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PRE-TEST QUESTIONNAIRE

NAME ………………………………….



Ref. No. ………………...

Date of Birth ……………………………



Age: …………………….

Test procedure ………………………….

As you are to be a subject in this laboratory/project, would you please complete the following questionnaire.  Your cooperation in this is greatly appreciated.

Please tick appropriate box











YES

NO

Has the test procedure been fully explained to you?



(  
  
 (
Any information contained herein will be treated as confidential

	1. Has your doctor ever said that you have a heart condition and that you should only do physical activity recommended by a doctor?
	(    

 (


	2. Do you feel pain in your chest when you do physical activity?
	(    

 (


	3. In the past month, have you had chest pain when you were not doing physical activity?
	(    

 (


	4. Do you lose your balance because of dizziness or do you ever lose consciousness?
	(    

 (


	5. Do you have a bone or joint problem that could be made worse by a change in your physical activity?
	(    

 (


	6. Is your doctor currently prescribing drugs for your blood pressure or heart condition?
	(    

 (


	7. Do you know of any other reasons why you should not undergo physical activity?  This might include severe asthma, diabetes, a recent sports injury, or serious illness.
	(    

 (


	8. Have you any blood disorders or infectious diseases that may prevent you from providing blood for experimental procedures?
	(    

 (


· If you have answered NO to all questions then you can be reasonably sure that you can take part in the physical activity requirement of the test procedure

I  ………………………………. declare that the above information is correct at the time of completing this questionnaire




Date ……/……/…….

Please Note:  If your health changes so that you can then answer YES to any of the above questions, tell the experimenter/laboratory supervisor.  Consult with your doctor regarding the level of physical activity you can conduct.
· If you have answered YES to one or more questions:

Talk with your doctor in person discussing with him/her those questions you answered yes.  Ask your doctor if you are able to conduct the physical activity requirements.

Doctor’s signature  …………………………….…………

Date ……/……/…….

Signature of Experimenter………………………………..

Date ……/……/…….

