


 
Are you taking any medications, vitamins, or dietary supplements now?         Y      N 

If yes, what are they? ________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Are you allergic to latex?    Y N 

Are you allergic to lidocaine?   Y N 

Do you have allergies to any other medications?  If yes, what are they?   

__________________________________________________________________________________________________________ 

Have you been seen by a health care provider in the past year?    Y        N 

If yes, elaborate on the reason for the visit: ________________________________________________________________________ 

Have you ever experienced any adverse effects during or after exercise (fainting, palpitations, hyperventilation)?  Y   N   
 
If yes, elaborate on what happened: ______________________________________________________________________________ 
 

LIFESTYLE FACTORS 
Do you now or have you ever used tobacco?     Y         N      If yes:  type ________________   

How many years have you used tobacco? ______ years   Quantity: _____ packs/day  Years since quitting____________ 

 

How often do you drink the following? 

Caffeinated coffee, tea, or soda _________oz/day Servings (drinks) of Alcohol Per Week __________       

Indicate your current level of emotional stress.   High______    Moderate ______    Low______   

Indicate your current average hours of sleep per night. _____________  

 
WOMEN ONLY 

Are you currently using oral contraceptives?  Y    N       If yes, type: __________________________________ 

Are you currently using a hormonal IUD such as Mirena, Skyla, or Liletta?  Y  N  
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