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Client Profile 

Name __________________________________________ Date _________________

Address _________________________________________City & Zip _____________

Phone (Home) _________________________Work ____________________________

Cell_________________________________

E-mail __________________________________________ Date of Birth __________

Occupation ___________________________________ 

Person to Contact in Case of Emergency:

Name __________________________________________ Phone ________________

How did you hear about Esprit de Core Pilates Studio? ___________________________

If you heard about us online, was it through: ___ Yelp, ___ Google, __ Yahoo, __ Facebook, 

__ Other. If other, please let us know where: __________________________________

Do you have Pilates experience? ____________________________________________________________________

What type of movement have you experienced?

___ Dance  ___ Yoga  ___ Martial Arts  ___ Running   ___ Walking  ___ Swimming  ___ Aerobics  ___ Gym  ___ Sports (please list) ____________________________________

___ None ___ Other

What regular activities do you do now? How often? ___________________________________________________________________________________________________________________________________________________________________________________________________________

Accident and Injury History (please tell us about all accidents and injuries including any permanent problems): ____________________________________________________________________________________________________________________________________________________________________________________________________________

Chronic Illnesses: ____________________________________________________________________

Have you ever had:

___ High Blood Pressure  ___ Heart Problems  ___ Joint Problems  ___ Diabetes  ___ Whiplash  ___ Surgery  ___ Liver Disease  ___ Sprains  ___ Fractures  ___ Asthma  ___ Cancer (type ________ ) 

Please explain if you marked any of the above ________________________________________________________________________________________________________________________________________

Do you suffer from back pain or problems? (neck, low back) ________________________________________________________________________________________________________________________________________

Do you suffer from problems with your feet, ankles, knees or hips? ________________________________________________________________________________________________________________________________________

Have you experienced any loss of balance because of dizziness or loss of consciousness in the past 2 years? ________________________________________________________________________________________________________________________________________

Do you smoke? ___ Yes  ___ No

Are you pregnant? ___ Yes  ___ No

Have you recently given birth? __________

Have you had any abdominal surgery, including caesarian section? ____________________________________________________________________

Are you taking any medication? ________________________________________________________________________________________________________________________________________

Is there anything else that could affect your work with us? ________________________________________________________________________________________________________________________________________

Are you currently receiving care through:

___ Physical Therapy (Therapist’s Name) _________________________Phone _____

___ Chiropractic (Dr’s Name) _________________________________ Phone ________

___ Massage or other bodywork (Name) _________________________ Phone ________

___ Physician (Dr’s Name) ____________________________________ Phone _______

___ Acupuncture (Dr’s Name) _________________________________ Phone ________

I, __________________, certify that I understand the foregoing questions and my answers are true and complete. I also understand that this information is being provided as part of my initial consultation, and may or may not be periodically updated. 

I, __________________, assume the risk for any changes in my medical condition that might affect my ability to exercise. Additionally, I will notice Esprit de Core Pilates Studio in writing if there are changes to the information I have detailed above in this questionnaire. 

Signature _______________________________________ Date _________________
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