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P L A T E S



 

 Pre & Post Natal Physical Activity Readiness Questionnaire (PARQ)
Please take a few minutes to answer the following questions.

Name: ……………………………………………………………………. DOB:……... 

Address:……………………………………………………………………………………………Post Code:………………………………………………..

Home Tel:……………………………………..     
Mobile no:……………………………………..
E-mail:…………………………………………...

Occupation/Employer:…………………………………………………………………………….

Emergency Contact: ……………………………………………………………………………...

Doctors Name:………………………………………Doctors Tel No:………………….

Midwife Name:………………………………………Hospital:………………………….

YOUR INSTRUCTOR WILL TREAT ALL INFORMATION CONFIDENTIALLY AND KEEP IT SECURE

Have you experienced any of the following, past or present?
Please tick all that apply.

Shortness of Breath
(   ) 
Heart Disease

(   ) 

Multiple Births (   )
Chest Pain

(   )
Hypoglycaemia
(   ) 

Multiple Gestation (   )
Miscarriage

(   )
Blood Disorder
(   ) 

Vaginal Bleeding (   )
High Blood Pressure
(   )
Eating Disorder
(   )

Vaginal Disorder  (   ) Low Blood Pressure
(   )
Seizures

(   )

Placenta Previa (   )

Knee Problems or Pain (  )
Dizziness

(   )

I.U.G.R
(   )

Back Problems or Pain (   ) 
Fainting

(   )

Headaches
 (   )

Neck Problems or Pain (   )    Diabetes

(   )

Smoker 
(   )


Pelvic/Abdominal Cramps (  ) Arthritis

(   )
Incompetent cervix
(   )
Asthma

(   )
If you have ticked one or more please take this form to the doctor and ask for clearance to exercise, OR sign here if you have already cleared the above condition with your Doctor
Condition cleared:

X ________________________________________________________            :Signed           
If you ticked any of the above please give details of conditions, medications and approximate date cleared: ________________________________________________________________________________________________________________________________________________
X ________________________________________________________            :Signed
IF YOU HAVE SELECTED NONE OF THE ABOVE CONDITIONS

You can be reasonably sure that you can start and become more physically active and take part in a suitable exercise programme. Remember to begin slowly and build up gradually.

PLEASE NOTE

Whilst every care has been taken in the preparation and design of these Pilates sessions, any client is responsible for the risk of injury performing these exercises. Work at a low level on your first few visits and concentrate on learning to do the exercises properly. No information given by Instructors is intended as a substitute for medical advice. Should you be in any doubt as to your suitability to perform the exercises please consult your Doctor before starting the programme.

I understand it is my full responsibility to inform my Pilates Instructor of any health problems, illnesses, injuries and recent operations. If my medical information changes I will inform my instructor immediately. I understand that I am responsible for the movement of my body, if a movement does not seem right or is painful, I should not continue to do it. I confirm that I am responsible for listening to my own body signals and to work at my own pace within the session.
What type of exercise did you participate in before your pregnancy?

Is there anything in your medical history that you feel could affect your ability to exercise?

Are you taking any medications? If yes, please state what you are taking.

Is there anything about your pregnancy or birth you feel relevant to your participation in an exercise programme?

What concerns you most about pregnancy, birth or the postnatal period?

What are your goals for participation in a Pilates class?

Any further information you think your instructor should know?


How did you hear about the class?

FOR POSTNATAL ONLY:

Date baby was born:

Type of delivery

Did you have an Episiotomy? 
YES 
NO

Are you breast-feeding? 

YES 
NO

Are you getting up at night? 

YES 
NO

Are you napping during the day? 
YES 
NO

I HAVE READ AND UNDERSTOOD AND COMPLETED THE QUESTIONNAIRE

Signature:………………………………………………………Date:……………………   
** On arrival at each session your name, a contact phone number, date of session, arrival time and departure time may be noted in conjunction with current NHS Test and Trace guidelines. All data held will be in accordance with the General Data Protection Regulation (GDPR) and will be held securely. 

If you do not wish your data to be shared with NHS Test and Trace please sign below:

Signature:………………………………………………………Date:……………………

** In light of the current COVID-19 pandemic I am aware that I must not come to class if I feel unwell, or if I develop symptoms of Coronavirus – high temperature, a new or continuous cough or lack of smell or taste and will self-isolate for 14 days. I agree to adhere to social distancing guidelines at all times when entering, exiting and moving around the building.
Signature:……………………………………………………….Date……………………..
