________________________________

__ Deceased

Age at death: _____

Cause of death: ____________________________________

Mother:
__ Alive
Current age: _____

My father's general health is:

__ Excellent
__ Good
__ Fair
__ Poor

Reason for poor health: ____________________________________________

__ Deceased

Age at death: _____

Cause of death: ____________________________________

Siblings:
Number of brothers: ___
Number of sisters: ___
Age range: __________

Health problems: _________________________________________________

Familial Diseases
Have you or your blood relatives had any of the following? Include grandparents, aunts and uncles, but exclude cousins, relatives by marriage and half-relatives.  Check those in which the answer is yes.  Leave the others blank.

__ Heart attacks under age 50
Who ________________

__ Strokes under age 50

Who ________________

__ High blood pressure

Who ________________

__ Elevated cholesterol

Who ________________

__ Diabetes



Who ________________

__ Asthma or hay fever

Who ________________

__ Congenital heart disease
Who ________________

__ Heart operations


Who ________________

__ Glaucoma



Who ________________

__ Obesity (20 or more lbs.)
Who ________________

__ Leukemia or cancer under 60
Who ________________

Comments: _______________________________________________________

________________________________________________________________

Other heart disease risk factors
Smoking

Have you ever smoked cigarettes, cigars or a pipe?


__ Yes
__ No

(If no, skip to Diet section)

If you did or smoke cigarettes, how many per day? ___
Age started ______

If you did or smoke cigars, how many per day? _____

Age started ______

If you did or smoke a pipe, how many pipefuls a day? ____
Age started ______

If you stopped smoking, when was it? ________

If you now smoke, how long ago did you start? _______

Diet
What do you consider a good weight for yourself? ____________

What is the most you ever weighed (including when pregnant)? __________

How old were you? ______

My current weight is: ______

One year ago, my weight was: _____

At age 21 my weight was: _____

Are you currently trying to lose weight? _______

Number of meals you usually eat per day: _______

Number of times per week you usually eat the following:

Beef __________
Fish __________
Desserts _________

Pork __________
Fowl __________
Fried foods ________

Number of servings (cups, glasses or containers) per week you usually eat of:

Whole milk: ________
Buttermilk ________
Skim milk ________

Tea _________
Lowfat milk _____
Coffee _________ Soda __________

Do you ever drink alcoholic beverages?


__ Yes

__ No

If yes, what is your approximate intake of these beverages?

Beer:


__ None
__ Occasional
__ Often
_____ per week

Wine:


__ None
__ Occasional
__ Often
_____ per week

Hard liquor:


__ None
__ Occasional
__ Often
_____ per week

At any time in the past, were you a heavy drinker (consumption of six ounces of liquor per day or more)?


__ Yes
__ No

Do you usually use oil or margarine in place of shortening or butter?


__ Yes

__ No

Do you usually abstain from extra sugar usage or use artificial sweeteners?


__ Yes

__ No

Do you usually eat salt at the table?


__ Yes

__ No

Do you eat differently on the weekends as compared to the weekdays?


__ Yes

 __ No
Nutritional Profile

Please write down everything you typically eat or drink in a 24-hour period.  Indicate approximate amounts being as specific as possible.  Indicate where eaten as well.

Typical Workday:
Breakfast: __________________________________________________

Where eaten: _______________________________________________

Mid morning: _______________________________________________

Where eaten: _______________________________________________

Lunch: ____________________________________________________

Where eaten: _______________________________________________

Mid afternoon: ______________________________________________

Where eaten: _______________________________________________

Dinner: ___________________________________________________

Bedtime snack: _____________________________________________

Where eaten: _______________________________________________

Typical Weekday or Holiday:

Breakfast: __________________________________________________

Where eaten: _______________________________________________

Mid morning: _______________________________________________

Where eaten: _______________________________________________

Lunch: ____________________________________________________

Where eaten: _______________________________________________

Mid afternoon: ______________________________________________

Where eaten: _______________________________________________

Dinner: ___________________________________________________

Bedtime snack: _____________________________________________

Where eaten: _______________________________________________

Exercise

Do you consider yourself:

__ Sedentary (little, if any, vigorous physical activity)

__ Lightly active (sporadic workouts, lawn work, other kinds of activity)

__ Moderately active (work out 1-2 days per week for at least 15-30 minutes)

__ Highly active (work out three or more days/week for at least 30-45 minutes/day)
If you are currently involved in a regular exercise program, please indicate what activities you regularly perform as well as approximate time per week:






# Times per week

Time per session

__ Walking/Jogging
___________

_____________

__ Bicycling


___________

_____________

__ Swimming

___________

_____________

__ In-line skating

___________

_____________

__ Weight lifting

___________

_____________

Are you currently involved in any sports (competitive or non)?


__ Yes

__ No

If so, please indicate below what sports you are involved in as well as how often you perform them:

__ Golf

__ Basketball
__ Bowling

__ Volleyball

__ Tennis

__ Football

__ Handball

__ Baseball

__ Racquetball
__ Soccer

__ Track



Other(s): ________________________________________________________

Average time per week: ________________________
In which of the following high school or college athletics did you participate in?

__ Track

__ Football

__ Swimming
__ Basketball

__ Tennis

__ Baseball

__ Wrestling

__ Soccer

__ Cross country
__ Gymnastics

Other(s): _______________________________________

What activities would you prefer in a regular exercise program for yourself?

__ Walking and/or running

__ Handball

__ Treadmill running


__ Swimming

__ Jumping rope



__ Tennis

__ Bicycling (outside)


__ Basketball

__ Stationary cycling


__ Weight training

Other(s): ________________________________________

