


 

 
Member # ____________ 

Start Date ____________ 
 
 

WOLFSON WELLNESS CENTER 
 
 
 

MEMBER INFORMATION 

NAME: ______________________________________    BIRTHDATE: ____/____/____     M ____  F____ 

ADDRESS: ________________________________ CITY: _____________ STATE:_____ ZIP: _________ 

HOME PHONE #: ( ______)  _________________  WORK PHONE #: (_______)  ____________________ 

CELL PHONE #: ( ______)  __________________    PAGER#: (_________)   ________________________ 

PERSONAL PHYSICIAN:____________________   PHONE NUMBER:____________________________ 

PLACE OF EMPLOYMENT: _______________________________________________________________  

OCCUPATION: __________________________________________________________________________ 

EMAIL ADDRESS________________________________________________________________________ 

BAPTIST EMPLOYEES ONLY      DEPARTMENT # ___________ EMPLOYEE # _______________ 
 
 
 

EMERGENCY CONTACT INFORMATION 

NAME: _____________________________________      RELATIONSHIP:_________________________ 

HOME PHONE #: ( ______)  _________________  WORK PHONE #: (_______)  ___________________ 

CELL PHONE #: ( ______)  __________________    PAGER#: (_________)   _______________________ 

 
 

800 Prudential Drive  Heart Hospital 2nd Floor  Jacksonville, Florida 32207 
Phone 904.202.9708  Fax 904.202.9298  www.e-baptisthealth.com/wolfsonwellness



 

GENERAL HISTORY 
 

Do you have any of the following? If yes please explain and give dates 
 

Y N Any medical complaints? 

Y N Major illness? 

Y N Surgery? 

Y N Allergies to food or medication? 

Y N Currently taking medication? List 
 

Additional Comments: _____________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 
 
 

FAMILY HISTORY 
 
Have any of your blood relatives had any of the following? Please state relation. 
 

Y N Angina (Chest Pain) 

Y N Heart Attack 

Y N Heart Surgery 

Y N Coronary Angioplasty / Stent/ Arthrectomy 

Y N Congestive Heart Failure 

Y N High Blood Pressure 

Y N Stroke 

Y N Aneurysm 

Y N Pacemaker 

Y N Diabetes 

Y N High Cholesterol/Hyperlipidemia 
 

Additional Comments: _____________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 



 

CARDIOVASCULAR HISTORY 
 

Have you had or do you currently have any of the following? 
 

Y N Heart Disease 

Y N Stroke 

Y N Heart Murmur/ Extra/ Skipped Beats 

Y N High Blood Pressure 

Y N Pain in calves when walking 

Y N Shortness of Breath ____ At Rest ____ Lying flat _____ Climbing Stairs 

Y N Angina (Chest Pain) 

Y N High Cholesterol/Hyperlipidemia 

Y N Fainting/Dizziness 
 

Additional Comments: _____________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

 
OTHER MEDICAL HISTORY 

 
Do you have or have you had any of the following? 
 

Y N Arthritis/Bursitis 

Y N Orthopedic Surgery 

Y N Bone Fractures 

Y N Back Pain 

Y N Glaucoma 

Y N Seizure Disorder 

Y N Cataract Surgery 

Y N Thyroid Disorder 

Y N Asthma 

Y N Bronchitis/ Emphysema/ COPD 

Y N Diabetes                      Type I   or   Type II 
 

Additional Comments: _____________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 



 

HEALTH HABITS 
 

Y N Do you currently smoke? If yes, kind and amount per day/week: 

Y N Are you a former smoker? If yes, give amount and date you quit: 

Y N Do you drink alcohol? If yes, kind and amount per week: 

Y N Are you currently dieting? If yes, describe the type of diet: 

Y N Have you experienced any recent weight gain or weight loss? 
If yes, Please explain: 

Y N Are you currently involved in an exercise program? 
If yes, please describe type and frequency: 

 

Additional Comments: _____________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 
 
 
 

 
Do you have any goals that you would like to obtain by joining Wolfson Wellness Center? 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 
 
 
 

 
 

To be filled out by Wellness Center Staff 
 
Physical Exam 

Heart Rate: _________ Blood Pressure:  R ______/_______  Height: _________  Weight _________ 

 L ______/_______ 
 
 
 
 
Interviewer__________________________________ Date _________________ 
 

 


