Client Intake Form    

Name:_______________________________________________ Date of Birth:_______________

Address:______________________________________________________ Postal Code:_____________________ 
Telephone:__________________________________________ 
E-mail address:__________________________________________________________
 If you wish to be informed about future yoga classes and/or workshops please indicate how to contact you: Email newsletter___ Regular mail ___ Telephone call____ Text____

What is your principal motivation in taking these classes ? 
Do you have any of the following conditions (tick off all that apply): 
High blood pressure ____ If so, is it medicated? no__ yes__ 
Dizziness ____ If so, possible cause (if known) ________________________________ 
Heart condition: ____ Please specify: ____________________________________________ Osteoarthritis: ____
If yes, which joints are affected: ______________________________ 
Asthma ____ Rheumatism ____ Endometriosis ____ Glaucoma ____ Detached Retina ____Fibromyalgia____Depression____Other___________________________________________________________

 In regards to your spine:
Pinched Nerve ____ Bulging disc___ Herniated disc___    Location(s) in spine _________

Do you experience numbness or tingling? Y or N. If yes, please elaborate: 

Are you in pain? ___ Have you seen any medical professionals? ______ 
Have you had x-rays? ____ MRI's? ____ Have you had a diagnosis? ________If so, what was it? 
What have you tried?
 What has helped you? 
What hasn’t helped?
How constant is your pain? In this moment how is your pain level from 1 (not much) to 10 extreme pain __________ 
Can you sleep, work, and do daily activities? _______ Are you on pain medication? 
Women only: ___ Hysterectomy ___ Menopausal challenges ___ Caesarean delivery ___ Early termination of menses Are you pregnant? Yes No 
THIS IS VERY IMPORTANT Please mention any other medications you are on and reason for taking them; any other health or medical condition that you believe may be helpful to your instructor: any precautions that should be taken to ensure your well-being. ________________________________________________________________ 
Name & phone of your principal health care provider (optional):__________________________________________
I recognize Yoga Therapy is an activity that requires some physical movement and exertion. It is my responsibility to consult with a physician prior to and regarding my participation in this approach. I also acknowledge my own responsibility for my well-being  and will not hold Joanne Pineau liable for any injury. 
Signature:______________________________________________Date:_______________________ 
EMERGENCY CONTACT NAME & TEL (while in class): 
INTAKE2016.DOC


