CLIENT INFORMATION

To better serve your health and fitness needs, please take a moment to complete this form.  Thank you.

Name: ______________________________________________ Date: _____________________________

Address: ___________________________________ City: ______________ State: _________ Zip: _____

Home Phone: ______________________________ Work Phone: _________________________________

Occupation: ____________________________________ Birth Date: ______________________________

Who should be contacted I the case of emergency?

Name: ________________________________________ Relationship: ____________________________

Please describe your physical condition.  Include any medication(s) you may be taking.

______________________________________________________________________________________

______________________________________________________________________________________

List all current sports and/or activities.

______________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

What fitness and health goals do you hope to achieve through Pilates?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe your physical history, listing injuries, ailments, surgeries, pregnancies, and significant medical treatments.  Check all body parts involved, specifying right (R) or left (L).

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_____Head

_____Neck

_____Shoulder

_____Arm/Hand

_____Upper Back
_____Middle Back

_____Low Back

_____Ribs

_____Abdomen

_____Hip/Pelvis

_____Knee

_____Ankle/Foot

Who are your doctor, chiropractor, physical therapist, and/or massage therapist?

________________________________________________________________

How did you find out about Streamline Bodyworks?

WAIVER OF LIABILITY AND INFORMED CONSENT RELEASE

CANCELLATION POLICY: I understand that if I must cancel a scheduled appointment, I must notify Streamline Bodyworks at least 24 hours in advanced or I will be responsible for 100 % the cost of the session.

I hereby certify that I am voluntarily participating in a physical conditioning and corrective exercise program based on the work of Joseph H. Pilates.  I affirm that I am in good physical condition and/or have my physician’s approval to pursue this conditioning program.

I understand that the potential risks of this conditioning program and recognize that many changes may occur as a result of these exercise sessions, including possible short-term aggravation of some symptoms, tiredness, possible light-headedness, increased energy, mood changes, and mild soreness.

I acknowledge that, although the conditioning program in which I participate may have substantial physical benefits, my instructor is not engaged in diagnosing or treating medical diseases or deficiencies.  I have and will continue to keep my instructor fully informed of any physical condition or disability, which would prevent or limit my participation in this conditioning program.

I agree to release from all liability and to indemnify Streamline Bodyworks, her partners, independent contractors, and employees from and against all claims, actions, judgements, costs, expenses, and demands with respect to injury, loss, death, or damage to my person or property in connection with my taking part in the above stated program.  It is understood and agreed that this consent release is to be binding on my heirs, executors, administrators, assigns and myself.

In addition to the above, I understand that Streamline Bodyworks is a training center for Pilates instructors where it is possible that my session may be observed by teachers in training.  It is my right to request that my session not be observed.

Client signature (parent/guardian if under18):___________________________________

