	THERAPILATICS
A Pilates Footworks LLC Practice
	CLIENT INTAKE FORM
New clients



Everything on this form is confidential. It helps me program safely and specifically for you. If a question does not apply, leave it blank.
YOUR DETAILS
	 
First name
	 
Last name
	 
Date of birth


	 
Mobile phone
	 
Email


	 
Street address
	 
City
	 
State
	 
Zip


	 
Occupation
	 
Preferred contact  ☐ Phone  ☐ Email  ☐ Text



	 
Emergency contact name
	 
Relationship
	 
Phone


WHAT BRINGS YOU IN
	In your own words, what is the main thing you want addressed?

	 
 



	 
Where is the pain or restriction?
	 
How long has it been going on?



On a scale of 0 to 10, where 0 is no pain and 10 is the worst imaginable, what is your pain right now?
0    1    2    3    4    5    6    7    8    9    10        (circle one)
	 
At its worst in the last month
	 
What makes it better
	 
What makes it worse



	Which movements or activities currently cause pain or that you avoid?

	 
 


AVAILABILITY
Check all that work. The studio is closed Saturdays. Sunday is by appointment, afternoons only.
	
	Mon
	Tue
	Wed
	Thu
	Fri
	Sun

	Mornings
	☐
	☐
	☐
	☐
	☐
	☐

	Afternoons
	☐
	☐
	☐
	☐
	☐
	☐

	Evenings
	☐
	☐
	☐
	☐
	☐
	☐


HEALTH HISTORY
Do you have, or have you had, any of the following?
☐ None of the below
☐ Arthritis    ☐ Asthma or breathing problems    ☐ Cancer    ☐ Diabetes
☐ Epilepsy    ☐ Headaches    ☐ Heart problems    ☐ High blood pressure
☐ Kidney disease    ☐ Liver disease    ☐ Osteoporosis    ☐ Parkinson's
☐ Multiple sclerosis    ☐ Stroke    ☐ Mental health conditions    ☐ Currently pregnant

	Any other condition, past or present, that may affect movement

	 
 



	Surgeries and approximate dates

	 
 



	Replacements, hardware, or implants

	 



	 
Current medications
	 
Known allergies


BEFORE YOU EXERCISE
These four questions are standard screening. A yes does not prevent you from working — it tells me to go slower and may prompt me to ask you to check with your physician first.
Do you ever have pain or tightness in your chest, especially during exercise?   ☐ Yes   ☐ No
Do you ever feel faint or dizzy, particularly during exercise?   ☐ Yes   ☐ No
Do you experience unexplained fatigue when not doing anything strenuous?   ☐ Yes   ☐ No
Has a physician ever advised you against exercise, or restricted your activity?   ☐ Yes   ☐ No

Has a physician cleared you for independent exercise?   ☐ Yes   ☐ No   ☐ Not applicable
YOUR HEALTHCARE PROVIDERS
Optional. Listing a provider here does not permit me to contact them — that requires the separate authorization form.
	 
Primary care physician
	 
Practice
	 
Phone


	 
Physical therapist
	 
Practice
	 
Phone


	 
Chiropractor
	 
Practice
	 
Phone


	 
Orthopedic or specialist
	 
Practice
	 
Phone


WHAT YOU WANT
Rank your priorities, 1 being most important.
___ Reduce pain        ___ Move more easily        ___ Build strength        ___ Improve balance
___ Return to a sport        ___ Recover from injury or surgery        ___ Stay independent        ___ Other
	What do you most want to be able to do? Be as specific as you can.

	 
 
 


HOW YOU FOUND ME
☐ Internet search    ☐ Social media    ☐ Newspaper or article    ☐ Brochure
	 
☐ Friend or word of mouth — name
	 
☐ Referred by a provider — name




I confirm the information above is accurate and complete to the best of my knowledge, and I will tell my instructor if anything changes.
	 
Client signature
	 
Date



	 
Print name
	 
Date



	 
Parent or guardian, if the participant is under 18
	 
Date
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