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PILATES & YOGA REGISTRATION

Date: _____________

CLIENT INFORMATION (Please Print)

Last name: ___________________________ First Name: __________________________________

Address: _________________________________________________________________________

City: _________________________________State: __________ Zip: ________________________ 

Home Phone: _________________________ Work phone: ________________________________

Cell phone: _________________ E-mail: _______________________________________________                        

Birth Date: __________________Marital Status: __________________ Gender:  FORMCHECKBOX 
Female   FORMCHECKBOX 
 Male

Occupation: ___________________________ Employer: __________________________________

Emergency Contact: ___________________________________Phone: ______________________

Primary Physician: ____________________________________Phone: _______________________

How did you hear about Healthcore? ___________________________________________________

What are your hobbies/recreational activities & frequency?__________________________________  ________________________________________________________________________________

Previous experience with Pilates?  FORMCHECKBOX 
YES FORMCHECKBOX 
 NO Yoga?  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO If YES,__________________

Personal fitness goals: ______________________________________________________________

Can Healthcore send you notices about events, specials, etc?  FORMCHECKBOX 
YES  FORMCHECKBOX 
 NO

General Health:  FORMCHECKBOX 
Excellent
 FORMCHECKBOX 
 Good
 FORMCHECKBOX 
 Fair
  FORMCHECKBOX 
 Poor

Have you had any medical problems or hospitalizations in the past year?  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

If YES please specify:_____________________________________________________________ ________________________________________________________________________________

Are you currently under the care of a physician or specialist?  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

If YES please specify_______________________________________________________________

Previous Injuries:___________________________________________________________________

Previous Surgeries: ________________________________________________________________

Medications: ______________________________________________________________________

________________________________________________________________________________

MEDICAL SCREENING:

Asthma                                 
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO        

Arthritis                        
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO 

Cancer                                 
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO              
Depression                       
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

 If YES, Type__________________________          

Diabetes                               
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Heart Problems                    
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO               
Dizziness or Vertigo           
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

High Blood Pressure           
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO              
Hernia                                   
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Circulation Problems              
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO               
Emphysema                    
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Osteoporosis/Osteopenia      
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO               
Respiratory Problems   
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Thyroid Problems               
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO              
Tuberculosis                       
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Multiple Sclerosis               
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO              
Parkinson’s                         
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Kidney Disease                       
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO               
Epilepsy                          
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Hepatitis                                   
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO              
Stroke                               
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Allergies                                   
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO              
Neurological Disorder    
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

If YES, LIST___________________________             
Muscular Disease/Disorder
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Fatigue                                     
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO              
Bowel/Bladder Dysfunction
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Weakness                                
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO              
Hearing Loss/Disorder        
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Numbness or Tingling            
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO             
Vision Problems
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Weight Loss or Gain           
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO             
Pregnancy
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Nausea/Vomiting                     
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO                
Chemical Dependency
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Fever/Chills/Sweats                
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO               
Eating Disorder
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Night Pain                              
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO               
Metal/other Implant
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Headache                                 
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO             
Fainting
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Other: __________________________________________________________________________

Tobacco
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO If YES, please specify ppd: _________ years: _______________________

Alcohol
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO If YES, please specify amount: ___________________________________

Caffeine    FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO If YES, # drinks per day_________________________________________

Is there anything else that you feel Healthcore should know about or have not asked? If so, please explain: __________________________________________________________________________
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RELEASE AND WAIVER

I,_______________________ ______voluntarily desire to participate in physical and/or rehabilitation exercise training classes conducted by Healthcore Physical Therapy & Pilates Studio LLC (hereinafter referred to as “Healthcore”) located at 245 Amity Road Suite 204 Woodbridge, CT 06525. and understand and agree with the following:

1. I assume full responsibility while voluntarily participating in any training class at my sole risk and shall abide by any and all rules and regulations for use of the facility which may be promulgated from time to time by its owner or Healthcore .

2. I am aware that there exists the possibility of certain conditions occurring during or following training and/or exercise. These conditions include, but are not limited to mild or light-headedness, fainting, abnormalities of blood pressure or heart rate, ineffective heart function and in rare instances, heart attack and stroke. The reaction of the cardiovascular system to such activity cannot be predicted with complete accuracy.

3. It is strongly recommended that I receive medical clearance from my private physician prior to starting this or any exercise training program. This program can be designed for persons with known heart disease or those with disorders which require medical supervision however, those persons should have a direct physician referral. Healthcore reserves the right to deny services to those without their physicians’ written consent/referral.

4. I expressly agree that I have been informed that the program involves possible risks and all exercises shall be undertaken at my sole risk and that neither Healthcore, nor the Officers, Directors, agents or employees shall be liable to me or any other person, for any claims, demands, injuries, damages, actions or causes of action, whatsoever, to my person or property arising out of or connected to services and/or exercises having direct relation to this facility. I do hereby release and discharge Healthcore thereof from all claims, demands, injuries, damages, actions, or causes of action and from all acts of active or passive negligence on the part of Healthcore or their officers, directors, agents or employees.

I HAVE READ THE ABOVE STATEMENT AND UNDERSTAND THE ABOVE CONDITIONS

Client’s Signature: _________________________________  Date: ___________________________

HEALTHCORE  PILATES POLICIES

Cancellation/ No-show Policy:

Twenty-four (24) hours notice is required for cancellation of an appointment of any type.  Clients who cancel appointments with less than 24 hours notice will be charged for the appointment time.  I am aware that if I must cancel within 24 hours of my appointment or fail to show up, I will be responsible for the full payment of the Pilates class/session. 

Appointment/Class Policies:

Please arrive on time.  Healthcore strives to give you the fullest attention during your allotted time.  Your respect of other client’s time is appreciated and sessions will start and end promptly as scheduled.  Late arrivals are responsible for the full fee of the session.

PAYMENT Policy

Payment is due in full at the time of service. Healthcore accepts cash, check, Mastercard and Visa as forms of payment. There are no refunds for any services.

Scheduling Policy

Payment is required to sign-up for future classes and packages are available. Class and private session packages are good for 6 months from purchase date.

I the undersigned do hereby certify that I have completed the Pilates Registration and know it to be truthful and accurate to the best of my knowledge. I have read and agree to all the policies mentioned above.

__________________________________________________________________________________________

Signature of Client/Guardian





Date
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