
 

 

CLIENT INTAKE FORM 

 

Name _________________________________ Date ______________ E-mail______________________________                  

Preferred Phone ____________________ Secondary Phone ________________Occupation___________________ 

Address ___________________________ City ______________________ State _________Zip _______________ 

Date of Birth _____________ Emergency Contact _____________________ Phone _________________________  

 

Thank you for providing the following information. Your privacy is important to us. The information you give to us will be confidential, 
and meant only to be used as an aid in determining a safe and effective workout for you. 

 
Do you have or have you had any of the following conditions?  

Arthritis (osteo/rheumatoid)  Allergies/Asthma   
Multiple Sclerosis    Heart Condition    Hip R / L 
Osteoporosis/Penia    Diabetes     Knee R / L 
High / Low Blood Pressure   Vertigo     Ankle R / L 
Fibromyalgia    Cancer     Foot R / L 
Stenosis     Spondylolisthesis    Shoulder 
Scoliosis     Sciatica     Arm R / L 
Carpal Tunnel Syndrome   Plantar Fasciitis    Wrist R / L 
Back Pain    Neck Pain    Hand R / L 
Thoracic Outlet Syndrome   Pelvis     Ribs 
       
           
Please explain any items checked above: 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_____________________________________________________________________  

 
What specific goals do you hope to achieve through the Pilates Method? 

_________________________________________________________________________________________________________

_________________________________________________________________________________  

 

List current physical activities 

_________________________________________________________________________________________________________

_________________________________________________________________________________ 

 

How did you hear about Rebound Pilates?_________________________________________________________ 

 
Signature________________________________________________ Date ___________________ 
(Parent/Guardian if under 18) 
 



PARTICIPANT RELEASE 
 
I, _________________________, wish to participate in the exercise program offered by Rebound Sports Performance 
and/or Rebound Pilates.  I understand there are inherent risks in participating in a program or strenuous exercise. I am 
aware of my responsibility to consult with my personal physician regarding my medical fitness level to engage in 
strenuous exercise. I do hereby intend to be legally bound for myself and waive release of any and all rights and claims 
for damages I may have against the participating facility and the fitness trainer for any and all injuries while fol lowing the 
training program provided me. I agree that Rebound Sports Performance and/or Rebound Pilates shall not be liable or 
responsible for any injuries to me resulting from my participation in the exercise program (whether at home, corporate, 
commercial residential or other fitness facility); and I expressly release and discharge Rebound Sports Performance 
and/or Rebound Pilates, its owner, employees, agents and/or assigns, from all claims, actions, judgments and the like 
which I or my heirs, executers, administrators, or assigns may have or claim to have as a result or any injury or other 
damage which may occur in connection with my participation in the fitness program.  
I have read and understand this term: _______ (initial) 
 
I understand that it is my responsibility to inform my instructor/trainer of any conditions of changes in my health, now and 
on going, which might affect my ability to exercise safely and with minimal risk of injury. 
I have read and understand this term: ________ (initial) 
 
I understand that Rebound Sports Performance and/or Rebound Pilates works on a scheduled appointment basis and 
thus requires that I provide 24 hours notice when canceling an appointment. No charge will be levied should I cancel with 
more than 24 hours notice given. Should I cancel a session with less than 24 hours notice, I will then be charged for that 
session. Should I arrive late there is no guarantee I will receive the full session with my instructor/trainer. 
I have read and understand this term: ________ (initial) 
 
All services must be paid in advance.  I understand that all sessions are non-refundable.  
I have read and understand this term: ________ (initial) 
 
 
I have read and understand all of the above terms. I sign voluntarily and with full knowledge of its significance. 
 
___________________________________________ 
Participants signature    Date 
(parent/guardian if under 18) 
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