Yoga Werks

Health History Form

Name:                                                                Address:                                        

City:                                                                  State:                       Zip:

Home Phone:                                                    Cell or Work:


Emergency Contact:                                                         Phone:                

E-Mail Address:

Health History (please check all that apply to you):

· Asthma or breathing problems

· High Blood Pressure

· Low Blood Pressure

· Heart Condition

· Arthritis

· Bulging or Herniated Disc

· Degenerative Disc Disease

· Fused Vertebrae

· Hernia

· Back/ Hip/ Neck Pain

· Shoulder/ Arm/ Hand Pain

· Leg/ Foot Pain

· 
Osteoporosis

· Joint Replacements

List:

· Chronic Fatigue Syndrome

· Depression

· Diabetes

· Epilepsy

· Fibromyalgia

· Hearing Impaired

· Pregnant

How many months?

Please explain any other medical conditions/ surgeries which may be relevant to yoga class:


Current Exercise:                                                            Occupation:

How did you hear about this class? (Circle one)  E-mail   Newspaper Article   Outside Marquee  Postcard/Flyer   Friend    Other

What do you hope to learn from yoga class?


I understand that I am responsible for participating within my own personal ability level.  I understand that Professional Massage Therapy Werks, Inc., including instructors of this class, are not liable or responsible for any injuries.

Signature:                                                                Date:
