Hualapai Indian Tribe

Diabetes Prevention Program

Health & Fitness Assessment

We are pleased that you will participate in our fitness program. With your health and well being in mind, answering the following screening questions will assist us in identifying any potential health problems that should be professionally evaluated prior to entering this program.

Name: _______________________​​​__ Age: _____ DOB ___/___/___ Date ___/___/___

Mailing Address: _____________________ Physical Address: _________________________

City: _____________________ State: ______ Zip Code: ______________________________

Home Phone: (     )__________ Work Phone: (     )__________ Message: (     )_____________ 



Cell Phone:(     ) __________ E-mail address: ____________________________

 Name: _________________ Relationship: ___________ Phone# :(     ) _______

SECTION 1 – DIABETES HISTORY PROFILE

1.
Have you been diagnosed with diabetes? If yes, when? ___/___/___ ……………….. Y
N

2. 
I don’t take any diabetes medication – controlled by diet and exercise………………. Y    N

3.
Have you been diagnosed with any of the following conditions? :

· Retinopathy – Eye Disease



___/___/___

· Neuropathy – Nerve Disease



___/___/___

· Nephropathy – Kidney Disease


___/___/___

· Other: _________________ 



___/___/___
 
 

4.
Is there a family history of Diabetes? ………………………………………………….. Y
  N

5.
Have you been screened or tested for diabetes? If yes when? ___/___/___ …………… Y
  N

6.
Have you had your HbA1c measured? …………………………………………………. Y   N


If yes, when? ___/___/___ (If more than 3 months ago, need current measurement)

SECTION 2 – CARDIOVASCULAR HISTORY PROFILE

1.
Do you have high blood pressure? If yes, for how long? _________ ………………….. Y
  N

2.
Have you been diagnosed with any of the following conditions? :

· Coronary Artery Disease – Blocked Arteries

___/___/___

· Arteriosclerosis – Hardening of Arteries

___/___/___

· Myocardial Infarction – Heart Attack


___/___/___

· Angina Pectoris – Chest Pain



___/___/___

· Other: __________________



___/___/___

3.
Have you had any of the following cardiovascular procedures performed? :

· Stent Placement




___/___/___

· Pacemaker/defibrillator



___/___/___

· Angioplasty





___/___/___

· Other: ___________________


___/___/___

SECTION 3 – GENERAL HEALTH PROFILE

1. 
Date of your last physical examination: ___/___/___

2.
 Please list any other significant medical condition(s):

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. 
Do you take any prescribed medications? ………………………………………………………Y    N

If so, please list your prescribed medication(s):
         

	Medication
	Dosage
	Date Started

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


IHS Provider/Physician ………………………………………………………………………………… Y    N

Name of Physician: __________________ Address: _____________________ Phone#: (    ) _________

SECTION 4 – ACTIVITY AND LIFESTYLE PROFILE

1. 
Has it been more than six months since you last participated in regular active exercise? ………Y    N

(Active is considered to be a regular aerobic or cardiovascular exercise, at least three times per week for a minimum of 30 minutes without stopping. Example: brisk walking, bicycling, jogging, swimming, etc.)

2.
Have you ever experienced pain, pressure, or a squeezing feeling in your chest immediately after exercise, walking, physical activity, climbing stairs, etc.?............................................................Y    N

3.
Has your physician ever told you not to exercise? ...................................................................... Y    N


If yes, why? ______________________________________________________________________

4.
Do you drink alcoholic beverages? ……………………………………………………………..Y    N


If yes, how often? _________________________________________________________________

5.
Do you use tobacco products? …………………………………………………………………..Y    N


If yes, how often? __________________________________________________________________

6. 
Do you have orthopedic (bone or joint) problems that would prevent or interfere with exercise? Y  N


If yes, please explain: _______________________________________________________________


_________________________________________________________________________________

SECTION 5 – FEMALES ONLY

1.
Have you ever given birth to a child > 9 pounds? If yes, when? ___/___/___ ………………….Y   N

2.
Have you ever been diagnosed with Gestational Diabetes? If yes, when? ___/___/___ ………..Y   N

3.
Are you pregnant? If yes, #weeks in gestation: _____ Estimated Date of Delivery___/___/___  Y   N

4.
Did your doctor advise you NOT to exercise? …………………………………………………...Y   N

5.
If you are pregnant, are you experiencing any significant health problems relating to your pregnancy? ……………………………………………………………………………………….Y   N

If yes, please explain: 


__________________________________________________________________________________________________________________________________________________________________

Obstetrician: _________________________ Address: _______________________ Phone#: (   )_________

Note: all pregnant participants must have a doctor’s release.

SECTION 6 – PERSONAL GOALS

1.
Please state your personal goals for participating in the program:


Check all that apply.

	Example
	
	Improve Arthritic Range of Motion
	

	Diabetes Management
	
	Lower HbA1c
	

	Maintain Blood Sugar
	
	Hypertension Management
	

	Lower Blood Pressure
	
	Reduce Stress
	

	Weight Management/Loss
	
	Lower Cholesterol & Blood Lipids
	

	To feel better & have more energy
	
	Other: _______________________
	


2. 
May we send you health information through the mail? …………………………………………Y   N

3.
May we use your picture in our presentations, information flyers, brochures, etc. ……………...Y   N

4.
May we contact you when there is a change of class schedule? …………………………………Y   N

5. 
Are you interested in learning how you can become a certified Group Exercise Instructor? ……Y   N  

DEPT. USE ONLY

SECTION 7 – EXERCISE PROGRAM MEDICAL REFERRAL

Does this participant require a physician signed medical release before exercise?









Date Returned to HDP ___/___/___


Yes

No









Recorded By: ___________________________












HDP Staff Sig.

