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Personal Best Lifestyle Assessment

Name:________________________________________________Date:____________________

Address:______________________________________________________________________

_____________________________________________________________________________

Phone: (H)____________________ (W)____________________ (C)___________________

Email:__________________________________/_____________________________________

Age:__________ Birthday:_______________ Height:__________ Weight:__________

Goals

What is your primary goal/s? ______________________________________________________
_____________________________________________________________________________

Secondary goal/s? ______________________________________________________________

Long term goal/s? ______________________________________________________________

Short term goal/s? ______________________________________________________________

How long have you had these goals? ________________________________________________

Describe any success/s you’ve had with achieving these goals: ___________________________
______________________________________________________________________________

What would achieving these goals do for you? ________________________________________
______________________________________________________________________________

What has gotten in your way of achieving these goals?_________________________________
_____________________________________________________________________________

What do you need to make these goals a reality? ______________________________________

What will happen if you do nothing toward these goals? ________________________________
______________________________________________________________________________

Is there anything else you want for yourself? ____ What would it be like if you could have it?
____________________________________________________________________________________________________________________________________________________________

Lifestyle

Years at present weight: __________ Highest weight: __________ (year:_____)

Desired weight: __________ Year last at desired weight: __________

Diet programs/centers (w/ dates):__________________________________________________

_____________________________________________________________________________

Diet products (w/dates):__________________________________________________________

_____________________________________________________________________________

What are you currently doing that will move you closer to your desired weight?______________

______________________________________________________________________________

What are you currently doing that is getting in the way of you achieving your desired weight?
______________________________________________________________________________


Work/School: Do you work/go to school? ___Yes ___No; Hours/day_____ Hours/wk_____

My job is mostly: ___sedentary/mostly sitting    ___active/mostly on my feet 
		
                             ___physically demanding

Do you travel for work? ___Yes ___No    Nights/month in hotels:__________


Dietary Habits

Number of daily meals? _____ Time of: Breakfast _____ Lunch_____ Dinner _____

Number of daily snacks? _____Time of AM Snack_____ PM Snack _____ Evening Snack_____

Do you skip meals often? ___Yes ___ No   Do you cook for yourself/others? ___Yes ___No

Do you use microwave/”TV” dinners? ___Yes ___No Other prepared foods? _______________

Most of my meals are: ___Prepared from scratch   ___heat/cook & eat   ___Eat/take out

I eat at home___%; restaurants___%; fast food___%; @work/school___%; in the car___%        

Other: ________________________________________________________________________

Number of servings of fruit/day? ______Vegetables? ______ Dairy? _____Water (8 oz/ea)_____

How many alcoholic drinks per week (avg.) ___ Describe circumstances___________________ 
Do you use meal replacement drinks/bars? ____ What kind/how often? ____________________

What factors, other than hunger, lead to eating for you?  Boredom/depression/emotional upset/    
being angry/happy/lonely/nervous/social situations/seeing food/stress/time of day/tired/
other?______Describe_________________________________________________________               

How often do you eat late at night? ___Never ___Occasionally ___ Often  Describe__________                                   
                                   
What are you likely to be doing when you’re eating? ___TV __ Reading____Other___________                                     
Vitamins/supplements: ___________________________________________________________

_____________________________________________________________________________

Exercise/Activity

Do you exercise currently? ___Yes ___No   What do you do? ____________________________

What time of day? _________________

		Mon	Tues	Wed	Thurs	Fri	Sat	Sun
Strength
Cardio
Flexibility
Other

Summarize your exercise history: __________________________________________________

______________________________________________________________________________

______________________________________________________________________________

What kinds of exercise/activity do you enjoy? ________________________________________

______________________________________________________________________________

Have you worked with a Personal Trainer/Fitness Professional in the past? ___Yes ___No

Describe your experience/results: __________________________________________________

Medical History

									Yes		No
Has your doctor ever said you have heart trouble?

Do you frequently have pains in your heart and chest?

Do you often feel faint or have spells of severe dizziness?

Has a doctor ever said your blood pressure was too high?

Has your doctor ever told you that you have a bone or joint 
problem such as arthritis that has been aggravated by exercise, 
or might be made worse with exercise?

Is there a good physical reason not mentioned here why you 
should not follow an activity program even if you wanted to?

Are you over age 65 and not accustomed to vigorous exercise? 
Have you had a physical from your physician within the past year?

Has a physician ever advised you not to exercise?

Is there a history of heart problems within your immediate family?

Do you have high blood pressure?

Do you have diabetes?

Have you ever had a history of respiratory or lung problems?

Do you have high blood cholesterol?

Do you have a hernia, or any condition that may be aggravated 
by lifting weights?

Is there anything else about your physical health that is pertinent to you accomplishing your goals? _____ Describe_______________________________________________________

Do you smoke? _____  Packs/day? _____ Have you ever smoked? _____ How long ago? ____

Have you had surgery within the past 12 months? _____  Describe_______________________

Are you currently pregnant or have been within the past 3 months? _____

Medications/Treatment for? ______________________________________________________

_____________________________________________________________________________
Cholesterol level: ___________ 

Do you have a history of anemia?___________

Usual blood pressure; __________/__________

Sleep pattern: ____sleep through the night   ____often wake up and can’t go back to sleep
              
                       _____often have trouble falling asleep   _____other ______________________

Stress level:   _____Low   _____Medium   _____High   ___Variable

Are you allergic or intolerant of any foods?   ___Yes ___No Explain: _____________________
_____________________________________________________________________________

Do you have digestive considerations? ______________________________________________
_____________________________________________________________________________

Do you have menstrual considerations? _____________________________________________
_____________________________________________________________________________

Do you have menopausal considerations? ____________________________________________
______________________________________________________________________________

Any other medical considerations? _________________________________________________
_____________________________________________________________________________
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