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	PERSONAL TRAINING FORM
Today’s Date: _________________________

Name: __________________________________

Date of Birth: _________________________

Address: __________________________________City: ____________________Postal Code: _________________

Telephone: (home) _______________________________          (Alt) _______________________________  

Email: ________________________________________How did you hear about us?  __________________________ 

Emergency Contact Name: _____________________Relationship: ___________________Tele: _________________




Personal Training Agreement
This agreement is between Lifestyles Wellness Spa & Fitness Center Inc. (hereinafter “the trainer”) and ________________________ (hereinafter” the client).    Whereas Lifestyles Wellness Spa & Fitness Center Inc. has a great deal of knowledge in the area of physical fitness and personal training and Whereas “the client” wishes to benefit him/herself of Lifestyles Wellness Spa & Fitness Center Inc. services, advice and programs.  I acknowledge that the trainer is not a physician and does not diagnose illness, disease, physical or mental disorders.  It is recommended that I attend my personal physician for any ailments that I may be experiencing.  I acknowledge that no assurance or guarantee has been provided to me as to the results of training.  I acknowledge and understand that the trainer must be fully aware of my existing medical conditions.  I have completed my medical history form as provided by my trainer and disclosed to the trainer all of those medical conditions affecting me.  It is my responsibility to keep the massage therapist updated on my medical history.  The information I have provided is true and complete to the best of my knowledge.  I am informed that I have the right to terminate my training at any time.  
Lifestyles Wellness Spa & Fitness Center Inc. is willing to offer such services upon the terms and conditions set forth in this agreement.  The parties listed hereto agree:

1. CANCELLATIONS: Cancellations must be made at least 24 hours in advance of scheduled sessions.  Sessions cancelled less than 24 hours in advance will be charged in full to the client.

2. LATE ARRIVALS: Sessions shall be 60 minutes in length and shall start at the scheduled time.  Sessions will not be extended due to tardiness of the client or due to interruptions made by the client.  Any client who has not arrived within 15 minutes after the scheduled time shall be deemed cancelled and will be charged for that session.

3. CONSENT: I, the client have been informed, understand and am aware that strength, flexibility and aerobic exercise, including the use of equipment are potentially hazardous activities.  I also have been informed, understand and am aware that fitness activities involve a risk of injury and that I am voluntarily participating in these activities and using equipment with full knowledge, understanding and appreciations of the dangers involved.  (_____________) Initials.

I have read the above noted consent and I have had the opportunity to question the contents and my training.  By signing this form, I confirm my consent to training and intend this consent to cover the training discussed with me and such additional training proposed by my trainer from time to time.  This agreement may not be changed except by written amendment duly executed by all parties.

Executed this _______day of ___________, 20___

Signed__________________________ Trainer


Signed__________________________ Client

	 

	PAR-Q Physical Activity Readiness Questionnaire 

For most people physical activity should not pose any problem or hazard. PAR-Q has been designed to identify the small number of adults for whom physical activity might be inappropriate or those who should have medical advice concerning the type of activity most suitable for them. 
Common sense is your best guide in answering these few questions. Please read them carefully and check the yes or no opposite the question if it applies to you. 

NO
Top of Form

YES 
Bottom of Form

Top of Form

NO
Bottom of Form

Question 

1.
[image: image2.wmf]
[image: image3.wmf]
Has your doctor ever said you have heart trouble? 

2.
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Do you frequently have pains in your heart and chest? 

3.
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Do you often feel faint or have spells of severe dizziness? 

4.
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Has a doctor ever said your blood pressure was too high? 

5.
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Has your doctor ever told you that you have a bone or joint problem such as arthritis that has been aggravated by exercise, or might be made worse with exercise? 

6.
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Is there a good physical reason not mentioned here why you should not follow an activity program even if you wanted to? 

7.
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Are you over age 65 and not accustomed to vigorous exercise? 

If you answered YES to one or more questions...
If you have not recently done so, consult with your personal physician by telephone or in person before increasing your physical activity and/or taking a fitness test. 

If you answered NO to all questions... 
If you answered PAR-Q accurately, you have reasonable assurance of your present suitability for exercise. 

I have read, understood and completed this questionnaire.  Any questions I had were answered to my full satisfaction.

Name: _______________________________________  Date: ___________________

Signature: ____________________________________  Witness: _________________

Signature of Parent or Guardian (for participants under the age of majority) ____________________



	


Health History
Existing Medical Conditions –Please check the appropriate conditions
	Diabetes
	Pregnancy

	Asthma
	Arthritis

	Heart Condition
	Obesity

	Epilepsy
	Cholesterol

	Hernia
	Anemia

	Ulcer
	Eye Problems

	Hearing Loss
	Thyroid Problems


Family Health History

1. Circle any family member who died of a heart attack before age 50:

	Father
	Mother
	Brother
	Sister
	Grandparent


2. List any major illness your immediate family suffers from:

______________________________________________________________________________________________

Medications

Are you currently taking any medications?  YES
       NO

If you circled YES, please list the medications and for what condition

Medication ____________________________________ Condition _______________________________________

Medication ____________________________________ Condition _______________________________________

Medication ____________________________________ Condition _______________________________________

Injuries

Do you have pain or have you injured any of the following areas:

	Neck
	Upper Back
	Lower Back

	Shoulder R / L
	Elbow R / L
	Wrist R / L

	Hip R / L
	Knee R / L
	Ankle R / L


Health Care Professionals

Do you have regular treatment from any of the following individuals?

	General Practitioner (annual)
	Chiropractor
	

	Massage Therapist
	Physiotherapist
	

	Acupuncturist
	Naturopath
	


Current Activity Levels

1.  Do you consider yourself to be active:  YES    NO

2.  How often do you exercise:  0   1   2   3   4   5   6   7   days a week

3.  What exercise do you enjoy:
	Walking
	Jogging
	Running

	Swimming
	Tennis
	Squash

	Group Exercise
	Stairmaster
	Weight Training

	Cycling
	Indoor Cycling
	Other __________________________


4.  Any reason why you can’t exercise regularly? ______________________________________________________

Lifestyle  
1.  Rate your stress on a daily basis:  Low
Moderate
High

2.  How much sleep do you average each night:  5   6   7   8   9   10   hours

3.  Do you smoke?   YES     NO

4.  Alcohol consumption?   
None

Mild

Moderate

Frequent

Nutritional Habits
1.  Do you follow a special diet?  YES

NO

2.  Please list any dietary restrictions: _______________________________________________________________

3.  How would you rate your eating habits?  POOR
OK
GOOD

VERY GOOD

Desired Goals: 

Short Term Goals (Less then 1 month) _______________________________________________________________________________________________Long Term Goals (6 months – 1 year) _______________________________________________________________________________________________

Client Commitment Contract
1. I will attend all scheduled trainer appointments to the best of my ability.

2. I will commit to exercising ______________ times each week for ________________ minutes each time.
3. I will perform my individual training plan each week.

4. I will make the necessary changed is my lifestyle to complement my new exercise plan.

5. I will surround myself with people who support my journey.

6. I believe that my goals are realistic and that I can achieve them.

7. I will reward myself when I reach my goals




My rewards will be






_________________________________________________________________






_________________________________________________________________

Date: _________________
Client Signature ______________________________

Date: _________________
Trainer Signature ______________________________
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