Interview Application:


Personal Contact Information:

First Name:       
MI:       
Last Name:  
Home Address:  
City:  
Cell#:  
E-mail:  
Date of Birth:
     

Age:
     


Sex:

     

Height:
     
Weight:
     
Emergency Contact:
     
Relation to you:
     
Phone:
     


Physician Contact Info

Name:

     



Address:
     
Phone:

     
Occupation:  
*Your personal information will not be shared or sold to 3rd parties.  It is requested to understand you better, to thank you for applying and to contact you as needed.

Application Question:

1. What made you decide to contact me?


2. What have you tried in the past?


3. How well did it work?  


4. How much have you spent?


5. Who else is this important to besides you/who will be supporting you on this journey?


6. What makes you believe this time you will succeed?

     
7. What will it cost you if you don’t make this change?

8. What will you gain if you do make this change?


Physical Activity Readiness Questionnaire (Par Q)



IMPORTANT:  Please read carefully so that we can be sure you have been provided with and understand this information 
Top of Form



Regular physical activity is fun and healthy, and being more active is very safe for most people. If you answer YES to any of the following questions, talk to your physician about the implications of becoming more physically active by participating in Athletes by Alves’ programs. 

 FORMDROPDOWN 

1. Are you a man over the age of 45 or a woman over the age of 55?
 FORMDROPDOWN 

2. Do you have a heart condition?
 FORMDROPDOWN 

3. Do you ever feel pains in your chest?
 FORMDROPDOWN 

4. Do you easily lose your balance; get dizzy or loose consciousness while either sedentary or active?
 FORMDROPDOWN 

5. Do you have a bone, muscle or joint problem that could be made worse by becoming more physically active?
 FORMDROPDOWN 

6. Are you currently taking drugs for blood pressure, cholesterol, diabetes, or heart conditions?
 FORMDROPDOWN 

7. Are cardiovascular risks (diabetes, heart disease, high blood pressure or cholesterol) present in your immediate family?
 FORMDROPDOWN 

8. If you are female, are you currently pregnant or have recently given birth?
 FORMDROPDOWN 

9. Do you have chronic pain?
 FORMDROPDOWN 

10. Are you currently sedentary?
 FORMDROPDOWN 

11. Are there any other issues, concerns, or special circumstances that may increase the risk of injury or harm to you, other participants or Trainers as a result of your participation in the Athletes by Alves’ programs?

I have read and answered NO to all of the above questions or answered YES to one or more questions and have cleared my participation with my physician. 

	My initials below and the checked box shall represent my signature.


      FORMTEXT 

     













Participant Initials




Date

 FORMCHECKBOX 

Check for on-line/electronic signature
Bottom of Form

Medical History and Present Medical Conditions

Check any conditions or diseases you currently have or may have had in the past.

 FORMCHECKBOX 

Heart attack, coronary bypass or other cardiac surgery
 FORMCHECKBOX 

Cold hand or feet

 FORMCHECKBOX 

Diabetes






 FORMCHECKBOX 

Unusual shortness of breath

 FORMCHECKBOX 

Stroke







 FORMCHECKBOX 

Light headedness or fainting

 FORMCHECKBOX 

Peripheral vascular disease




 FORMCHECKBOX 

Epilepsy or seizures

 FORMCHECKBOX 

Phlebitis or emboli





 FORMCHECKBOX 

Anemia

 FORMCHECKBOX 

Rheumatic fever





 FORMCHECKBOX 

Asthma

 FORMCHECKBOX 

High blood pressure





 FORMCHECKBOX 

Emphysema

 FORMCHECKBOX 

Low blood pressure





 FORMCHECKBOX 

Bronchitis

 FORMCHECKBOX 

Chest discomfort





 FORMCHECKBOX 

Pneumonia

 FORMCHECKBOX 

Extra, skipped or rapid heart beats/palpitations

 FORMCHECKBOX 

Chronic/recurrent cough

 FORMCHECKBOX 

Heart murmur






 FORMCHECKBOX 

Increased anxiety or depression

 FORMCHECKBOX 

Ankle swelling





 FORMCHECKBOX 

Emotional disorders

 FORMCHECKBOX 

Trouble sleeping





 FORMCHECKBOX 

Fatigue or lack of energy

 FORMCHECKBOX 

Migraine or recurrent headaches



 FORMCHECKBOX 

Ulcers

 FORMCHECKBOX 

Swollen, stiff or painful joints



 FORMCHECKBOX 

Stomach or intestinal problems

 FORMCHECKBOX 

Foot problems






 FORMCHECKBOX 

Hernia

 FORMCHECKBOX 

Back problems





 FORMCHECKBOX 

Limited range of motion in joints

 FORMCHECKBOX 

Shoulder problems





 FORMCHECKBOX 

Arthritis

 FORMCHECKBOX 

Neck problems





 FORMCHECKBOX 

Bursitis

 FORMCHECKBOX 

Broken bones






 FORMCHECKBOX 

High cholesterol

If any of the above are checked, please explain.


     
Please list any prescribed medications you are now taking.

     
Please list any over-the-counter medications or dietary supplements you are now taking.

     
Please list any illness, hospitalizations or surgical procedures within the past 2 years.

     
Please list any drug allergies.

     
Please list date of last physical examination and results.

     
Family Health History




Age
Health

Age at Death

Cause

Mother


     
     

     


     
Father


     
     

     


     
Siblings

     
     

     


     



     
     

     


     



     
     

     


     



     
     

     


     



     
     

     


     



     
     

     


     
Has any blood relative ever had any of the follow?

 FORMCHECKBOX 

Sudden death before age 50




 FORMCHECKBOX 

High blood pressure

 FORMCHECKBOX 

Cancer







 FORMCHECKBOX 

Diabetes

 FORMCHECKBOX 

Tuberculosis






 FORMCHECKBOX 

Stroke

 FORMCHECKBOX 

Heart disease






 FORMCHECKBOX 

Epilepsy

 FORMCHECKBOX 

Blood disease (sickle cell anemia, leukemia)

Additional Health History

Do you have/had any of the following?

 FORMCHECKBOX 

High blood pressure





 FORMCHECKBOX 

Frequent skin infection

 FORMCHECKBOX 

Frequent headaches





 FORMCHECKBOX 

Skin disorders 

 FORMCHECKBOX 

Migraine headaches





 FORMCHECKBOX 

Heat exhaustion

 FORMCHECKBOX 

Concussion/faintness/unconsciousness


 FORMCHECKBOX 

Heat stroke

 FORMCHECKBOX 

Chronic sore throat





 FORMCHECKBOX 

Kidney/bladder infection

 FORMCHECKBOX 

Mononucleosis





 FORMCHECKBOX 

Thyroid disease

 FORMCHECKBOX 

HIV infection






 FORMCHECKBOX 

Seizure disorder

 FORMCHECKBOX 

Heart problem






 FORMCHECKBOX 

Hepatitis

 FORMCHECKBOX 

Heart disease






 FORMCHECKBOX 

Tuberculosis

 FORMCHECKBOX 

Rheumatic fever





 FORMCHECKBOX 

Bruise or bleed easily

 FORMCHECKBOX 

Scarlet fever






 FORMCHECKBOX 

Hemorrhoids

 FORMCHECKBOX 

Ulcer







 FORMCHECKBOX 

Hernia

 FORMCHECKBOX 

Nervous stomach





 FORMCHECKBOX 

Sickle cell anemia

 FORMCHECKBOX 

Appendicitis






 FORMCHECKBOX 

Diabetes

 FORMCHECKBOX 

Congenital abnormality




 FORMCHECKBOX 

Pneumonia

 FORMCHECKBOX 

Loss of paired organ





 FORMCHECKBOX 

Cancer, tumor, growth, cyst

 FORMCHECKBOX 

Frequent diarrhea





 FORMCHECKBOX 

Arthritis

 FORMCHECKBOX 

Other       
Do you have/had any of the following?

Neck:








Thigh:

 FORMCHECKBOX 

Pinched nerve






 FORMCHECKBOX 

Quadriceps strain

 FORMCHECKBOX 

Burners/stingers





 FORMCHECKBOX 

Hamstring strain

 FORMCHECKBOX 

Fractures






 FORMCHECKBOX 
 
Fracture

 FORMCHECKBOX 

Sprain/strain






 FORMCHECKBOX 

Surgery

 FORMCHECKBOX 

Disc Problems






 FORMCHECKBOX 

Ruptured muscle

 FORMCHECKBOX 

Unexplained Pain





 FORMCHECKBOX 

Calcium deposits

 FORMCHECKBOX 

Surgery






 FORMCHECKBOX 

Tendonitis

Other
     







Other
     
Hand, wrist, fingers:






