
PERSONAL DETAILS
Name: _____________________________________________________ DOB: ____/____/____ Gender:   M   F
Address: __________________________________________________________________________________________________
Contact numbers; 
(Home): _____________________________ (Mobile): ____________________________  (Work): __________________________
Email address: _________________________________________________________ Occupation: _________________________
Private Health Insurance Fund: ________________________________________________________________________________

EMERGENCY CONTACT DETAILS

Name:  ______________________________________________ Contact number: _____________________________________

MEDICAL DETAILS
General Practitioner: ___________________________________
Address: __________________________________________________________________________________________________
Contact numbers: _____________________________________ Email address: ________________________________________

Where did you hear about the Living Longer Living Stronger™ program? (please tick one box below)
  Newspaper    Radio    Website 
  Other (please specify) ____________________________________________________________________________________

Please tick the appropriate box if you have, ever had, or are on medication for;
  Heart problems    Diabetes
  Discomfort in the chest at rest or exertion   High cholesterol
  Epilepsy   High blood pressure
  Asthma, emphysema, bronchitis - other lung problems   Stroke
  Discomfort in the legs at rest or exertion    Hernia
  Arthritis or major injuries in any joints   Osteoporosis
  Severe vein disorders in the legs, or feet, or ulcers    Swollen feet/ankles
  Liver condition   Glandular fever
  Kidney condition   Eating disorder
  Rheumatic fever   Dizziness/fainting
  Cancer
  Other (please specify) ___________________________________________________________________________________

CARDIO-PULMONARY SYSTEM
1. Do you have, or have you experienced:
  No    Epilepsy   Fainting 
  Seizures   Dizzy spells   Convulsions 

2. Have you ever had pain or pressure, either at rest or during exercise:
  no
  in the middle of, or on the left side of, the chest
  in the neck region
  at the left shoulder or down the left arm

3. Do you take any medications for (please specify name):
  No
  Heart disease: ____________________________________   Diabetes: __________________________________________
  Cholesterol: ______________________________________   Blood pressure: _____________________________________
  Asthma, breathing problems: ______________________________________________________________________________

EXERCISE & TRAINING READINESS ASSESSMENT
PARTICIPANT TO COMPLETE, INSTRUCTOR TO REVIEW

IMPORTANT INFORMATION: This form is used to ensure that we provide every client with the highest level of care. For most people exercise is fun, 
positive, and an energising pastime which improves health and leads to an enhanced quality of life. However, there are a small number of people 
who may be at risk when participating in an exercise program. Such risks include falls, sprains, fracture, or damage to components of the heart/
lung system. We would therefore ask that you read, and complete, this form carefully.

program?



NEURO-MUSCULAR

4. Do you have any impairments of the following? (tick appropriate box)
  No        Vision or hearing
  Thermal (temperature control)    Speech/ language
  Motor sensory
      
5. Have you ever experienced a brain or spinal injury?   Yes   No

6. Do you have, or do you experience:
  No   Pressure sores
  Poor balance / instability   Unsteady gait (walking)  

7. In the previous 12 months have you experienced:
  No     Concussion   Persistent headaches/ nausea 
  Severe cramps   Unexplained muscle soreness 

8. Have you suffered any nervous system injury?
  No
  Lesion of, or damage to, a nerve
  Numbness, or pins and needles
  Other (please specify): ____________________________________________________________________________________

MUSCULO-SKELETAL

9. Have you experienced any muscular pain in the last six months?   Yes   No
If yes, please specify: _________________________________________________________

10. Have you experienced any joint pain in the last six months?   Yes   No
If yes, please specify: _________________________________________________________

11. Have you broken any bones in the last 12 months?   Yes   No
If yes, please specify: _________________________________________________________

12. Have you had any musculo-skeletal or joint problems requiring treatment or joint replacement?
            Yes   No
If yes, please explain: _________________________________________________________
(Please include problem, treatment and treating physician)

13. Do you, or a blood relative, suffer from a musculo-skeletal problem, such as osteoporosis or arthritis?
            Yes   No
If yes, please specify: _________________________________________________________

GENERAL HEALTH
14. Do you have any neurological disorder which may require special needs whilst exercising?
Examples may include: Parkinson’s, Alzheimers, or Motor Neurone Disease, Multiple Sclerosis, Downs Syndrome, Cerebral Palsy, or 
Dementia, or short term memory loss.
__________________________________________________________________________________________________________

15. Are you aware of any medical reason/condition which might prevent you from participating in an exercise program?
            Yes   No
If yes, please specify: _________________________________________________________

16. Do you have any allergies which may affect your capacity/ ability to exercise?   Yes   No
If yes, please specify: _________________________________________________________

17. Do you have chronic fatigue syndrome?   Yes   No

18. Have you had surgery in the previous 12 months?   Yes   No
If yes, please explain: _________________________________________________________



19. Is there any other medical conditions not covered that you would like us to know about?
  Yes     No

If yes, please explain: ________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________

MEDICATIONS Please list any medication you are taking (including headache pills) and the frequency of use:

NAME OF MEDICATION/DRUG FREQUENCY OF USE 
Daily Weekly Monthly

1.

