


Client Information and Health History 

Please complete this form to help us get to know you better. Be assured that all information is kept 
strictly confidential. 

Name: Date: 
-------------------- ---------

Address: 
------------------------------

City: ________ State: __ Zip: ____ Email: __________ _ 

Home phone: __________ Cell phone: __________ _ 

Birthdate: __________ Occupation: ______________ _ 

Emergency Contact: ______________ Phone: ________ _ 

Circle the appropriate response. If yes, please explain. 

1. History of heart problems, chest pain or stroke? _____ _

2. Increased blood pressure? ____________ _

3. Any chronic illness or condition? ___________ _

4. Osteopenia or Osteoporosis? ___________ _

5. Difficulty with physical exercise? __________ _

6. Advice from physician not to, or limit exercise? _____ _
7. Surgery (Hospital stay, or out-patient)?

In last 6 months? 
---------------

8. Pregnancy (now or within last 3 months)? _______ _

9. History of breathing or lung problems? ________ _
10. Diabetes or thyroid condition? ___________ _

11. Glaucoma?
------------------

12. Cigarette smoking habit? _____________ _

13. Increased blood cholesterol?
-------------

14. Immediate family history of heart conditions or disease? __ _

15. Hernia, or any condition that may be aggravated by exercise?

16. Never exercised?
----------------

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 
Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 



When was your last physical examination with a doctor? _____________ _ 

Do you now or have you ever in the past experienced pain or an injury to any of the following? (Please 
circle) 

Head    Neck Shoulder      Arm/Hand   Upper Back  Middle Back  Lower Back  Ribs  
Abdomen      Hip/Pelvis Knee    Ankle/Foot Legs 

Explain: __________________________________ _ 

Have you ever had an exercise stress test? __ When? ________________ _ 

If yes, results? _______________________________ _ 

Please list all medications you are taking. _____________________ _ 

Describe the exercise/activities you are involved in. _________________ _ 

What specific health or fitness goals do you hope to achieve from this program? _______ _ 

Date: _________ Signature: _______________ _ 

Printed name: 

----------------

Do you have any pelvic floor concerns, ie; incontinence or prolapse?
______________________________

How did you find out about Pilates Boise? __________________ _ 

A medical referral maybe required for any of the following conditions: heart condition, disease or 
problem, recent surgery, stroke, concussion, current medicine for heart, blood pressure, or diabetes, pain 
in abdomen, leg, arm, shoulder or chest, swollen joints, faintness or dizziness, breathless with slight 
exertion, over 65 years of age, high cholesterol, high blood pressure, or any other medical condition that 
might cause concern. 

Cancellation Policy: I understand that if I cancel a scheduled appointment with less than 24 hours 
notice I will be held responsible for payment in full. (Please Initial). 

Sessions are 45-55 minutes in length.  If you are sick and/or have a fever, please cancel your session.

Payment is due prior to or at the time of appointment. 
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