Arm:

 FORMCHECKBOX 

Fracture






 FORMCHECKBOX 

Fracture

 FORMCHECKBOX 

Sprain/strain






 FORMCHECKBOX 

Calcium deposits

 FORMCHECKBOX 

Surgery






 FORMCHECKBOX 

Ruptured muscle

Other
     







Other
     
Elbow:








Shoulder/Clavicle:

 FORMCHECKBOX 

Fracture






 FORMCHECKBOX 

Fracture

 FORMCHECKBOX 

Subluxation/dislocation




 FORMCHECKBOX 

Subluxation/dislocation

 FORMCHECKBOX 

Sprain/Strain






 FORMCHECKBOX 

Separation

 FORMCHECKBOX 

Tendonitis






 FORMCHECKBOX 

Tendonitis

 FORMCHECKBOX 

Surgery






Other
     
Other
     
Knee, lower legs, ankles, feet, toes:




Spine/back:

 FORMCHECKBOX 

Fracture






 FORMCHECKBOX 

Fracture

 FORMCHECKBOX 

Ligament damage





 FORMCHECKBOX 

Muscle spasm

 FORMCHECKBOX 

Cartilage damage/removal




 FORMCHECKBOX 

Ruptured/herniated disc

 FORMCHECKBOX 

Subluxation/dislocation




 FORMCHECKBOX 

Stiffness

 FORMCHECKBOX 

Patella-femoral problems




 FORMCHECKBOX 

Pain with lifting

 FORMCHECKBOX 

Wear orthotics






 FORMCHECKBOX 

Congenital deformity

 FORMCHECKBOX 

Tendonitis






 FORMCHECKBOX 

Spondylogenic problems

 FORMCHECKBOX 

Surgery






 FORMCHECKBOX 

S-I joint pain

 FORMCHECKBOX 

Sprain/strain






 FORMCHECKBOX 

Surgery

 FORMCHECKBOX 

Shin splints






Other
     
 FORMCHECKBOX 

Compartment syndrome

Other
     
Pelvis/hip:

 FORMCHECKBOX 

Fracture

 FORMCHECKBOX 

Subluxation/dislocation

 FORMCHECKBOX 

Contusion/hip pointer

 FORMCHECKBOX 

Groin strain

 FORMCHECKBOX 

Tendonitis

 FORMCHECKBOX 

Surgery

Other
     
Are there any other comments you would like to give concerning your health?
     
Health and Fitness History

Are you presently involved in a regular exercise program?   FORMDROPDOWN 
 



If yes, please list activity, duration, frequency and intensity.  

Activities:
     
Frequency:

Cardio     days/weeks
Weights     days/weeks
Flexibility     days/weeks 
Other     days/weeks

Duration:

Cardio      min/workout
Weights      min/workout
Flexibility      min/workout
Other     min/workout


Intensity (what is your effort level on a 1-10 scale with 10 being the hardest):

Cardio   /10

Weights   /10

Flexibility    /10
Other    /10

Are you currently a member of a gym?   FORMDROPDOWN 

If no, have you been a member of a gym previously?   FORMDROPDOWN 

Do you smoke or have you ever smoked?   FORMDROPDOWN 



If you previously smoked, how long did you smoke, how often and when did you quit?       
If you currently smoke, how much?       
Do you use alcohol?   FORMDROPDOWN 

If yes, how much per day?       
How much per week?       
Do you drink coffee or colas that contain caffeine?   FORMDROPDOWN 

If yes, how much per day?       
Are you now or have you ever been on a diet?   FORMDROPDOWN 

If yes, please explain.       
Do you consider yourself overweight?   FORMDROPDOWN 

Do you consider yourself underweight?   FORMDROPDOWN 

How many meals do you usually eat each day?       
Do you usually eat breakfast?   FORMDROPDOWN 

How active do you consider yourself?

 FORMCHECKBOX 
  Sedentary
 FORMCHECKBOX 
  Lightly Active (minimal exercise)
 FORMCHECKBOX 
  Moderately Active (3-4x/wk)

 FORMCHECKBOX 
  Highly Active (5-7 times/wk)
How would you describe your eating habits?

