
PILATES FOR PREGNANCY

REGISTRATION FORM

(To be completed by participant)

Name: ___________________________________________________________

Address : _________________________________________________________

_________________________________________________________________

Phone: Wk: ____________________
Hm: _____________________________

Mobile: _______________________    Email: ____________________________

D.O.B: ___/___/_____

Occupation: ____________________________

EMERGENCY DETAILS

Spouse: _____________________________ Phone: ______________________

Family or friend: _______________________ Phone: _____________________

Medical Practitioner: ____________________ Phone: _____________________

Obstetrician/Care giver: _________________ Phone: _____________________

Hospital: _________________________________________________________

PREGNANCY

Due Date: ___/___/_____
        Is this your first pregnancy?  ( Yes       ( No

If no, previous pregnancy date/s: _____________________________________

Type of delivery: __________________________________________________

History of miscarriages?   ( Yes       ( No

If yes, please provide details: ________________________________________

________________________________________________________________ 
Previous complications during pregnancy?  ( Yes
( No

If yes, please provide details: ________________________________________ ________________________________________________________________

During this pregnancy have you experienced any of the following?

( Multiple births/pregnancy


( Marked fatigue
( Premature labour/birth



( Dizziness/faintness

( Breech presentation



( Abdominal pain


( Cervical stitch




( Migraine/headache

( Vaginal bleeding/spotting


( Heart burn/gastric reflux

( Baby smaller than expected


( Knee pain

( Swelling, pain or redness in calf

( Pelvic joint pain

( Portion of placenta over cervix


( Swelling (hands, ankles, face)
( Incontinence (altered bladder control)

( Reduced foetal movement

( Preclampsia/pregnancy induced hypertension

( Circulatory problems (varicose veins – legs, anal or vaginal)

If you have ticked any of the above, please provide details: _________________ ________________________________________________________________

MEDICAL HISTORY
Have you or do you currently suffer from any of the following?

( Chest pains/palpitations


( Muscular skeletal injury

( Asthma or bronchitis


( High or low blood pressure

( Faintness/dizziness


( Anaemia 

( Neck pain




( Kidney disease

( Lower back pain



( Thyroid disease

( Recent viral infection


( Heart disease (or family history)

( Recent surgery/illness


( Diabetes (or family history)

( Epilepsy




( Stroke

( Arthritis

If you have ticked any of the above or know of any other conditions that may affect your ability to exercise, please provide details: ____________________________

_________________________________________________________________

Medication  
Are you currently taking medication? 
( Yes
( No

Provide details: ______________________________________________________

Do you smoke? 
( Yes
( No

If yes, how many per day? _____________________________________________

Do you consume alcohol? 
( Yes 
( No

If yes, how many drinks per week? _______________________________________

EXERCISE HISTORY

Were you exercising prior to becoming pregnant? 
( Yes
( No

Provide details - type/frequency: ________________________________________

__________________________________________________________________

Are you currently exercising? 
( Yes
( No

Provide details – type/frequency: ________________________________________

__________________________________________________________________

What do you hope to achieve from your Pilates sessions? ____________________

__________________________________________________________________

A COMPULSORY MEDICAL CLEARANCE FROM YOUR OBSTETRICIAN IS REQUIRED PRIOR TO COMMENCING THE PROGRAM. 

I understand and acknowledge that:

1. This Pilates program has been designed for pregnant and postnatal women by Pilates Bayside (Physiotherapists & Pilates Instructors).

2. In normal circumstances the exercises should not harm my baby.

3. I shall inform my instructor/Physiotherapist of any medical or pregnancy related changes prior to commencing any training session.

4. Pilates Bayside will not be liable in any way for any unforeseen circumstances or for any circumstances of which I should have been aware, but failed to notify them.

5. I give permission to staff of Bayside Pilates to contact my obstetrician or any of the emergency contact numbers should the need arise.

6. I understand the Physiotherapy visits that accompany this program are required to optimise the safety and effectiveness of my Pilates program.

7. I agree to pay all associated fees relating to my consultations performed at Pilates Bayside. I acknowledge that if an account is overdue Pilates Bayside reserves the right to refer the account to a collection agency. I agree to meet all reasonable costs and commissions incurred by this clinic in employing the said agency to collect overdue account. 

I ____________________________ have read the above statements and agree to be bound by it.

Signature: _________________________


Date: ___/___/_____
