
Health History Assessment for
Muscle Activation Techniques™ and Personal Training

Contact Information
Name _______________________
Phone _______________________
Email Address______________________________
Address ________________________
Birth date ____________ Age_______
Primary Health Care Provider ___________________________________
Emergency Contact____________________________________________
Referral Source_______________________________________________

Cancellation Policy:
We are making a commitment to guarantee your appointment time and refusing all other requests once you have
made the appointment. A 24hour cancellation notice is required for all scheduled appointments including gift
certificate sessions. Missed or noshow appointments will result in you being charged the full amount of the
session booked. Depending on our booking schedule, late appointments may not receive the full session time
allotted for the treatment service booked; however, full payment is required. Emergency cancellations are
determined by the Practitioner’s discretion. Your business is valued and your cooperation is appreciated.
Please initial:_____________

Muscle Activation Techniques™ is a bodywork technique using a systematic
approach to identifying and treating muscular imbalances that relate to injury. The
focus of the evaluation procedure is based upon the understanding that the body will
protect itself when it recognizes instability. Therefore, muscles tighten up as a
protective measure when instability is recognized.

Muscle Activation Techniques™ addresses the component of muscle weakness as a
cause for limitations in joint range of motion. When muscles are weak, and/or have
lost proprioceptive input, then the joint that it supports becomes unstable. This

instability must be identified and addressed. The MAT techniques are designed to identify and correct the
positions of instability. When performed in this manner, the natural protective mechanisms are diminished and
normal joint motion occurs. The end result is that we are not only increasing joint motion, but we are also
making sure that there is increased stability through that range of motion (Mobility & Stability).

The undersigned understands and agrees that during the visit he/she is not receiving physical therapy or
chiropractic work. It is understood that Muscle Activation Techniques™ and restistance training are the only
techniques used in this session.

_____________________________________
Signature Date



Health History
Yes No
□ □ Family history of coronary artery disease?

 sudden death of 1st degree family relative: Ṝ ≤ 55 years,Ṛ ≤ 65 years
□ □ Do you have a history of any cardiovascular problems?

 abnormal EKG, anemia, angina, arteriosclerosis, atherosclerosis, hypertension,
murmur, previous heart attack, palpitations, phlebitis, stroke, etc.

□ □ Do you have history of any pulmonary complications?
 asthma, bronchitis, COPD, difficulty breathing, emphysema, pneumonia,
shortness of breath, etc.

□ □ Have you recently experienced pain or swelling in your legs?
□ □ Do you have diabetes or have you been diagnosed as being at risk for developing

diabetes?
□ □ Have you ever been diagnosed with high cholesterol?
□ □ Do you have any injuries or orthopedic problems?

arthritis, bursitis, osteoporosis, injured: ankle, knee, hip, back, shoulder, elbow, etc.

□ □ Are you taking any prescribed medications? If yes, please list.____________________
_____________________________________________________________________

□ □ Do you smoke? How much? _________________________

□ □ Are you pregnant or postpartum less than six weeks?

If yes to any of the above, please explain ________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________

Do you have any other medical conditions or problems not previously mentioned _________________
___________________________________________________________________________________
___________________________________________________________________________________
Date of last physical examination___________________________________
Current Level of Physical Activity
What type of work do you do?
What types of activities do you participate in during your leisure time? ______________________
What do you consider your level of daily physical activity to be? ___________________________

□ Sedentary
 mostly seated and standing activities such as driving, lab work, writing, typing, and cooking

□ Light activity
 light walking, house cleaning, child care, carpentry, sporadic workouts, and sporting activities

with low fitness rating such as golf and bowling
□ Moderately active

 brisk walking, gardening, carrying a load, and sporting activities with medium fitness ratings
such as baseball and volleyball

□ Highly active
 walking with a load uphill, heavy manual labor, and sporting activities with high fitness ratings

such as aerobic dance and crosscountry skiing



How long has it been since you have been involved in a regular exercise program?

How many times per week did you exercise? __________________
How long were these exercise sessions? _________________
What types of activities did you perform? _______________________________
Did you have any personal assistance? ________________

What types of physical exercise do you prefer or are you interested in?
□ repetitive rhythmic exercise such as treadmill or elliptical
□ weight training with free weights, cam and pulley machines, and/or fit tubes
□ other

Self Awareness
How many hours do you regularly sleep at night? ¬¬¬______________
On a scale of 110, how would you rate your stress level (1=very low 10=very high)? ___________
What do you consider to be a good weight for yourself? _________
How has your body changed in the last 6 months? _____________________
Do you feel like you lack the energy to make it through your normal daily activities? _____________
Do you feel like you lack the time to accommodate eating a healthy lifestyle? _____________

Diet and Eating Habits
During a normal day, how many meals do you consume? ______ Snacks?_________
Describe Typical Food Consumption During:

Breakfast
Lunch
Dinner
Snacks ________________________________________________________________
Cocktails _____________________________________________________________

What is the average amount of water you consume in a day? __________

Do you usually abstain from extra sugars or salt usage? ___________

Do you usually eat differently on weekends as compared to weekdays?______________

If so, please describe______________________________________________

Do you take any vitamins, minerals, diet, or performance supplements? _____________
If so, please describe______________________________________________


