                             Client Questionnaire
Name (last)​​​​​​​​​​​​______________________         (first) ______________________________

Address ________________________________________  (Apt #)  ________________

City _________________________ State______________  Zip____________________

Telephone (hm) ___________________ (wk) _______________Best time to call ______

Date of Birth _____________ Email __________________________________________

What are your health/fitness goals? ​​​​​​​​​​​​​​​___________________________________________

________________________________________________________________________

________________________________________________________________________

What exercise forms are you interested in? 

▫ Weight Lifting    ▫ Pilates     

▫Mixture of Weight Lifting and Pilates  ▫GYROTONIC®
When is your preferred day and time appointment? 

                                              Day                                                     Times

1st choice ________________________________   ______________________________
2nd choice ________________________________  ______________________________

3rd choice________________________________  _______________________________

Have you had surgery within the past year? ____________________________________

Back Pain? Where?        ▫Upper                   ▫Middle                 ▫Lower
Cause?                             ▫Unknown             ▫Injury                    ▫Muscle Weakness

Arthritis                           ▫Yes                      ▫No
Joint pain                         ▫Yes                      ▫ No

Shoulder pain                  ▫Yes                      ▫No

Neck pain                        ▫Yes                       ▫No

Achilles pain                   ▫Yes                      ▫No

Pregnant                           ▫Yes                     ▫ No

Any other pain or medical problems__________________________________________

