
The Yoga Center, Inc. Health History/Waiver Form

NAME________________________________________DATE______________

ADDRESS________________________________________ZIP CODE_______

TELEPHONE# (home)_____________________(work or cell)_______________

E-Mail ADDRESS__________________________________________________

OCCUPATION____________________________AGE_________SEX________

Please check any & all conditions that apply to you:

Back Conditions______                                  Hypertension_____

Back Surgery______


          Knee injury/surgery____

Carpal Tunnel syndrome_____                       Low blood sugar    _____

Depression______                                           Lung/Breathing conditions____

Diabetes____                                                    Multiple Sclerosis____                                        

Digestive Conditions____                                Neck injury/surgery_____

Fibromyalgia____                                             Neurological Conditions____

Foot Injury/surgery_____                                 Pregnancy____

Glaucoma___                                                   Scoliosis____

Heart Condition/Surgery____                         Shoulder conditions_____

Hip Condition/surgery_____

          Other______________________

Please explain answers for all checked items:

________________________________________________________________

________________________________________________________________

________________________________________________________________










Turn over, please!

Please check all health practitioners you are currently seeing:

Acupuncturist____



Physical therapist_____

Body Worker_____                                  Physician_____

Chiropractor______                                 Psychotherapist_____

Massage therapist________                   Other______________________
Briefly explain the condition you are working on with the above practitioner:

____________________________________________________________

____________________________________________________________

Please list medications you are taking:

______________________________________________________________

______________________________________________________________

I understand that practice of yoga is my choice. I agree to honor my body and let the instructor know if I need a modification of a posture for my body. I agree not to hold The Yoga Center or any of its instructors responsible for any harm that might happen as a result of my yoga practice. This applies to any other classes held at The Yoga Center. I promise not to sue The Yoga Center, Inc.

Signature___________________________________________Date_________

Have you practiced yoga before this class? YES_____NO_____

If so, what style do you mostly practice?________________________________

How did you find our about The Yoga Center? Please check all that apply:

Friend/Relative________ NAME_______________________________

(This person receives a FREE class for referring you to us!)

Lifestream newspaper_____              Roanoke Natural Foods Coop_____

City magazine listing______              Internet/Web search_____

Flyer in community______                 Other: Please Explain_________________

Thank you for completing this form and practicing yoga with us!

