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Yoga Therapy Small Group Intake

CLASS: Yoga Therapy to Improve Mood
PERSONAL DATA

L

First name: “_ Last name:_

Address: % City/State: /‘.“:257&&&;45’ W{; f\h—_‘

Phone Number:_7‘3 29793075 Email Address#
DOB: M Age(nZ Receive Newsletter?l Y/ N

Occupation: R.e,‘h}t-eﬁ/ Pronouns:

Emergency Contact: Phone:

How did you hear about Hush Studio?

NA
PAST MEDICAL HISTORY (please check)
___ Heart Disease _éﬂig/hl:_’.lood Pressure ___ Diabetes ___ Stroke ___ Cancer
___Seizures ___ Thyroid Disease ___ Glaucoma | Retina Disease ___Arthritis (RA/OA)

FAMILY MEDICAL HISTORY




T RN S ™ - |

GOALS
What is your previous yoga experience? T~ [aut harn Yoz "E‘“’/
[74

OWNA 1('.{}4&/\ Yoy

-

What is your reason for seeking out Yoga Therapy?

To %Lﬂ;p Aelp o My mind = Sl

What are your goals for Yoga Therapy?

Betmn  clesp.

What are you hoping to receive and accomplish through these sessions?

1&) bellua i o S{o};/q.




Is there anything else you would like me to know?

VER OF CON
: . (print name) understand that the practice of Yoga
ay takes the place of a

therapy is provided for the wellbeing of my mind and body and in no w Pl
doctor's care when it is indicated. It is my choice to receive Yoga therapy and it includes
physical movements (on mat/chair), breath work, healing touch (for in-person sessror]s) and
guided meditation. If | experience any discomfort or pain, | will listen to my body, adjust the
posture and ask for support from the instructor. | know that | always have permission to come

out of a posture at any time.

| “b'f—-" (print name) acknowledge that the instructions
t to be a substitute for a medical

and advice presented by the instructor are in no way mean
examination, diagnosis and counseling from your healthcare professional. Consult your
ther healthcare program. Information

healthcare professional before beginning this or any 0
exchanged during any Yoga therapy session is educational in nature and is intended to help me
f my health status and is to be used at my own discretion.

become more familiar and conscious 0
(print name) acknowledge that participation in

I

this program may involve some risk of injury due to the nature of the activity. In consideration of

my acceptance of this program, | do hereby release and forever discharge for myself, my heirs,

executors, and administrators, any and all claims to collect damages against Ether Wellness,
s or officials, sponsors or any officials of this

LLC or her representatives, employees, agent
program. | further represent that | am in a good physical condition and as such am able to

participate in this program. | promise to practice yoga mindfully.

Signature of Client, Parent or Guardian

bb
Date % A,\;/
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Yoga Therapy Small Group Intake

CLASS: Yoga Therapy to Improve Mood

PERSONAL DATA

First name: _\ [K‘ Last name: #

Address: \L}i /\J 1/1)6300{/;,1/\\/ ;ﬂjlﬁ'City{State: E"*ﬁr BQMW’ISMM(, NT

Phone Numberm Email Address: *
o
DOB: Age: g_'D Receive Newsletter?C/Y N

Occupation: K{/TLP\()ZB Pronouns: H f,/.. /4“1‘\

Emergency Contact Phone: _ sl RE®

How did you hear about Hush Studio?

NA

?_MEEISAL_EMQEX (please check)
Heart Disease ___ High Blood Pressure __ Diabetes ___ Stroke ___ Cancer

____Seizures ___Thyroid Disease ___ Glaucoma | Retina Disease ___Arthritis (RA/OA)
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What i :
hat is your previous yoga experience? CM? deopS Jrrhone pine ppolilon
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ﬂml Z;)f S‘f‘wq
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What is your reason for seeking out Yoga Therapy?

M et St D-e_ioﬂ.%hm:
Any £fu
o

What are your goals for Yoga Therapy? M o od’ | M'PRW&MT

L.

What are you hoping to receive and accomplish through these sessions?

’ Lese strege




| :
s there anything else you would like me to know?  /7¢S.S

WAIVER OF CONSENT

l Mﬂﬂl\% (print name) understand that the practice of Yoga
therapy is provided forthe wellbeing of my mind and body and in no way takes the place of a
e Yoga therapy and it includes

doctor's care when it is indicated. It is my choice to receiv

physical movements (on mat/chair), breath work, healing touch (for in-person sessions) and
guided meditation. If | experience any discomfort or pain, | will listen to my body, adjust the
posture and ask for support from the instructor. | know that | always have permission to come

out of a posture at any time.

I Mncaﬁf’ m_ (print name) acknowledge that the instructions
and advice presented by the ifstructor are in no way meant to be a substitute for a medical

examination, diagnosis and counseling from your healthcare professional. Consult your
healthcare professional before beginning this or any other healthcare program. Information

exchanged during any Yoga therapy session is educational in nature and is intended to help me
th status and is to be used at my own discretion.

become more familiac and conscious of my heal

I [Zemce»/\f’ %’ (print name) acknowledge that participation in
this program may involve some risk 0 injury due to the nature of the activity. In consideration of
my acceptance of this program, | do hereby release and forever discharge for myself, my heirs,
executors, and administrators, any and all claims to collect damages against Ether Wellness,
LLC or her representatives, employees, agents or officials, sponsors or any officials of this
program. | further represent that | am in a good physical condition and as such am able to
participate in this program. | promise to practice yoga mindfufly.

Signature of Client, Parent or Guardian

Y
Date 3/%?}[
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Yoga Therapy Small Group Intake

CLASS: Yoga Therapy to Improve Mood
PERSONAL DATA
rst name: _{ cldensgy
First name: _|" g Last name:
Address: / AVSTN DR IVE City/State: EAST BRONSUNCK NS

Phone Number__ Email Addressw_
DOB:_*_ Age: 70 Receive Newsletter? (Y) N

Occupation: BetireD Pronouns:

Emergency Contact: N Phone . RGN E =

How did you hear about Hush Studio?

NA
PAST MEDICAL HISTORY (please check)
__ HeartDisease ___ High Blood Pressure __ Diabetes ___ Stroke __ Cancer

___ Seizures ___ Thyroid Disease ___ Glaucoma | Retina Disease ___ Arthritis (RA/OA)

FAMILY MEDICAL HISTORY
MOTHER DIED EROM ALS, £j0 oTHep SIGNIFICANT HEALTH H!STORY




What is your previous yoga experience? CHA B (O0GA CLA SSES

What is your reason for seeking out Yoga Therapy?
| ENSOY THE CRAIR YO6A CLASS AMD WodLDd LIKE TO .
EXPANY, anN THAT EXPER\ENCE wrp OTHER TYFES of Yo6A

What are your goals for Yoga Thna-ram,f?'f Mo sTeciFic GOALS

What are you hoping to receive and accomplish through these sessions?




Is there anything else you would like me to know?

WAIVER OF CONSENT

' m (print name) understand that the practice of Yoga
therapy is proviaed Torthe wellbeing of my mind and body and in no way takes the place of a
doctor’s care when it is indicated. It is my choice to receive Yoga therapy and it includes
physical movements (on mat/chair), breath work, healing touch (for in-person sessions) and
guided meditation. If | experience any discomfort or pain, | will listen to my body, adjust the

posture and ask for support from the instructor. | know that | always have permission to come
out of a posture at any time.

I H (print name) acknowledge that the instructions
and advice presented by the instructor are in no way meant to be a substitute for a medical
examination, diagnosis and counseling from your healthcare professional. Consult your
healthcare professional before beginning this or any other healthcare program. Information
exchanged during any Yoga therapy session is educational in nature and is intended to help me
become more familiar and conscious of my health status and is to be used at my own discretion.
| (print name) acknowledge that participation in
this program may involve some risk of injury due to the nature of the activity. In consideration of
my acceptance of this program, | do hereby release and forever discharge for myself, my heirs,

nd all claims to collect damages against Ether Wellness,

executors, and administrators, any a
LLC or her representatives, employees, agents or officials, sponsors or any officials of this

program. | further represent that | am in a good physical condition and as such am able to
participate in this program. | promise to practice yoga mindfully.