 FORMCHECKBOX 
  Good
 FORMCHECKBOX 
  Fair

 FORMCHECKBOX 
  Poor

How would you characterize your life?

 FORMCHECKBOX 
  Highly stressful
 FORMCHECKBOX 
  Moderately stressful

 FORMCHECKBOX 
  Low in stress

Are you currently pregnant?   FORMDROPDOWN 

Please describe your knowledge of exercise and fitness.

 FORMCHECKBOX 
  Good
 FORMCHECKBOX 
  Fair

 FORMCHECKBOX 
  Poor

Please describe your knowledge of nutrition.

 FORMCHECKBOX 
  Good
 FORMCHECKBOX 
  Fair

 FORMCHECKBOX 
  Poor

I do hereby state that I have, to the best of my knowledge and belief, given a correct and accurate medical history report.

     









     





Client Signature








Date

 FORMCHECKBOX 

Check for on-line/electronic signature
Fitness Goals

Please check specific goals and list dates for achieving them.

 FORMCHECKBOX 

Improve strength



 FORMCHECKBOX 

Reduce stress


 FORMCHECKBOX 

Improve flexibility



 FORMCHECKBOX 

Increase energy


 FORMCHECKBOX 

Improve cardiovascular fitness

 FORMCHECKBOX 

Stop smoking/drinking


 FORMCHECKBOX 

Improve muscle tone and shape

 FORMCHECKBOX 

Injury prevention


 FORMCHECKBOX 

Improve diet/eating habits


 FORMCHECKBOX 

Rehabilitate injury


 FORMCHECKBOX 

Lose weight




 FORMCHECKBOX 

Gain weight/muscle


Additional goals:          
What is/are your 1 month goal(s)?       
What is/are your 3 month goal(s)?       
What is/are your 6 month goal(s)?       
What is/are your 1 year goal(s)?          
What is/are your 2 year goal(s)?          
What is/are your 5 year goal(s)?          
Are you training for a specific event or date?       
How often can you commit to working out?        days/weeks

How long can you commit on those days?        minutes/days

What days can you workout?

 FORMCHECKBOX 
  Monday
 FORMCHECKBOX 
  Tuesday
 FORMCHECKBOX 
  Wednesday
 FORMCHECKBOX 
  Thursday 

 FORMCHECKBOX 
  Friday
 FORMCHECKBOX 
  Saturday 
 FORMCHECKBOX 
  Sunday

What are you looking for?

 FORMCHECKBOX 
  A customized program
 FORMCHECKBOX 
  A weekly appointment
 FORMCHECKBOX 
  Both

Are you…

 FORMCHECKBOX 
  Self motivated?
 FORMCHECKBOX 
  In need of motivation?

Do you have any injury, medical, health or psychological reservations to engaging in the act of exercise?   FORMDROPDOWN 

If yes, please explain.       
I do hereby state that I am voluntarily committing to achieving the above health and fitness goals.  I will not complain. I will make time for me; I will plan & prepare my meals, workouts and week in advance.  I will do my best when I’m tired and when I’m strong.  I will graciously accept all rewards I earn.  I will love myself on both good and bad days and I will embrace an active lifestyle.  Failure to comply with these affirmations will result in nothing happening, feeling the same, looking the same and performing the same as when I completed this form or worse.  
     









     





Client Signature








Date

 FORMCHECKBOX 

Check for on-line/electronic signature

WAIVER AND RELEASE AND ASSUMPTION OF RISK AGREEMENT

In consideration of me being permitted to participate in any way in the Athletes by Alves sponsored Activities (“Activity”), I agree:

1. I understand the nature of Athletes by Alves activities and believe I am qualified to participate in such Activity.  I further acknowledge that I am aware the activity will be conducted in facilities open to the public during the Activity.  I further agree and warrant that if at any time I believe conditions to be unsafe, I will immediately discontinue further participation in the Activity.

2. I FULLY UNDERSTAND that: (a) Athletes by Alves Activities involve risks and dangers of SERIOUS BODILY INJURY, INCLUDING PERMANENT DISABILITY, PARALYSIS AND DEATH (“Risks”); (b) these Risks and dangers may be caused by my own actions, or inaction’s, the actions or inaction’s of others participating in the Activity, the condition in which the Activity takes place, or THE NEGLIGENCE OF THE “RELEASEES” NAMED BELOW; (c) there may be other risks and social and economic losses either not known to me or not readily foreseeable at this time; and I FULLY ACCEPT AND ASSUME ALL SUCH RISKS AND ALL RESPONSIBILITY FOR LOSSES, COSTS, AND DAMAGES incurred as a result of my Participation in the Activity.

