
JE F F E R S O N  H O S P I T A L

W E L L N E S S  C E N T E R

A P P L I C A T I O N

Name: ________________________________ Date of Birth: _____________

Address: ___________________________________ SS#: ________________

Phone: (H)________________________  Cell: _________________________

Employer:___________________________ Occupation: ________________

Personal Physician: ______________________ Last Physical: __________

Emergency Contact: _______________________ Phone (____)__________

Your weight: ___________                        Your height: _____________

    Ethnic Origin                                    Education Level 

____     A s i a n/Pac i f i c  I s l a n de r                                                     _____ E l e m e n t a r y  S c h o o l

_ _ ___ B l a c k                                                                                     _____ H i g h  S c h o o l  / G E D

_____ C a u cas i a n / W h i t e                                                            _____ A s s o c i a te’s /Tech n i ca l  D e g r ee

_____ H i s pa n i c                                                                               _____ B a c he l o r ’s D e g r ee

_____ O t he r                                                                                   _____ M a s t e r ’s D e g r ee

H a v e  y o u  e ve r ha d o r  been t o l d  b y  a p h y s i c i a n t ha t y o u  ha ve an y  o f  t he f o l l o w i n g?

I f  y es w h e n.

_____Heart Attack                                            ______ Dizziness

_____Stroke                                                       ______Skipped Heart Beats

_____Open heart surgery                                 ______Mitral Valve Prolapse

_____Any form of Heart Disease                      ______High Cholesterol 



_____High Blood Pressure                               ______Rheumatic Fever

_____Pain/Tightness in Chest                         ______Emphysema or Bronchitis

_____Abdominal Electrocardiogram                ______Serious Pneumonia

_____Irregular Heart Rhythm                          ______Diabetes

_____Shortness of Breath                                  ______Low Blood Sugar

I s  t he re a h i s t o r y  o f  hea r t d i sease o r  h i g h  b l o o d  p ressu re i n  y o u r   I m m e d i a te f a m i l y?   Y es______  

N o _ _ _ _____

 

D o  y o u  su f f e r  f r o m  m e n t a l  st ress o r  i ns o m n i a?   Y es_________   N o  ________

 A r e  y o u  o n  a S pec i a l  d i e t? ______   Y es P h ys i c i a n p res c r i b e d       ____ Y es se l f  p resc r i b e d  

None _____

Have you sustained an injury to any of the following bone-joint sites? If yes, please date in space 
provided.

_______ F o o t                     _______ B a c k

_______ A n k l e                    _______ N e c k

_______ K n ee                     _______S h o u l de r

_ ______ H i p                        _______ O t he r

W o u l d  an y  o f  t he m u s c l e-s ke le t a l  c o n d i t i o ns ab o v e i m pa i r  o r  p r o h i b i t  an y  f o r m  o f  

e xe r c i se p r esc r i be d f o r  y o u? ____ Yes    ____ N o

I f  y es p l ease desc r i b e_ _______________________________________________

__________________________________________________________________

_



D o  y o u  s m o k e at t he p r esen t t i m e ?

_____ Yes ______ c i g a re t tes pe r da y

_____ Yes ______ c i g a rs pe r da y

_____ Yes ______ uses o f  p i p e t o ba c c o pe r da y

_____ N o  ______s t o p pe d a f t e r __ ___ y ea rs o f  s m o k i n g

_____ N o  ______ ne ve r s m o k e d

D o  y o u  c o ns u me a l c o h o l i c  be ve ra ges, i n c l u d i n g  m i x e d  d r i n k s, w i n e, an d bee r?

______ N o  I  d o  n o t  d r i n k

_ _____ Yes  !-5 d r i n k s pe r  w e e k

______ Yes  6-1 2  d r i n k s pe r w e e k

______ Yes 1 3-25 d r i n k s pe r w e e k

______ Yes o v e r  26 d r i n k s pe r  w e e k

P l ease l i s t a l l  m e d i c a t i o ns y o u  are c u r r e n t l y  ta k i n g.________________________

A r e  y o u  a w a re o f  an y  pe rs o na l  l i m i t a t i o ns m e d i ca l  o r  o t he r w i se n o t  c o v e r e d  b y  t h i s  

q ues t i o n na i r e w h i c h  w o u l d  res t r i c t  y o u r  pa r t i c i p a t i o n  i n  a p l a n ne d p r o g r a m  o f  d i e t  

an d o r  v i g o r o us p h y s i ca l  ac t i v i t y?   ____ yes         _____ n o

I f  y es p l ease e x p l a i n:__ ______________________________________________



T o  t he bes t o f  m y  k n o w l e d ge t he i n f o r m a t i o n  I  ha ve su p p l i e d  ab o ve i s c o r r e c t

S i g ne d:__________________________        D a t e: ____________________


