
 

30 MINUTE CONSULTATION FORM 

NAME:__________________________________ 

DATE:________  TIME:________ 

PHONE:#_________________     EMAIL: _________________________ 

DOB:______________    AGE:_________        SEX: M/F 

Days and Hours you are available for appointment? 

___________________________________________________________ 

Health & Medical  Questionnaire 

History of pain or injuries: 

___________________________________________________________________ 

Do you have any diagnosed illnesses? 

___________________________________________________________________ 

Medications you are currently taking: 

___________________________________________________________________ 

Fitness Goals: 

___________________________________________________________________ 

Additional Comments: 

___________________________________________________________________ 

Signature:_____________________________________ Date:__________________ 

 

P/T Signature:__________________________________ Date:__________________  


