C.K. Pilates,LLC Client Health Intake Form
Name___________________________
Date____________ DOB ___________

Street___________________________ State__________ Zip Code__________

HM Phone ________________Cell Phone_____________ Email____________

Emergency Contact_____________________ Phone______________________

Physician Name________________________ Phone______________________

Health and Fitness goals: ___________________________________________

_______________________________________________________________
Please describe your job:
What are your hobbies?
Please list any forms of body work that you receive on a daily basis

Please describe any joint, bone, or muscular problems you have had:
back
feet
joint
knee
neck
shoulder            other

Please describe any accidents injuries (falls, automobile, childhood, etc,)

Please list any surgeries or hospitalizations you have had and dates:

Please list any medical problems or illnesses you have or have ever had:

Please list any medications, vitamins and/or supplements you are taking:

Please describe your diet:

Please describe you exercise regime

If you have had children please list dates of birth:

If your physical exercise had ever been restricted please explain:

Please circle any that apply to you

high blood pressure
high cholesterol

smoker

diabetes

arthritis


difficulty with exercise
eating disorder

seizures

chronic illness
lung problems
heart problems/abn EKG   
trying to get pregnant
pregnant

detached retina
glaucoma
Have you been released to exercise?                 yes
no

NOTES:

Health Intake Form Taken by:




Date:
