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MACOM:           
Battalion:           
Unit:      
First Name:           
Last Name:      

Age:           
Sex:      
Mailing Address:      






Phone#:      
Email Address:      
HEALTH QUESTIONNAIRE (check only YES answers)

Do you now, or have you had in the past:



YES

1.   History of heart problems, chest pain or stroke?


     
2.   Hypertension, blood pressure higher than 140/90?


     
3.   History of heart problems in immediate family?


     
4.   Diabetes or family history of diabetes?



     
5.   Cholesterol greater than 200 or HDL less than 35?

     
6.   Any chronic illness or previous injury still affecting you?

     
7.   Cigarette smoking habit?




     
LIFESTYLE QUESTIONNAIRE (check only YES answers)
YES

8.   Does your occupation require much physical activity?

     
9.   Does your leisure activities require more physical activity?

     
10.  Do you perform aerobic exercises regularly?


     
11.  Do you perform resistance (weight) training regularly?

     
12.  Do you perform stretching (flexibility) training?


     
NUTRITIONAL QUESTIONNAIRE





AMOUNT

13.  How many servings from the bread, cereal, rice, pasta group do you eat daily?
     
14.  How many servings of fruit do you eat daily?




     
15.  How many servings of vegetables do you eat daily?



     
16. How many servings from the meat, poultry, fish, egg group do you eat daily?

     
17. How many servings from the milk, yogurt and cheese group do you eat daily?
     
18. How many quarts of water do you drink daily?




     
(1 quart = (2)16 oz. Bottles or (4)8 oz. Glasses)
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