Signature of Client, Parent or Guardian

(17 7). %7
- 6/{/7 /24
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Yoga Therapy Small Group Intake

CLASS: Yoga Therapy to Improve Mood
PERSONAL DATA

First name: é' ‘ Last name:h—
Address: % City/State: fﬁ’f / @’/M/7 S Ky Ck? /M}

/% _
Phone Number: 3 /?/00,_5 9/ ﬁ/ 70i Email Addresm?%
DOB: t Age: Lj Receive Newsletter? Y N

Occupation: fg% /“// 59/ Pronouns:;

Emergency Contacth Phone: ;_

How did you hear about Hush Studio?

NA

PAST MEDICAL HISTORY (please check)

___Heart Disease ___ High Blood Pressure ___ Diabetes ___ Stroke K Cancer

__Seizures ___ Thyroid Disease ___ Glaucoma | Retina Disease __Arthritis (RA/OA)
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What is your previous yoga experience? 4‘/{%,/6/&4; / &@@
A

What is your reason for seeking out Yoga Therapy?

SHretfchys ne '/‘,;,;/V,@ V/'ﬂ;/é’ /%00@/

& I

What are your goals for Yoga Therapy? .
Aho Iy Wt

Gef rrd o Q/f_i/c’i%zf?,

What are you hoping tg;qceive and accomplish through these sessions?

| /o Hees) weld

g
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Is there anything else you would like me to know? ¢/ bty & P m/ﬁ’ Vo2 4 prvd

a@%‘hf Yo Her 1 latres

WAIVER OF CONSENT

J- - .

: @ (print name) understand that the practice of Yoga
therapy is provided for the wellbeirg of my mind and body and in no way takes the place of a
doctor's care when it is indicated. It is my choice to receive Yoga therapy and it includes
physical movements (on mat/chair), breath work, healing touch (for in-person sessions) and
guided meditation. If | experience any discomfort or pain, | will listen to my body, adjust the
posture and ask for support from the instructor. | know that | always have permission to come
out of a posture at any time.

I ﬁ# (print name) acknowledge that the instructions
and advice presented by the in

ructor are in no way meant to be a substitute for a medical
examination, diagnosis and counseling from your healthcare professional. Consult your
healthcare professional before beginning this or any other healthcare program. Information
exchanged during any Yoga therapy session is educational in nature and is intended to help me
become more famili and conscious of my health status and is to be used at my own discretion,
| (print name) acknowledge that participation in
this program may involve some risk of injury due to the nature of the activity. In consideration of
my acceptance of this program, | do hereby release and forever discharge for myself, my heirs,
executors, and administrators, any and all claims to collect damages against Ether Wellness,
LLC or her representatives, employees, agents or officials, sponsors or any officials of this
program. | further represent that | am in a good physical condition and as such am able to
participate in this program. | promise to practice yoga mindfully.

Signature of Client, Parent or Guardian

Ay e
Date qu/p//.jpzt/




yoga therapy | movernent | sound

Yoga Therapy Small Group Intake

CLASS: _____ Yoga Therapy to Improve Mood

PERSONAL DATA .
First name: H Last name: b

Address: ! City/State: /5 /\j /[
Phone Numb”mall Addres*

OB:! Age: Qg Receive Newsletter? (Y N

Occupation: Y& /](/‘ Y"Z‘A Pronouns:

Phone:

Emergency Contact:

How did you hear about Hush Studio?

NA

PAST MEDICAL HISTORY (please check)

___HeartDisease ___ High Blood Pressure ___ Diabetes ___ Stroke ___ Cancer

___Seizures ___ Thyroid Disease ____ Glaucoma | Retina Disease ___Arthritis (RA/OA)

EAMILY MEDICAL HISTORY
egh Llood Fressorz, gnbe




GOALS

What is your previous yoga experience?

What is your reason for seeking:out Yoga Therapy?

vel2xe O Lmu’“— £ nﬁWJ hfjbfj 5/»07?

What are your goals for Yoga Therapy?

&quqz,% ﬂ/("" hoge bellat brasth. sondsen /

What are you hoping to receive and accomplish through these sessions?

KL




Is there anything else you would like me to know?

WAIVER OF CONSENT
g s .
I ‘J (print name) understand that the practice of Yoga
the place of a

therapy is provided for the wellbeing of my mind and body and in no way takes Pl

doctor’s care when it is indicated. It is my choice to receive Yoga therapy and it includes
physical movements (on mat/chair), breath work, healing touch (for in-person seSS|or_15) and
guided meditation. If 1 experience any discomfort or pain, | will listen to my body, adjust the
posture and ask for support from the instructor. | know that | always have permission to come

out of a posture at any time.
P

: : | (print name) acknowledge that the instructions

.,
and advice presented by the instructor are in no way meant to be a substitute for a medical

examination, diagnosis and counseling from your healthcare professional. Consult your
healthcare professional before beginning this or any other healthcare program. Information
exchanged during any Yoga therapy session is educational in nature and is intended to help me
become more familiar and conscious of my health status and is to be used at my own discretion.
| T (print name) acknowledge that participation in
this program'may involve some risk of injury due to the nature of the activity. In consideration of
my acceptance of this program, | do hereby release and forever discharge for myself, my heirs,
executors, and administrators, any and all claims to collect damages against Ether Wellness,
LLC or her representatives, employees, agents or officials, sponsors or any officials of this
program. | further represent that | am in a good physical condition and as such am able to

participate in this program. | promise to practice yoga mindfully.

Signature of Client, Parent or Guardian
3
\ :
P_f\ W »-,j/—\/
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Yoga Therapy Small Group Intake

CLASS: Yoga Therapy to Improve Mood
PERSONAL DATA

ristrame: QoD Lostnon SR
Address:g City/State: ; o(, ‘1.% BTMY\ Scr iR

Phone Numbe.‘gmail Addreswm
DOB: _ Age: i‘;ﬂ Receive Newsletter? Y N

Occupation:"q) e BT~ c'_ok Pronouns:

Emergency Contag Phone:

How did you hear about Hush Studio?

NA

PAST MEDICAL HISTORY (please check)

___HeartDisease ___ High Blood Pressure ___ Diabetes ___ Stroke __ Cancer

___Seizures ___ Thyroid Disease ___ Glaucoma | Retina Disease ___Avrthritis (RA/OA)

FAMILY MEDICAL HISTORY




GOALS

What is your previous yoga experience?

rea

What is your reason for seeking out Yoga Therapy?

What are your goals for Yoga Therapy?

What are you hoping to receive and accomplish through these sessions?




|s there anything else you would like me to know?

WAIVER OF CONSENT.

‘ (print name) understand that the practice of Yoga
therapy is provided for the wellbeing of my mind and body and in no way takes the place of a
doctor’'s care when it is indicate

d. It is my choice to receive Yoga therapy and it includes
physical movements (on mat/chair), b

reath work, healing touch (for in-person sessions) and
quided meditation. If | experience any discomfort or pain, | will listen to my body, adjust the
posture and ask for support from the instructor. | know that | always have permission to come
out of a posture at any time.

(print name) acknowledge that the instructions
and advice presented by

the instructor are in no way meant to be a substitute for a medical
examination, diagnosis and counselin

g from your healthcare professional. Consult your
healthcare professional before beginning this or any other healthcare program. Information
exchanged during any Yoga therapy session is educational in nature and is intended to help me
become more familiar and conscious of my health status and is to be used at my own discretion.
|

(print name) acknowledge that participation in
this program may involve some risk of injury due to the nature of the activity. In consideration of

my acceptance of this program, | do hereby release and forever discharge for myself, my heirs,
executors, and administrators, any and all claims to collect damages against Ether Wellness,
LLC or her representatives, employees, agents or officials, sponsors or any officials of this

program. | further represent that | am in a good physical condition and as such am able to
participate in this program. | promise to practice yoga mindfully.

Signature of Client, Parent or Guardian

Laows  pPected
Date

S ||k




yoga therapy | movement | sound

Yoga Therapy Small Group Intake

CLASS: Yoga Therapy to Improve Mood

Ciwfsmte:ﬁ‘;’{’ &Mﬂch&j N J

Phone Number: : l(yl‘ Email Addres

DOB: #— Age: Q__q Receive Newsletter?

