Louise Gilbertson Pilates
Client Assessment Form

(Information provided is held in strict confidence and never passed on to third parties).

General Information

First Name:						Surname:


DOB:							Age:


Address:



Tel:							Emergency Contact:

Email:

Sex (please circle): 				Male		Female



Lifestyle and Fitness 


Current Fitness History:

Have you done Pilates before?			Yes		No
(please circle)



Medical History

Have you ever been advised by a doctor not to exercise? Yes	      No
Please circle if you suffer/have ever suffered any of the following? 
If you answer Yes to any of the questions, please give details.

SECTION A

Sensory Neuropathy					Yes 		No
(reduced sensation in the feet and legs)

Vision Impairment					Yes		No
(blindness, cataracts)

Ear problems						Yes		No	
(Vertigo, Tinnitus, Meniere’s)

Balance or Gait Disorder				Yes		No

Muscle weakness in the legs				Yes 		No

Have you ever had a fall?				Yes		No

Have you ever broken any bones? 			Yes 		No

SECTION B

Heart Condition						Yes		No

Respiratory Condition					Yes		No

Spine Condition						Yes		No

Back pain							Yes		No

Sciatica							Yes		No

Neck Pain							Yes		No

Stroke							Yes		No

High or Low Blood Pressure				Yes		No

Fainting or Dizzy spells					Yes		No
				
Joint Pain							Yes		No	

Osteoporosis or Osteopenia				Yes		No

Diabetes							Yes		No

Epilepsy							Yes		No

Past surgeries or hospitalizations			Yes		No

Other condition not listed				Please specify

Medications

Please list any medications you are currently taking.

Allergies

Please list any allergies including latex allergy.

Disclaimer

I confirm there is no medical or physical reason which prevents me from participating in Pilates. If anything changes with regard to this, I will seek medical advice before continuing with Pilates.

I understand that participating in Pilates is at my own risk. I accept full responsibility for any injuries that I may incur. I understand that I need to listen to my body and exercise at a pace and level which is best for me. I agree to stop exercising and inform Louise immediately if I have any pain, discomfort or dizziness during the class.

I am happy for Louise to perform tactile cueing (hands-on support) to facilitate my movement. Please state if you are not happy with this.

I confirm that I have read and understand the above information.


Name (please print):


Signature:


Date:
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