Questionnaire medical screening M c H QHN
N

NAME:. ..o Date of birth: ...-...-....... Date: ...-...-........
B UCALION: . ... e e
Do you agree that your general practitioner receives a report of this screening (if applicable)? ........... Yes/ No
o SPOrt(s): e, frequency:...../week, duration:.....hours.

L frequency:...../week, duration:.....hours

L frequency:...../week, duration:.....hours.

. (OId) sports injuries: ........

@ e
o Other medical history:........

@ e
o Smoking: Yes/No, if so: average of ... per day

o Alcohol: Yes/No, if so: average of... per day

o MediCation (ACTUAL):. ... ..o e e
o MEdICAtION (JASt 2 YBAIS) ... ettt et e e e
o N 1S3 o 1

General questions

o Have you ever been treated by a medical specialist/psychologist? ...........ccccovveieniiniininencnenn, Yes/ No
o Have you ever been seriously or chronically SICK/iIll? ... Yes/ No
o Did YOU EVET NAVE SUIGEIY? ...ttt ettt bbbt b ettt b Yes/ No
o Did you eVver Nave an aCCHUBNT?..........ciiiieieiiee et Yes/ No
o Did you ever feel unhealthy or 18SS Fit? ..o e Yes/ No
o Have you ever had OVertraining SYNAIrOME?.........ccuieiiiiirinie et Yes/ No
o Do you have sleeping ProbIEMS? ... s Yes/ No
o Do you have a special diet? (for example VEgetarian)? ............coeoierineneiniisenesee e Yes/ No
o Do you have intolerances to Certain fOOUS?...........cooiriiiriie e Yes/ No
o Are you satisfied With YOUr WEIGNT?..........c.coviiiiiici e Yes/ No
o Have you ever lost or gained a [0t 0Of WEIGNT? ..o Yes/ No
o Have you ever had eating problems, NOW OF in the Past?..........cccccvvieieiieiineie s Yes/ No
o Did/do you suffer from stomach ache / Sour DUIM?.........c.ccooiiiiiiiiiee Yes/ No
o Did/do you suffer from diarrhoea / problems with your StO0I7?...........ccocoveiiiiiiciiicc e Yes/ No
o Did/do you suffer from SKin diSEASES?.........cuiiiiieiiiiiiie e Yes/ No
o Did/do you suffer from frequent headacChes?...........cooiieiiiiiiii Yes/ No
o Did/do you suffer from visual probIEmMS?..........ccooiiiiiiie e Yes/ No
o Did/do you suffer from deafness / 10SS 0f NEAring?.........cccoeiviiiiiiiiieisee s Yes/ No
o Have you ever had a (Stress/fatigue) fraCture?...........couveeiiiiiiiiiee e Yes/ No
o Do you use braces, orthotics or tape dUuring EXEICISE?.......ccuiirirerrieise st Yes/ No
o Have you been treated by a physiotherapist in the [ast year?.........cccccecvveeiieie e Yes/ No
For women

o D0 you have irreguIar PEIIOUS? .......cov ettt sttt ene e e e e e Yes/ No
o Did you ever had no menstrual period for more than three consecutive months? ........................ Yes/ No
o Was your first menstrual period after age of 157 ..o Yes/ No
o Do you use birth CoNtrol PIHIS?.........ooeee e Yes/ No

Cardiovascular screening

Did you ever loose consciousness during or immediately after eXercise?..........ccooevvveveiieiceerennenn Yes/ No
Did you ever have chest pain or diSCOMTON?..........ccoooiiiiiiiiie e s Yes/ No
Have you ever had chest tightness, shortness of breath or excessive coughing during or after

exercises, in such a way that this effort was made difficult? ....................cc Yes/ No
Have you ever been treated fOr aSthma?............cooiiiiiieiii e Yes/ No
Did you or do you Suffer from epPIlEPSY?........cocieiiiiiieie e Yes/ No
Did you ever get the advice to stop sports because of a heart diSease?............cccvevevvvrieriinerernenn, Yes/ No

Did you or do you suffer from high blo0od PreSSUre?..........c.oovviiiieiiiininieeeseseee e Yes/ No



o Did you or do you suffer from high ChoIeSterol?.............coeoeiiiiiiiicc e Yes/ No
o Have you ever felt dizzy dUring EXEICISE?.......uii it Yes/ No
o Did you ever have palpitations while resting or during €XerCiSe.........ccocurvrerereierinerieieeesesennens Yes/ No
o Do you notice sometimes extreme fatigue that does not fit your regular exercise level?................ Yes/ No
o Did you or do you suffer from a heart MUIMUI?............ccooiiiiiiniieeeee e Yes/ No
o Did you or do you suffer from arrhythmia?...........ccccoieiiiiiiie e Yes/ No
o Did you or do you suffer from other heart problems?.............cocviiieiiiniii e Yes/ No
o Have you recently been diagnosed with a serious (viral) infection?............cccceevvveinciieiievnsene, Yes/ No
o Have you ever had acute rheumatiCc FEVEI?...........ooviiiiieicicie e Yes/ No
Family history

Has anyone in your family*:

o died suddenly and unexpectedly? ..........cooriiiiii e Yes/ No
o been treated for recurrent fAINTING?..........coooiiiiie e Yes/ No
o had unexplained Seizure ProbIEMS?...........ociiii i e e Yes/ No
o had unexplained drowning While SWIMMING?.........c.ccooviieiiiieeie i e Yes/ No
o had unexplained Car ACCIABNT?..........cvi i sresre e renre Yes/ No
o been diagnosed with cardiomyOopatny?.........cccveiiiiiiiiiic e e Yes/ No
o had a heart attaCk OF ANGINAY.........c.ciii i s be et s re e s re e e besneeseeseas Yes/ No
o had angioplasty OF NEAIT SUIGEIY? ......ccviiiieeccece ettt st se et e srestees Yes/ No
o had heart transplantatioN?............c.ooiiiiiiiece e e e e e e re e b re e e Yes/ No
o had pacemaker or defibrillator implanted?............cooiiiiicic e Yes/ No
o been treated for irregular NEArt DEAL?...........cccci i s Yes/ No
o Has anyone in your family experienced sudden infant death (cot death)?..........c.cccoveveiviicienienne. Yes/ No
o Has anyone in your family been told they have Marfan syndrome?.........cccoceveveiineiie v seciennens Yes/ No

* among family are close family, but it also includes nephews, nieces and second cousins

Date: ...-...-........

Please do NOT fill in the information below

Length: ............... cm Weight: ............... kg BMI: ... kg/m?

Sum of skin folds: ............. mm Fat percentage:......... %

Lung function FVC: ........ L (....%pred) FEVI1. ........ L (.....%pred) Tiff: ....%
Blood pressure: .......mmHg Urine:......ooeeveeninnennnns Hb:............ mmol/L

Physical examination:



