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Important Note:
Yoga Therapy does not diagnose or offer treatment/cure of disease.

Yoga Therapy sessions adapt the practices of yoga to the unique needs of the individual. Yoga Therapy
is not intended to be a replacement for medical care.

JI accept full responsibility for any injury that may occur during a YYoga Therapy session.

Bf/acknowledge that it is my responsibility to consult with my physician and disclose any and all
imitations to the instructor as a result of injury, illness or chronic physical and/or mental health

\Q/wndmuns prior to participating in any services.
1

understand and intend that this document acts as the broadest and most inclusive assumption
of risk, waiver, release of liability, agreement not to sue and indemnity.

| understand that payment for yoga therapy sessions is not refundable or transferable. Sessions
that are canceled within less than 24 hours are not eligible to be rescheduled. | understand that
excessive cancellations (more than 20%) may result in loss of services. All yoga therapy session
purchases expire after three months.
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Jeannie Greene
Yoga Therapy Intake Form

The information provided on this form will be kept confidential. Please inform me of any health related

issues that | will need to be aware of. Please seek professional medical advice before attending a yoga
therapy session if you have a medical related illness or injury.

Phone Number '-
Mobile Number " 4

Email Address '

Date of Birth m
Emergency Contact P_

Emergency Contact
Phone Number

What would you like to achieve through yoga therapy?
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Have you practiced yoga before? No

Describe your current discomfort:
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Circle your pain level on the scale.
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Current Stress Level:
1 no stressed - 10 very stressed
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What causes you stress?
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How do you manage stress?
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Number of hours of sleep pernight? & L otar.S
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During the night, how often do you wake up?

Do you exercise regulany? No

Type of exercise:
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How much water do you drink per day? /f }\'\M SZ@ gRe S

How much caffeine do you consume per day? ﬂ wf—j

Current medication (including vitamins and supplements):
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Surgeries: No
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Do you have or have you had: (Use the back of this page with any Yes response)
Cardiovascular Disease: (65> No P a(f iFats nue
Hypemns!on. No

Cancer Yes 5
Diabete: @ No

Thyroid Dysfunctions: Yes (@

G.l. Disorders: (_@ No
Autoimmune Disorders: Yes (K’
Respiratory Problems: Yes @
Neurological Conditions: Yes C@
Muscular Problems: Yes /o)

O
Conditions of the Bones:
(osteoporosis, fractures) Yes QQ

Conditions of tr:%%oinrs:

(ostecarthrits) Yes No e

Do you have a pacemaker, hearing aids, lumbar hardware, etc? U/A’
Are you in a supportive relationship? No
Do you have someone that you can confide in? (Yes/ No

What do you do in your free time?
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