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WCTC POLICE ACADEMY PHYSICAL READINESS TEST
Physical Activity Readiness Questionnaire (PAR-Q)

and Health History Form

Personal Information:

Name:














Sex:  M ___ F ___



DOB: 





E-Mail: 





    Phone #: ____________________
Emergency Contact Information:

Name: 





 Relation:




Phone: ____________________________ 



Are you currently active?  Yes_____
No_____

If yes, what type of exercise and how many days a week do you exercise? 
What areas would you be interested in learning more about? (check all that apply)

__Flexibility

__Increasing Strength     

__Yoga/Pilates

__Nutrition

__Weight Management
 
__Group Exercise Classes

__Diabetes Prevention
                                 
__Aquatic Exercise Classes

For most people, physical activity should not pose any problem or hazard.   PAR-Q has been designed to identify those small number of adults for whom physical activity might be inappropriate without a physician’s clearance and guidance.

Please complete the following questions by circling your response and/or describing your situation.  This information is confidential between you, your coach, and if necessary, the Wellness Director and your physician.

1. Has your doctor ever said that you have heart trouble?                                □  Yes   □ No

If so, please describe: ____________________________________________________

2. Do you frequently suffer from pains in your chest?

□  Yes   □ No
3. Do you often feel faint or have dizzy spells?


□  Yes   □ No
4. Has your doctor said that your blood pressure is too high,

or are you currently taking high blood pressure medication?
 □  Yes   □ No
5.  Are you diabetic?






 □  Yes   □ No
6. Do you have respiratory problems:




 □  Yes   □ No

 If so, please describe:  ___________________________________________________

7. Are you pregnant?






  □  Yes   □ No
8. Are you over the age of 65 and not accustomed to exercise? 
 □  Yes   □ No
9. Do you currently smoke?  □  Yes   □ No      
If yes, how many cigarettes per day? _____ 

If no, have you ever regularly smoked?  □  Yes   □ No      

10. How would you rate your overall physical health?  
□ Poor   □ Fair    □ Good    □ Excellent
11. Is there any reason not mentioned here that might limit your activity or be adversely affected by an exercise program? 

(Ex. Joint problems such as Arthritis)   □  Yes   □ No   
If so, please describe:

























Please list any Medications you are currently taking: _________________________________________________________________________
Additional Comments: _________________________________________________________________________
If you answer yes to two or more of the above question, or have significant health issues, vigorous exercise should be postponed. Medical clearance may be necessary.
Greater Waukesha County YMCA

Informed Consent for Exercise Evaluation
I desire to engage voluntarily in the Greater Waukesha County YMCA Physical Readiness Test as designed by FitForce in cooperation with the Department of Justice.  I understand that the activities are designed to place a gradually increasing workload on the cardio-respiratory system and to thereby attempt to improve its function.  The reaction of the cardio-respiratory system to such activities can’t be predicted with complete accuracy.  There is a risk of certain changes that might occur during or following the exercise.  These changes might include abnormalities of blood pressure or heart rate.
I understand that the purpose of this evaluation is to measure the factors that underlie my ability to perform the essential and critical physical tasks required of me. 
I understand that I am responsible for monitoring my own condition throughout the evaluation and should any unusual symptoms occur, I will cease my participation and inform the instructor of the symptoms.
In signing this consent form I affirm that I have read this form in its entirety and that I understand the nature of the Physical Readiness Test.  I also affirm that my questions regarding the evaluation have been answered to my satisfaction.
In the event that a medical clearance must be obtained prior to my participation in the Physical Readiness Test, I agree to consult my physician and obtain written permission from my physician prior to commencement of any exercise program.
Also, in consideration for being allowed to participate in the YMCA exercise program, I agree to assume the risk of such exercise, and further agree to hold harmless the YMCA and its staff members conducting the exercise program from any and all claims, suits, losses, or related causes of action for damages, including, but not limited to such claims that may result from my injury or death, accidental, or otherwise, during, or arising in any way from the exercise program.
______________________________     ________________________ _______________
Print Name



           Signature 
                                 Date
______________________________  __________________________ __________________
Address




City, State       

              Phone Number
_____________________________________

   
Signature of Parent if Under 18
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