
	
	
____________________________________________________________________________________________________________ 

 

Client Health History Form 
 
 
Please provide your personal information below, it will be kept strictly confidential. 
 
First Name:   ______________________________     Last Name:  ___________________________________ 
Birth Date (DD/MM/YY): ___________________					Age:	_________		Gender:  ________________________ 
Address: __________________________________________________________________________________	
__________________________________________________________________________________________ 
Home Phone:  _____________________________     Mobile Phone:  ________________________________ 
Email Address:  ____________________________________________________________________________ 
Employer:  ________________________________________________________________________________ 
Occupation:  ______________________________________________________________________________	
 
How did you hear about us?  ________________________________________________________________ 
	
In case of emergency, please notify: 
	
Name:		___________________________________						Relationship:	__________________________________	
 
Phone Number(s):		_________________________________________________________________________	
	
 
For your benefit, please answer the following questions as honestly and accurately as possible. 
 
 
Are you currently under the care of a physician, chiropractor, or other health care professional?	
 
If yes, list reason: __________________________________________________________________________ 
 
Doctor’s Name:   _____________________________________		Phone:	______________________________	
 
 
Is there any reason you should not follow a regular exercise program?  
 
__________________________________________________________________________________________ 
 
Are you taking any medications? If yes, please indicate the type, dosage, frequency, and reason(s).  
 
__________________________________________________________________________________________ 
 
Please list any allergies: _____________________________________________________________________ 



Are you experiencing or have you experienced any of the following? Check all that apply.  
 

Cardiovascular/Circulatory:  

� High Blood Pressure  

� Low Blood Pressure   

� Congestive Heart Failure   

� Heart Attack 

� Heart Disease   

� Stroke/Aneurysm 

� Abnormal EKG 

� High Cholesterol 

� Swelling of Ankles 

� Poor Circulation 

� Varicose Veins 

� Pacemaker or Similar Device  
 
 

Respiratory:    

� Chronic Cough     

� Shortness of Breath   

� Bronchitis   

� Asthma   

� Emphysema   

� Sinus Problems  
 

General Symptoms: 

� Fainting/Dizziness 

� Difficulty Sleeping 

� Headaches/Migraines 

� Numbness/Tingling 
Location: ______________	
 

Autoimmune: 

� Rheumatoid Arthritis 

� Multiple Sclerosis 

� Fibromyalgia 

� Lupus 

� Graves Disease 

� Thyroid Issues 

� Other:  _______________ 
 

� Constipation/IBS 

� Stress/Anxiety 

� Ulcers 

� Vision Problems 

� Hearing Loss 
 

Bone/Joint:  

� Arthritis:  
Type:  ________________ 
Location: ______________ 

� Osteopenia 

� Osteoporosis 

� Artificial Implants 
Location: ______________ 

Reproductive (Women): 

� Currently Pregnant     
Due Date: _____________	

� Previous Deliveries 
Date(s):		______________	

� C-section  
Date(s):		______________	

� Menopausal 
 

Other: 

� Diabetes  
Type: ________________ 
Onset: _______________ 

� Cancer: ______________ 
Type: ________________	
Location: ______________	

� Epilepsy 

 
Please list any significant injuries/major illnesses/surgeries and when they occurred: 
 
__________________________________________________________________________________________ 
 
 
Have you experienced any chest pain associated with either exercise or stress? If yes, please describe. 
 
__________________________________________________________________________________________	
 
Has your doctor ever told you that you have a bone or joint problem that has been or could be made 
worse by exercise? If yes, please explain.  
 
__________________________________________________________________________________________ 
 
 



Please describe any past or current musculoskeletal conditions that you have incurred such as muscle 
pulls, sprains, fractures, pain, or general discomfort, including approximate date: 
	
Head/Neck	________________________________________________________________________________	
Upper	Back	________________________________________________________________________________	
Shoulder/Clavicle	___________________________________________________________________________	
Arm/Elbow	________________________________________________________________________________	
Wrist/Hand	________________________________________________________________________________	
Lower	Back	________________________________________________________________________________	
Hip/Pelvis	_________________________________________________________________________________	
Thigh/Knee	________________________________________________________________________________	
Lower	Leg	_________________________________________________________________________________	
Ankle/Foot	________________________________________________________________________________	
 
Please circle any areas of pain, injury, discomfort, tension, or restriction of movement: 
 
                                                   

 
																																																			
 
How active are you? List all activities that you are currently involved in and the frequency.	
 
__________________________________________________________________________________________ 
	
What are your exercise goals?  
 
__________________________________________________________________________________________ 
 
 
Are you on any specific food/nutritional plan at this time? Is diet important to you? 
 
__________________________________________________________________________________________ 
 
How would you describe your water consumption? ____________________________________________ 
 



 
What would you consider to be a successful outcome? 
 
__________________________________________________________________________________________ 
 
How often would you like to practice Pilates? 
 
__________________________________________________________________________________________ 
 
Please read the following statements and provide your consent below. 
 
I affirm that I have stated all of my known medical conditions and answered all questions honestly, to the best of my 
knowledge. I do not suffer from any know disability or condition which would prevent or limit my participation in an 
exercise program. I agree to keep Corelation Pilates informed of any changes to my health. 
 
I acknowledge that my enrollment and participation in Pilates exercise is purely voluntary and is in no way mandated by 
Corelation Pilates. I acknowledge that the Pilates training I receive is provided for the purpose of exercise instruction and 
guidance and not meant to diagnose or offer medical advice and neither is it meant to replace medical care. I understand 
that if I have a chronic/acute injury or medical condition, I may be required to obtain clearance from my doctor or 
registered health care provider prior to participating in Corelation Pilates programs. And, I acknowledge that I should seek 
medical advice from a doctor or registered health care provider, if I have specific questions about any medical concern. 
 
I accept that 24-hours notice is required to cancel or reschedule appointments that I am not able to make and that full 
charges will apply when less than 24-hours notice is provided. I accept that if I book within the 24 hour timeframe, the 
cancellation policy is effective immediately. I accept that if I am late for my appointment, my service will end at the 
designated time with no change in fee. 
 
 
I AFFIRM THAT I HAVE READ AND FULLY UNDERSTAND THE ABOVE STATEMENTS 
	
Date:	
	
Printed	Name:	
	
	
Signature:	
	
	
 
Thank you. Your instructor will review your information to better understand your current condition 
and future goals; these will be discussed with you during your first Pilates session.   
	
__________________________________________________________________________________________	
	

Instructor Notes 
 
  


