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New Client Health History Information Form


	Name
	

	Address



	

	Phone number
	

	Email
	

	Occupation
	

	Emergency contact Name and phone number
	



Have you practised yoga before ?		Yes		No
If YES how often do you practise ?		Daily		Weekly	Monthly
What type of yoga have you practised before ? (tick all that apply)
Ashtanga		Hot Yoga		Yin/Restorative		Power Yoga
Hatha		Vinyasa		Not Sure


On a scale of 1 – 10 (with 10 being the highest)  how would you rate your daily activity ?
On a scale of 1 – 10 ( with 10 being the highest )  how would you rate your level of daily stress ?
What are your health goals for your yoga practise ? ( check all that apply)
Balance/Inner Peace			Stress Relief		Flexibility		
Improve overall health		Other
Please review the list below and check any health concerns that apply to you or have applied to you recently :
Arthritis		Anaemia		Asthma		Anxiety	Back pain
Muscle pain		Osteoporosis		Muscle weakness	Sciatica	Diabetes
Bulging Disc		Seizures		Stroke			Depression	Knee pain
Heart Condition	Cancer		Surgery		High blood pressure
Low blood pressure
Please provide further details of your condition below :




If you are currently taking any medication please list below and the reason for taking :



I authorise the collection and use of the personal information provided as required for therapeutic treatment and related administrative purposes.  I understand that all my personal information is confidential and will not be released without my consent.
I understand that yoga is not a substitute for medical attention, examination, diagnosis or treatment.
Yoga is not recommended and not safe under certain medical conditions and by signing I confirm that a licensed medical doctor has verified my good health and physical condition to participate in yoga classes  offered by  The Yoga Place.  In addition I shall make my yoga instructor aware of any medical conditions or physical limitations before the class.
If I am pregnant, become pregnant or I am post-natal or post-surgical, my signature verifies that I have my doctor’s approval to participate. 
I also affirm that I alone am responsible to decide whether to practise yoga and participation is at my own risk.
I hereby agree to irrevocably release and waive any claims that I have now or may have hereafter against The Yoga Place or any representative.

Name (print) : …………………………………………………………….
Signature :…………………………………………………………………
Date:…………………………………………………………………………

Waiver of Liability
	Name
	

	Address



	

	Phone number
	

	Email
	

	Occupation
	

	Emergency contact Name and phone number
	



I, (please insert name )…………………………………..  represent and warrant that I am in good physical health and do not suffer from any medical condition(s) that would limit my participation in the classes offered by The Yoga Place, or any representative of. 
I understand that it is my responsibility to consult with a medical doctor prior to and regarding my participation in any yoga class offered by The Yoga Place.
I understand the risks associated with the activity of yoga and I agree to follow  all instructions so that I can safely participate in yoga classes.
I acknowledge that participation in yoga classes or any other fitness/exercise class exposes me to a potential risk of injury and I am fully aware of these risks  and hereby release The Yoga Place and any representative of The Yoga Place from any and all liability, negligence or any claim arising from, or in any way connected to my participation in their yoga classes or any other exercise offered by them.
I have read the above release and waiver of liability and fully understand its content.  I am legally competent to sign and voluntarily agree to the terms and conditions of the above.

Name (print) :………………………………………………
Signature :…………………………………………………..  Date :……………………………………………
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