

Health and Safety Questionnaire/PAR-Q
All information will be treated in the strictest of confidence in line with the GDPR Regulations 2018
Personal Details:
Name:
__________________________________________________________________________________
Address:
__________________________________________________________________________________
Contact telephone number:
__________________________________________________________________________________
Email Address:
__________________________________________________________________________________
Date of birth:
__________________________________________________________________________________
Male/Female/Prefer not to answer:
__________________________________________________________________________________
Occupation:
__________________________________________________________________________________
Sports/Hobbies:
__________________________________________________________________________________
Emergency contact details:
Name:
__________________________________________________________________________________
Contact telephone number:
__________________________________________________________________________________
What are your reasons for taking up Pilates?

_________________________________________________________________________________
Where did you hear/read about my classes?


Medical History:
1. Have you ever suffered from Heart Trouble?                                                                   YES/NO
[bookmark: _Hlk31908371]If YES – please expand: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
2. Is there any history of Heart Disease in your immediate family? (under the age of 55) YES/NO
3. Are you presently taking any form of Medication?                                                         YES/NO
If YES – please inform me of any significant side effects/contraindications caused by the medication (please note you should inform me regularly of any changes/additions to medications)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
4. Do you suffer from Chest Pain?                                                                                           YES/NO
If YES – please expand: 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
5. Do you have any spells of Dizziness or feel Faint?                                                            YES/NO
6. Have you suffered with High or Low Blood Pressure, and/or High                                 YES/NO
Cholesterol level? If YES please indicate which: _______________________________________                                                     
7. Do you suffer with any form of Respiratory illness (e.g.  asthma, chronic bronchitis, COPD or any other chest ailments?)
If YES – please expand:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________   
8. Do you have Diabetes?                                                                                                         YES/NO    
If YES please ensure that you bring insulin pens/glucose tablets/appropriate drinks to class                                                                                                               
9. Do you suffer from Back Pain or any other Orthopedic problem?                                           YES/NO
If YES – please expand: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
10. Do you suffer with Neck pain?                                                                                             YES/NO
11. Do you suffer from severe headaches or migraines?                                                      YES/NO
12. Do you suffer with pain in your wrists/ankles if YES indicate which                             YES/NO
13. Do you suffer with Shoulder problems (currently or in the past?)                                YES/NO 
If YES please expand:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

14. Are you recuperating from a recent illness/operation or injury?
 If YES please expand:                                                                                                            YES/NO
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________

15. Do you suffer with Osteoperosis? 
If YES please can you indicate your Dexa Scan T-score (if you are not aware of this, please ask your GP or specialist so that I can plan accordingly for you)
____________________________________________________________________________________________________________________________________________________________

16. Do you suffer with Rheumatoid Arthritis?
If YES please identify your symptoms and their severity, particularly any losses in joint action or headaches:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
17. Have you had a Hip or Knee replacement?                                                                         YES/NO
If YES – please provide date/s: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
18. Do you suffer regularly with Pain?                                                                                        YES/NO
If YES please expand, including the area of your pain
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
On a scale of 1 – 10 where 10 is the greatest, how bad can this pain be?  1 2 3 4 5 6 7 8 9 10
19. Are you pregnant? If YES how many months?                                                                    YES/NO
20. Have you been diagnosed as Hypermobile? (excessive joint mobility)?                        YES/NO Have you any other medical condition I should be aware of?                                          YES/NO
If YES please expand:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PLEASE NOTE: if you have answered YES to any of the questions 1 to 20, you are advised to seek medical advice/approval before commencing an exercise programme, and to consult further with your instructor. It is inadvisable to do Pilates between weeks 8 to 14 of pregnancy, it is also advisable to wait until six weeks after the birth before resuming exercise. Exercise should be performed at a pace which feels comfortable to you. PAIN should NOT be IGNORED. Please advise me before any session if your health or ability to exercise changes.
Disclaimer:
I have been informed both verbally and in writing that if I answer YES to any of questions 1 to 20 of this questionnaire, I should seek medical advice/approval before commencing an exercise programme. If I wish to continue without such advice, I do so entirely at my own risk. I confirm that I have read, fully understand and have answered the above questions honestly. I understand that my Pilates instructor cannot be held responsible for any injuries or ill health arising from my participation. I have also been given advice and guidance on the GDPR Regulations 2018 and am happy for Penny’s Pilates to hold the personal information listed under this guidance for the duration of my attendance at classes/one to one sessions or for a period of 7 years after my last recorded attendance at a session/one to one class. Following this 7 year period, my personal information will be shredded.
Signed client:_________________________Signed teacher:__________________Date:__________
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