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New Client Registration 

Name: ______________________________________________ Date: _____________ 

Address:_______________________________________________________________ 

Phone: ___________________ Email: ______________________________________ 

Occupation: __________________________   Employer:________________________ 

Date of Birth: ______________ Age: ____ Height: _______ Weight: ______  Sex: M | F   

Emergency Contact: ______________________________ Phone: ________________ 

Who referred you to Whole Pilates? | How did you hear about us? 

______________________________________________________________________ 

Overall Health: Excellent | Good | Fair | Poor | Other: ___________________________ 

List Medications/Supplements: _____________________________________________ 

______________________________________________________________________ 

Recent Injuries/Surgeries: Foot-Ankle | Knee | Hip | Low or Mid Back | Shoulder | Elbow 

| Wrist-Hand | Neck  

Please explain: _________________________________________________________ 

______________________________________________________________________ 
 
Are you currently receiving any Health Care Services for a particular injury:   Y | N 

If yes, please circle:  Medical | Chiropractic | Massage | Physical Therapy | 

Other:_________________________________________________________________ 

 
History of Exercise: None-Ever | None Recently | Occasional | Monthly | Weekly | Daily 

Roughly how many hours a day do you:  Sit ___  Stand ___  Walk ___  Lift ___  

List activities you enjoy and participate in: 

______________________________________________________________________ 

Pilates Experience: None | Beginner | Intermediate | Advanced  

Explain: _______________________________________________________________ 
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Pilates Goals & Objectives: Strength | Coordination | Posture | Balance | Overall Fitness 

Please give further detail of goals and list anything you feel we should know for the 

safety of your participation: ________________________________________________ 

______________________________________________________________________

______________________________________________________________________ 

Please check if you are currently or have previously experienced any of the following: 

___ Arthritis                                     

___ Dizziness/Vertigo   

___ Heart Attack 

___ Back Pain     

___ History of Falls/Loss of Balance  

___ High/Low Blood Pressure 

___ Herniated Disc     

___ Lack of coordination with walking  

___ Cancer 

___ Spinal Stenosis     

___ Diabetes    

___ Acid Reflux/GERD 

___ Numbness/tingling in arm/leg   

___ Hyper/hypoglycemia   

___ Thyroid Disorder 

___ Pelvic Pain     

___ Neurological disease   

___ Joint Replacement 

___ Osteopenia/Osteoporosis   

___ Hearing Problems   

___ Pregnancy  

___ Recommended restriction of movement from a Healthcare Practitioner (e.g., lifting |

bending | arching | shoulder rotation)  

Please explain any checked areas: _________________________________________ 

______________________________________________________________________ 
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Use the body chart to circle any areas of pain or discomfort: 

!  

Please rate pain on a scale of 1-10:  
1 = Barely Noticeable 5 = Uncomfortable & 

Disturbing 

10 = Debilitating & 

Unmanageable 
______________________________________________________________________

______________________________________________________________________ 

What makes your pain worse or better? ______________________________________ 

______________________________________________________________________ 

 
I have completed the new client information, truthfully and accurately to the best of my 

knowledge. 

Signature: _________________________________________  Date: _____________ 

 
Payment & Cancellation Policy 

I understand that I am financially responsible for payment of my Pilates session with a 
credit card on file. I understand that my credit card information will be in an encrypted 
format that will not be utilized for any other purposes.  

I agree to give 24 hour notice for cancellation of a scheduled appointment and 
understand that my account will be charged for any missed session, without proper 
notice.   

All sessions are either 55 or 30 minutes. Regardless of arrival time, sessions will end at 
the scheduled time.   

I have read and voluntarily agree to the terms and conditions stated above. 

Signature: _________________________________________  Date: _____________ 
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Whole Pilates Liability Release Form 

 
I understand that the process of doing Pilates may involve dialog, questions regarding 
my history, previous injuries, current status, etc., and that my clear and complete 
responses to these questions will determine the quality and safety of the exercises. 

I understand that Pilates involves unique equipment that I may not be familiar with; that 
the equipment is constructed of moving parts, springs, and levers; and that the 
movement of my body and the apparatus could result in the possibility of falling or being 
trapped by the moving parts.  I understand that my clear and focused involvement is 
necessary for my physical improvement and safety. 

I understand that my participation may require the instructor to move me or ask me to 
move my body in ways that are new to me, and it is possible that in these movements 
pain or injury may occur or be exacerbated.  I understand that it is my responsibility to 
communicate clearly and promptly with my instructor, telling the instructor of any pain, 
discomfort, medical findings, or physical limitations. 

I understand that it is my sole responsibility to consult with a physician prior to my 
participation in Pilates to determine my fitness level and safety of participation.  I 
understand that a doctor’s release will be requested to participate in an individualized 
Pilates program if I have recently experienced a new injury/illness or if pregnant, post-
partum, or have concerns of osteoporosis, multiple sclerosis or other significant 
neurological or physical dysfunction.  ___ Initial 

I recognize and understand that there are risks of physical injury inherent in participation 
in any physical exercise program and that those risks are increased with the use of 
exercise equipment, particularly the unique equipment used in Pilates instruction.  I also 
understand that exercise equipment, particularly the moving parts, may be subject to 
fatigue or other wear and tear that may not be readily apparent to the user or to the 
Pilates studio.  I knowingly assume the risks involved in taking Pilates instruction, using 
Pilates equipment and exercising at this location.  

In consideration of my participation I hereby waive any right to sue Lawrence 
International, d/b/a Whole Pilates, its instructors, employees and agents and release 
them from any future claim resulting from accident or ordinary negligence that I or my 
estate, heirs or assigns may have for property damage or personal injury, including 
wrongful death.   

I have read the above release and waiver of liability and fully understand its contents.  I 
voluntarily agree to the terms and conditions stated above. 

Print Name: _________________________________________ 

Signature: _________________________________________  Date: _____________ 

*(Parent/guardian sign if under 18)
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