Occupation:m‘h Vfd * éPﬂ/ Pronouns:
Tahix _
Emergency Contac 4 M@M

First name:

How did you hear abgut Hush Studio?

oty Couded”

T MED T (please check)
____Heart Disease High Blood Pressure ___ Diabetes ___ Stroke ____ Cancer

___Seizures ___Thyroid Disease ___ Glaucoma | Retina Disease ___Arthritis (RA/OA)

EAMILY MEDICAL HISTORY 5.
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S your previous yoga experience? MMMM

at/tt-é bg/&u’% :

What is your reason for seeking out Yoga Thera y? N
Pradtier w{f - W%QMW—M—M@Q—

\
<
d..,

What are your goals for Yoga Therapy?
T Learn, oW WA/ LS D M4

oeer A0 WAl

What are you hoping to receive and accomplish through these sessions?

See_alone
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Is there anything else you would like me to know?

_c

; (print name) understand that the practice of Yoga
therapy is provided for the wellbeing of my mind and body and in no way takes the place of a

doctor's care when it is indicated. It is my choice to receive Yoga therapy and it includes
in-person sessions) and

physical movements (on mat/chair), breath work, healing touch (for :
n to my body, adjust the

guided meditation. If | experience any discomfort or pain, | will liste ody
posture and ask for support from the instructor. | know that | always have permission to come

out of a posture at any ime. n

(print name) acknowledge that the instructions
he instructor are in no way meant to be a substitute for a medical
examination, diagnosis and counseling from your healthcare professional. Consult your

healthcare professional before beginning this or any other healthcare program. Information

exchanged during any Yoga therapy ession is educational in nature and is intended to help me
it y health status and is to be used at my own discretion.

(print name) acknowledge that participation in
ry due to the nature of the activity. In consideration of
ereby release and forever discharge for myself, my heirs,
d all claims to collect damages against Ether Wellness,
LLC or her representatives, employees, agents or officials, sponsors or any officials of this
program. | further represent that | am in a good physical condition and as such am able to

participate in this program. | promise to practice yoga mindfully.

and advice presented by t

this progrém may inyolVe some'ris
my acceptance of this program, Idoh
executors, and administrators, any an

Signature of Client, Parent or Guardian
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N
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yoga therapy | movement | sound

Yoga Therapy Small Group Intake

CLASS: Yoga Therapy to Improve Mood
PERSONAL DATA

First name: ﬁ_— Last name: *
address: oy  Ciy/state:_/2ST ARun/S wi( CE, M
Phone Number: —_Email Address:m

pos: NN A7 Receive Newsletter? é\? N

Occupation: F&"?‘T BED Pronouns:

Emergency Contact: S jiSNSESNNY Fhone:

How did you hear about Hush Studio?

NA _ Copior—Ce utEr

PAST MEDICAL HISTORY (please check)

___Heart Disease ___ High Blood Pressure ___ Diabetes ___ Stroke _ Cancer
___Seizures ___Thyroid Disease ___ Glaucoma | Retina Disease ___ Arthritis (RA/OA)
Kiowey bisense

EAMILY MEDICAL HISTORY
REMENTIA _LATIFER AAkER (SSUES

(NERRT 3+ Luwts Pasdhto s
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Is there anything else you would like me to know?

WAIVER OF CONSENT

I (print name) understand that the practice of Yoga
therapy is provided for the wellbeing of my mind and body and in no way takes the place of a
doctor's care when it is indicated. It is my choice to receive Yoga therapy and it includes
physical movements (on mat/chair), breath work, healing touch (for in-person sessmr)s) and
guided meditation. If | experience any discomfort or pain, | will listen to my body, adjust the
posture and ask for support from the instructor. | know that | always have permission to come
out of a posture at any time.

l (print name) acknowledge that the instructions
and advice presented by the instructor are in no way meant to be a substitute for a medical
examination, diagnosis and counseling from your healthcare professional. Consult your
healthcare professional before beginning this or any other healthcare program. Information
exchanged during any Yoga therapy session is educational in nature and is intended to help me
become more familiar and conscious of my health status and is to be used at my own discretion.
| (print name) acknowledge that participation in
this program may involve some risk of injury due to the nature of the activity. In consideration of
my acceptance of this program, | do hereby release and forever discharge for myself, my heirs,
executors, and administrators, any and all claims to collect damages against Ether Wellness,
LLC or her representatives, employees, agents or officials, sponsors or any officials of this
program. | further represent that | am in a good physical condition and as such am able to
participate in this program. | promise to practice yoga mindfully.

Signature of Client, Parent or Guardian

Cb

Date

s

’ I
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