[bookmark: _GoBack]PAWLING RECREATION HEALTH FORM – ADULT PROGRAMS

Name: ________________________________________________ 	Birth Date: ___________

Address: _____________________________________________________________________

Email Address: ________________________________________________________________

Home Phone: __________________________	Cell Phone: __________________________

Emergency Contact: ____________________________________________________________

Emergency Phone Number: ______________________________________________________


Have you ever had: (Check all that apply)

High Blood Pressure: ___________	Chronic Illness: ____________	Diabetes: ___________

Pulmonary Problems: ___________	Seizures/Convulsions: _______

Fainting Spells: ________________	Emphysema: ______________	Asthma: ____________

Hypoglycemia: ________________	Coronary Problems: _________	Cholesterol: _________

Back Problems: _______________	Other: _______________________________________

Specify: _____________________________________________________________________

Currently Pregnant: ___________

Do you smoke? _______________

List any medications you now take: ________________________________________________

Do you carry your medications? __________________________________________________

Describe the amount and type of exercise in which you are currently involved: ___________

___________________________________________________________________________

Date of last complete medical exam: _____________________________________________
