Aquatics
Name: _________________________

Health History
Have you ever had an abnormal stress test/ EKG?

Yes
No

If yes, explain____________________________________________________________
Has your physician ever advised you against exercise? 
Yes
No

If yes, explain ____________________________________________________________

Have you had any type of surgery in the last 6 months? 
Yes 
No

If yes, explain ____________________________________________________________


Do you currently have any open wounds, sores, skin tears, or abrasions?









Yes
No

If yes, explain ____________________________________________________________

Do you currently smoke?




Yes
No

Are you hearing or sight impaired?



Yes
No

Do you have any ear, nose or sinus problems?

Yes
No

Do you have allergies to pool chemicals, such as Bromine or chlorine?
Yes
No

Are you currently taking medication to control bladder leakage?

Yes
No

Do you currently exercise?




Yes 
No
Do you currently work?  Desk work
 Light work
 Moderate work      Heavy work
Can you stand comfortably in waist deep water?

Yes
No

Are you fearful of entering a swimming pool? 

Yes
No
Signature: ________________________________ Date:__________________________