3. I HEREBY RELEASE, DISCHARGE, COVENANT NOT TO SUE, AND AGREE TO INDEMNIFY AND SAVE AND HOLD HARMLESS Athletes by Alves , their respective administrators, directors, agents, officers, volunteers, and employees, other part-icipants, any sponsors, advertisers, and if applicable, owners and lessors of premises on which the Activity takes place (each considered one of the “Releasees” herein) from all liability, claims, demands, losses, or damages on my account caused or alleged to be caused in whole or in part by the negligence of the “Releasees” or otherwise, including negligent rescue operations and further agree that if, despite this release, I, or anyone on my behalf makes a claim against any of the Releasees named above, I WILL INDEMNIFY, SAVE AND HOLD HARMLESS EACH OF THE RELEASEES FROM ANY LITIGATION EXPENSES, ATTORNEY FEES, LOSS LIABILITY, DAMAGE OR COSTS ANY MAY INCUR AS THE RESULT OF ANY SUCH CLAIM.
4. By signing below I GIVE PERMISSION to Athletes by Alves and Mike Alves to USE MY IMAGE, VOICE AND LIKENESS IN VARIOUS MARKETING AND ADVERTISING MATERIALS AND PROMOTIONS not limited to brochures, business cards, flyers, websites, pamphlets, television, internet, signage, billboards, moving signs, mailings, print media and radio media.  I am aware and understand that I may be videotaped, photographed and audio recorded during this activity and my personal images and auditory noises/words spoken are examples of what may be used.    

I HAVE READ THIS AGREEMENT, FULLY UNDERSTAND IT’S TERMS, UNDERSTAND THAT I HAVE GIVEN UP SUBSTANTIAL RIGHTS BY SIGNING IT AND HAVE SIGNED IT FREELY AND WITHOUT ANY INDUCEMENT OR ASSURANCE OF ANY NATURE AND INTEND IT TO BE A COMPLETE AND UNCONDITIONAL RELEASE OF ALL LIABILITY TO THE GREATEST EXTENT ALLOWED BY LAW AND AGREE THAT IF ANY PORTION OF THIS AGREEMENT IS HELD TO BE INVALID THAT THE BALANCE, NOTWITHSTANDING, SHALL CONTINUE IN FULL FORCE AND EFFECT.

     






     





Particant Initials




Date

 FORMCHECKBOX 

Check for on-line/electronic signature


Informed Consent Agreement



IMPORTANT:  Please read carefully and acknowledge by signing below. 


Description of the Exercise Program and Potential Risks: I understand and do hereby consent to participate in a fitness training program that will include resistance training, plyometrics, stretching and/or cardiovascular exercises. I have been informed and understand that physical exercise has been associated with certain risks, including but not limited to occasional minor injuries (e.g. pulled muscles, muscle soreness, musculo-skeletal strains and sprain, bruises) to infrequent serious injury (e.g., heart attack, stroke or other cardiovascular accidents, muscle tears) to the very rare catastrophic incident (e.g., death, paralysis). I acknowledge that regardless of the care taken by my trainers that he or she cannot guarantee my personal safety.

Participant Responsibilities: I understand it is my responsibility to 1) fully disclose any health issues (including diabetes, heart problems, seizures, and asthma) or medications that are relevant to participation in a strenuous exercise program; 2) inform the trainer if there are changes to my health, including injuries and sickness 3) inform the trainer if there are activities with which I do not feel comfortable; 4) cease exercise and report promptly any unusual feelings (e.g., chest discomfort, nausea, difficulty breathing, apparent injury) during the exercise program; and 5) clear my participation with my physician.

Participant Acknowledgments: In agreeing to this exercise program, I, the participant 1) acknowledge that my participation is completely voluntary; 2) understand the potential physical risks involved in the exercise program and believe that the potential benefits outweigh those risks; 3) give consent to certain physical touching that may be necessary to ensure proper technique and body alignment; 4) understand that the achievement of health or fitness goals cannot be guaranteed; 5) have been able to ask questions regarding any concerns I might have, and have had those questions answered to my satisfaction; 6) am in good physical condition, have no impairment which might prevent my participation in such activities, and have been advised to consult a physician prior to beginning this program; 7) have been advised to cease exercise immediately if I experience unusual discomfort and feel the need to stop.

