CLIENT REGISTRATION FORM

NAME:





DOB:

/

/


ADDRESS:



PHONE: (W)



(H)



(M)


(EMAIL)


OCCUPATION:


MEDICAL HISTORY: eg: High/low blood pressure, diabetes, epilepsy, chronic diseases- please list:


Have you undergone any recent surgery? Yes/No- if yes, please specify:


Muscular/skeletal conditions: eg: back pain, neck pain, disc problem etc…Please specify:



What is your reason for starting Pilates?



How did you hear about this studio?



I SUBSCRIBE TO AND ACCEPT THE FOLLOWING:

Failure to appear for a pre-booked session without notification with in 24 hours notice  to the studio will result in the full session being charged unless otherwise specified.

Cynthia Lochard’s Pilates Method Studio shall not be liable for any damages arising from any personal injuries sustained by a guest or a member of Cynthia Lochard’s Pilates Method Studio on or around the premises in attending Pilates. Any guest or member using its facilities and equipment, does so at His/Her own risk and assumes full responsibility for any injuries or damages which may occur to him/her by using the facilities. He/She does hereby fully and forever release and discharge Cynthia Lochard’s Pilates Method Studio, its owner, employees and agents for any and or claims, demands, rights of action, or cause of action, resent or future, weather known or unknown resulting from the use of the facilities and equipment.

I agree to keep and obey all rules and regulations now in forced  and prescribed by Cynthia Lochard’s Pilate Method Studio for the use of its facilities and equipment 

SIGNITURE:






DATE:

