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Please Print Clearly

FIRST NAME_______________________ LAST NAME______________________________

ADDRESS____________________________________________________________________

CITY_______________________________STATE_________________ZIP______________

HOME PHONE______________________ WORK/CELL____________________________

EMAIL_______________________________________________________________________

AGE_________________BITHDATE_____________________

EMERGENCY CONTACT___________________________ # _________________________

LIMITATIONS, ALLERGIES, PHYSICAL CONDITIONS __________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

HAVE YOU PRACTICED YOGA/PILATES BEFORE?_____________________________

IF SO, WHAT STYLE AND FOR HOW LONG?___________________________________

HOW DID YOU LEARN ABOUT YOGA NINE?___________________________________

WHAT ARE YOUR GOALS?____________________________________________________

______________________________________________________________________________

______________________________________________________________________________

DESCRIBE ANY SURGURIES, PAST INJURIES OR ACCIDENTS __________________

______________________________________________________________________________

______________________________________________________________________________

DESCRIBE CHRONIC ILLNESSES AND MEDICATIONS WITH WHICH YOU ARE CURRENTLY BEING TREATED________________________________________________

______________________________________________________________________________

______________________________________________________________________________

WHICH OF THE FOLLOWING APPLY TO YOU?

       High blood pressure

 Glaucoma

Diabetes   

Arthritis

       Joints replacement

  Back Surgery
Seizure disorder
 Pregnant

Please inform your instructor of any discomfort BEFORE or DURING class. 
SIGNATURE________________________________________________DATE____________
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