2.

3.

4.

5.

6.

7.

PARTICIPANT ACKNOWLEDGEMENT & PRIVACY COLLECTION NOTICE

Please read the following carefully before signing. Your health and safety are our highest priorities.

Collection of Health Data: COTA WA Inc. and your Strength for Life (SFL) provider collect the medical and medication history on this form to design a safe, 

individualised exercise program tailored to your physical needs.

Information Sharing & GP Communication: To ensure your physical safety, you authorise your SFL instructor and your General Practitioner (GP) to 

communicate directly regarding your health status, progress, and medical clearances. This communication is strictly limited to information pertinent to your 

exercise program.

Data Security & Monitoring: Your records are stored securely by your SFL provider. The SFL Project Management Team at COTA WA Inc. may access these 

records strictly for compliance monitoring, safety evaluations, and program auditing.

Your Rights: Providing this medical information is voluntary; however, without it, you may not be able to safely participate in the program. You can request 

access to, or correction of, your personal records at any time by contacting COTA WA. 

Consent Signature:
I have read this notice and understand how my personal and medical information will be handled. I explicitly consent to my SFL instructor 
communicating with my GP as detailed above, and I agree to follow the safety directions of my instructor.

Signature (SFL ™ Participant): ________________________________________________________________ Date: __________________________________



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 200
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 200
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.00000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU <FEFF00440069007300740069006c006c00650072002000530065007400740069006e0067007300200066006f00720020004100640076006500720074006900730069006e00670020004d006100740065007200690061006c00200069006e00200061006c006c00200052007500720061006c0020005000720065007300730020006e006500770073007000610070006500720020007000750062006c00690063006100740069006f006e0073002e000d0046006f0072002000750073>
  >>
>> setdistillerparams
<<
  /HWResolution [1200 1200]
  /PageSize [807.874 1204.724]
>> setpagedevice


	Name: 
	Address: 
	Home: 
	Mobile: 
	Work: 
	Email address: 
	Occupation: 
	Private Health Insurance Fund: 
	Contact number: 
	General Practitioner: 
	Address_2: 
	Contact numbers: 
	Email address_2: 
	Newspaper: Off
	Radio: Off
	Website: Off
	Other please specify: Off
	undefined_3: 
	Heart problems: Off
	Discomfort in the chest at rest or exertion: Off
	Epilepsy: Off
	Asthma emphysema bronchitis other lung problems: Off
	Discomfort in the legs at rest or exertion: Off
	Arthritis or major injuries in any joints: Off
	Severe vein disorders in the legs or feet or ulcers: Off
	Liver condition: Off
	Kidney condition: Off
	Rheumatic fever: Off
	Cancer: Off
	Other please specify_2: Off
	Diabetes: Off
	High cholesterol: Off
	High blood pressure: Off
	Stroke: Off
	Hernia: Off
	Osteoporosis: Off
	Swollen feetankles: Off
	Glandular fever: Off
	Eating disorder: Off
	Dizzinessfainting: Off
	undefined_4: 
	No: Off
	Epilepsy_2: Off
	Fainting: Off
	Seizures: Off
	Dizzy spells: Off
	Convulsions: Off
	no: Off
	in the middle of or on the left side of the chest: Off
	in the neck region: Off
	at the left shoulder or down the left arm: Off
	No_2: Off
	Heart disease: Off
	Cholesterol: Off
	Asthma breathing problems: Off
	undefined_5: 
	undefined_6: 
	undefined_7: 
	Diabetes_2: Off
	Blood pressure: Off
	undefined_8: 
	undefined_9: 
	No_3: Off
	Thermal temperature control: Off
	Motor sensory: Off
	Vision or hearing: Off
	Speech language: Off
	5 Have you ever experienced a brain or spinal injury: Off
	No_5: Off
	Poor balance  instability: Off
	Pressure sores: Off
	Unsteady gait walking: Off
	No_6: Off
	Concussion: Off
	Persistent headaches nausea: Off
	Severe cramps: Off
	Unexplained muscle soreness: Off
	No_7: Off
	Lesion of or damage to a nerve: Off
	Numbness or pins and needles: Off
	Other please specify_3: Off
	undefined_10: 
	Yes_2: Off
	If yes please specify: 
	Yes_3: Off
	If yes please specify_2: 
	Yes_4: Off
	If yes please specify_3: 
	Yes_5: Off
	If yes please explain: 
	Yes_6: Off
	If yes please specify_4: 
	undefined_11: Off
	Dementia or short term memory loss: 
	15 Are you aware of any medical reasoncondition which might prevent you from participating in an exercise program: Off
	Yes_7: Off
	If yes please specify_5: 
	Yes_8: Off
	If yes please specify_6: 
	undefined_12: Off
	If yes please explain_2: 
	19 Is there any other medical conditions not covered that you would like us to know about: Off
	If yes please explain 1: 
	If yes please explain 2: 
	If yes please explain 3: 
	If yes please explain 4: 
	If yes please explain 5: 
	If yes please explain 6: 
	Date: 
	Day: 
	Month: 
	Year: 
	Emergency Contact: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off


