PERSONAL INFORMATION AND HEALTH HISTORY SUMMARY
pH PILATES 
An accurate health history is important to ensure that it is safe for you to participate in private and group Pilates classes. If your health status changes in the future, please let your Instructor know. Please complete the following in BLOCK CAPITAL LETTERS.
NAME: ____________________________________ 	GENDER: Male    Female 	
DATE OF BIRTH: _____________________	AGE: ___________
EMAIL: _________________________________________________________________________________
PHONE (Home): ____________________________	(Mobile):___________________________________
ALLERGIES: No 		Yes If Yes, give details please: _________________________________________
EMERGENCY CONTACT: Name: ________________________________ Phone: ___________________________
OCCUPATION: _______________________________________________________________________________
Q. Does your occupation/ everyday life involve repetitive movements? (Including: sitting at a desk/ lifting). ____________________________________________________________________________________________________
Q. Do you do regular exercise/ attend Pilate’s class previously? ____________________________________________________________________________________________________ 
Q. Are you on any regular medications (Including: Over the counter drugs and Supplements)? ____________________________________________________________________________________________________
Q. Have you goals/ body areas you wish to focus on during your Pilates class? ____________________________________________________________________________________________________

	RESPIRATORY:	
· Chronic cough                         Bronchitis
· Shortness of breath                Asthma
· Emphysema
· Do you smoke?	

CARIOVASCULAR:
· High blood pressure        Low blood pressure
· Heart attack                      Stroke
· Pacemaker/ Defibrillator (AICD) 	


SKIN:
Skin conditions: YES    NO  Type:____________________
Doctors’ approval to exercise?: YES 	NO 


PREGNANT:  YES	       NO
Pre-natal, when is your due date? ___________________________________________
Post-natal: How many weeks? ___________________________________________
Had you any complications during last pregnancy? _________________________________________________________________________________________________________________________________
Doctors’ approval to return to exercise? YES      NO
______________________________________________________________________________________

	HAVE YOU BEEN TREATED BY A PHYSICIAN FOR: 
· Arthritis                                        Diabetes
· Fibromyalgia                                Heart disease
· Gastric reflux                                Glaucoma
· Multiple Sclerosis                        Osteoporosis
· Arthritis                                         Cancer
· Headaches/ migraines
· Chronic fatigue syndrome
· Severe allergies requiring immediate care
MUSCULOSKELETAL:
Any pains/ aches/ tightness in these regions.  
Specify right (R), Left (L) or both (B):           
· Head ____________________________________                     
· Neck ____________________________________             
· Shoulder _________________________________
· Upper arm _______________________________               
· Lower arm _______________________________
· Hand/ Wrist ______________________________
· Fingers __________________________________
· Upper back _______________________________         
· Middle back ______________________________            
· Lower back _______________________________
· Ribcage/ Chest ____________________________             
· Abdomen ________________________________                              
· Hip/ Pelvis ________________________________
· Thigh/ Upper leg __________________________
· Calf/ Lower leg ____________________________
· Ankle____________________________________
· Foot ____________________________________  



PLEASE TURN OVER PAGE, THANK YOU.

TERMS AND CONDITIONS
1) I understand that there is a possibility that the following may occur during or after exercising: Muscular strains, sprains, and delayed onset muscle soreness, abnormal blood pressure, fainting, disturbances of heart rhythm, and very rare instances of heart attack.
2) I willingly participate at my own risk and take full responsibility if any of the above occurs during or after the session.
3) I understand that it is my responsibility, if I think it is necessary, to consult my GP and obtain a letter confirming my ability to participate in an exercise program prior to commencing or at any stage during the program. 
4) If I note any unusual or significant reaction during my participation, I will remove myself from participation and immediately bring this to the attention of the Instructor/ nearest official.
5) I indemnify pH Pilates Instructors against any claim that may result from my attendance and participation at pH Pilates.
6) [bookmark: _GoBack]I agree to inform pH Pilates of any new or changes in my medical condition as soon as I become aware of it.
7) I declare that I filled out this questionnaire truthfully, comprehensively and to the best of my ability.
8) I accept the above terms and conditions and agree to abide by them:
Name (Please Print): _____________________________________ 
Signature: ________________________ Date: ____/____/____











· 
