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Health Questionnaire

Name: ___________________________________________________

Do you consider yourself to be in good overall health? _____________

If not please explain.

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you smoke?  _______

If yes, how much. _____________________________________________________________________

Have you ever had heart trouble or been diagnosed with coronary artery disease? _________

If so, please explain.

____________________________________________________________________________________________________________________________________________________________

Does anyone in your family have a history of heart disease? _______

If so please explain.

_______________________________________________________________________________________________________________________________________________________________________

Do you have high blood pressure? ___________

If so, what has your physician told you about your blood pressure?

_______________________________________________________________________________________________________________________________________________________________________

Do you have any known medical conditions? (diabetes, seizure disorder etc.) __________

If so, please state or describe.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any prescribed medications you are taking and for what reason you take them.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any homeopathic remedies you are taking and for what reason you take them.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any drug allergies you may have.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you take a multi-vitamin mineral supplement? __________

If so, do you plan to continue taking this while at camp? __________

Have you ever taken the following over the counter medications? (Please check those that apply)

· Tylenol

· Advil

· Benadryl

· Pepto-Bismol

· Gravol

Please list any illnesses, hospitalization, or surgical procedures you have had in the past three years.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you wear glasses or contact lenses? __________

Do you sleep well? ___________

How would you describe your overall digestive health?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How would you describe your overall mental health?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any problems with your joints?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any physical limitations or recurring injuries that would limit your participation in this program?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What methods have you used in the past to lose weight? Please describe.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What was the date of your last physical exam?  What were the results/recommendations?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any other health concerns that you may have or would require special consideration as part of the Active Challenge program.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Nutrition Questionnaire

Please answer the following questions in as much detail as you can. The more we know about you, the better we can customize our service and support.

How many people live in your home? __________

Do you currently have a job or work? (Please describe):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
On a scale of 1-10 my overall stress level is: __________

What are your current leisure activities?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you taken any nutrition or health classes at school? (If yes please describe) __________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you familiar with Canada’s Food guide to healthy eating or the food Pyramid? __________

What would you like to change about the way you eat?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever participated in a diet and/or nutrition program?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever kept a food log/journal? (If so, for how long)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How many meals a day do you eat at home? ___________

Do you help with any of the preparation of any of the family meals at home? (If yes, please describe) ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How often do you prepare your own meals?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you like your kitchen? __________

Do you enjoy preparing your own meals and if not why?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you ever go grocery shopping? _________

Do you think your family eats healthy? __________

Do you eat breakfast every day? __________

What types of food do you like to eat for breakfast?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you eat lunch at school or do you pack a lunch? __________________________________________

What types of food do you have for lunch?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you drink water? How many glasses per day? ____________________________________________

Do you drink soda/pop? If so what kinds and how often? ______________________________________

Do you have any food allergies? (Please list and describe the type of reaction)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any diet restrictions due to health reasons? (Please list and describe)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Any foods you will not eat? Why?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you consume dairy products? (Milk, cheese, yogurt, cottage cheese) __________

Do you eat fruits and vegetables daily? __________

Please list your 10 favorite fruits:

1. 6.

2. 7.

3. 8.

4. 9.

5. 10.

Please list your 10 favorite vegetables:

1. 6.

2. 7.

3. 8.

4. 9.

5. 10.








What kinds of snacks and treats are your favorites?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What foods can you not live without?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list the 10 favorite foods that you eat every week:

1. 6.

2. 7.

3. 8.

4. 9.

5. 10.

What types of foods to you think are “bad” for you?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What types of foods to you think are “good” for you?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How often you eat out? ________________________________________________________________

What restaurants you like to go to (include fast food)?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How are you at making healthy choices while eating out? (Please describe)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Exercise History Questionnaire

Current Weight: __________

How long at this weight? _________________________________

Height? __________

Do you think you are overweight? ________________________________

Do you currently exercise: (please describe)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How often do you exercise? _____________________________________________________________

On a scale of 1-10 (10 being maximum) rate your perception of the exertion level of your exercise program? _________

Do you take PE at school? __________
How many days a week? __________

What do you like most about PE?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What do you like least about PE?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you participate in any sports? If so, which ones?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What do you like most about the sport(s)?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do your Mom and Dad exercise? __________

Does your family own any type of exercise equipment? _______________________________________

What activity are you most looking forward to doing at Active Challenge?

____________________________________________________________________________________________________________________________________________________________

Please rate yourself on a scale of 1  - 5 (1 indicating the lowest and 5 indicating the highest) 

Check the appropriate box that best applies:

How would you rank your present athletic ability?



1

2

3

4

5

How would you rank your current strength level?






1

2

3

4

5

How would you rank your flexibility?



1

2

3

4

5

When you play sport, how important is competition?



1

2

3

4

5


On a scale of 1-10 (10 being most important) how important is it to you to:

Improve endurance:
______

Increase strength:



______

Reshape your body:
______

Improve flexibility:



______

Increase energy:
______

Feel less awkward:



______

Like my body:

______

Feel better:




______

Enjoy myself:

______

Improve performance for a specific sport:
______

Program Commitment 

(Please initial in the boxes provided to confirm your commitment)
I understand that not smoking is part of a healthy lifestyle. I am willing not to smoke for the time that I am participating in the Active Challenge program.  I will not bring cigarettes to camp. 


To eat healthier and achieve a healthy body weight, I am willing to make the following changes in my lifestyle (please list and confirm your commitment):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________


I know that this will be hard work. There is no magic pill for losing weight. I am committed to working toward my goal of weight loss and developing a healthy lifestyle. I agree to participate in the Active Challenge program to the best of my ability.


I can’t wait to make new friends at the Active Challenge program. I commit to being supportive of other participants and their efforts at Active Challenge.

 

More About You

What else should we know about you?