I have read and understand the above agreement. I have been made fully aware of and understand the potential risks involved in this physical fitness program. I hereby consent to those risks and am freely and voluntarily participating in the program. Finally, I am freely signing this agreement.   My initials below and the checked box shall represent my signature.

     






     





Participant Initials




Date

 FORMCHECKBOX 

Check for on-line/electronic signature.
TO BE COMPLETED BY TRAINER

Fitness Baseline Measurements

Heart Rate: 
   


bpm
Blood Pressure:  


mmHg

Body Weight: 
   


lbs

Height:
 
   


ft/in
Skinfold measurements:

7-Site:
Triceps:  ______mm, Chest:  ______mm, Midaxillary:  _____mm, Subscapular:  _____mm, Suprailiac:  _____mm, Abdominal:  _____mm, Thigh:  _____mm, 

Bonus:  Bicep:  _____, Calf:  _____
3-Site:  
Chest/Triceps:  _____mm
Abdomen/Suprailium: 
mm
Thigh: _
mm
Body Fat  

%;

Bioelectrical Impedence Body Fat %:  ______%
Lean Mass: 
 _____lbs




Lean Mass: 
_______lbs

Fat Mass:    
 _____lbs




Fat Mass:  
_______lbs

Pop Avg:     
 _____%




Pop Avg:  
_______%

Score:        
 _____





Score:  
_______

Rating:   
 _____





Rating:    
_______
Circumferences:

	Neck
	
	
	Right arm
	
	
	Right thigh
	

	
	
	
	
	
	
	
	

	Shoulder
	
	
	Right forearm
	
	
	Right calf
	

	
	
	
	
	
	
	
	

	Chest
	
	
	Left arm
	
	
	Left thigh
	

	
	
	
	
	
	
	
	

	Umbilicus
	
	
	Left forearm
	
	
	Left calf
	

	
	
	
	
	
	
	
	

	Greater Trochanter
	
	
	
	
	
	
	


Functional Movement Screen:











Comments:
1.  Deep Squat:


_____/3…………………………....................................

2.  Hurdle Step (R-stance)

_____/3…………………………………………………

     Hurdle Step (L-stance)

_____/3………………………………………………....

3.  In-Line Lunge (R-back)

_____/3…………………………………..……………..

     In-Line Lunge (L-back)     
_____/3…………………………………..……………..

4.  Shoulder Reach (R-neck)

_____/3………………………………..………………..

     Shoulder Reach (L-neck) 
 
_____/3………………………………………..………..

5.  Straight Leg Raise (R-leg)

_____/3………………………………………..………..

     Straight Leg Raise (L-leg)

_____/3……………………………………..…………..

6.  Push Up for Trunk Control
_____/3……………………………………..…………..

7.  Rotary Stability (R-support)
_____/3……………………………………..…………..

     Rotary Stability (L-support)
_____/3……………………………………..…………..
Power Tests:  

Vertical Jump:

_____inches


Broad Jump:

_____inches
Power Clean:

_____lbs


Power Snatch:

_____lbs

Strength Tests:  

1-Rep max Squat:

_____lbs

1-Rep max Bench Press:
_____lbs
1-Rep max Dead Lift:  
_____lbs

3-Rep max Chin Up:

_____lbs
Muscle Endurance Tests:  
Push Ups
_____/60sec



Chin Ups/Holds:
_____/30 or 60sec

Dips:  

_____/60sec



Plank:  

_____/120sec

Side Plank:
_____/120sec 



Quadruped Opposites:  _____/120sec
Aerobic Endurance Tests:  

*1-Mile Run:
_____min:sec; 



*Sub maximal Walk Fit Test:
speed:  ___mph, incline:  _____%, time:  __:__min:sec, 

Ex HR:  ___bpm, distance:  ___miles, calories:  ___, 

submax VO2:  ____ml/kg/min, rank:  _____, 
*Sub maximal Bike Fit Test:  level:  ___/20, seat ht:  __, distance:  ___miles, Ex HR:  ___bpm, time:  __:__min:sec, calories:  ___, submax VO2:  ___ml/kg/min, rank:  ____, 






Athletes by Alves

