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What is your idea of mind, body, spirit connection and how does it make you feel?
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Overall, how satisfied are you with your life?

1 not satisfied - 10 very satisfied
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Important Note:

D/t full responsibility for any injury that may occur during a Yoga Therapy session.

[al ¥acknowledge that it is my responsibility to consult with my physician and disclose any and all
limitations to the instructor as a result of injury, illness or chronic physical and/or mental health
conditions prior to participating in any services.

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.

INSTRUCTOR'S NAME

SIGNATURE OF INSTRUCTOR

DATE DATE
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Jeannie Greene
Yoga Therapy Intake Form
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What would you like to achieve through yoga therapy?
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Have you practiced yoga before No

Describe your current discomfort: /\}W &//’,0 /1\( /j»

Address

Phone Number

Mobile Number

Email Address

Date of Birth

Emergency Contact

Emergency Contact
Phone Number
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Circle your pain level on the scale.
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Indicate any area of your body where you experience pain, tension, or stress:
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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 per night? é

During the night, how often do you wake up? / ‘/1/1/\ (&5

Do you exercise regulariy? No
Type of exercise:
ij)ggzz b(é% SWiry - P {gf::S

How much water do you drink per day? —%WO*-D
How much caffeine do you consume per day? 07 C(/L /0 § C?) 7426 e

Current medication (including vitamins and supplements):

V/ mon) b Vf \/71[ / 4}
Vﬂé/‘{m/

7
Surgerles No

com dise - w g4 -
bl Magchdong~~ 9 Yearsago
-Dwnm J' fo +vﬁot— ([, yis AgO
AC bl /= Y0




image3.jpg
When:

Do you have or have you had: (Use the back of this page with any Yes response)

Cardiovascular Disease: Yes
Hypertension: Yes
Canoer: No

Diabetes: Yes @

Thyroid Dysfunctiohs: Yes

G.\. Disorders: Yes
Autoimmune Disorders: Yes

Respiratory Problems: Yes @

Neurological Conditions: Yes

&
Muscular Problems: Yes
S B° no  OSteopento— . Focorr Ant Rooture

(osteoporosis, fracturesy

Conditions of the Joints:
(ostecarthits) Yes (No )

Do you have a pacemaker, hearing aids, lumbar hardware, etc? No,

Are you in a supportive relaﬁonshi No

Do you have someone that you can confide in@ No

What do you do in your free time?
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