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Womens Health Yoga Medical Form
I would be grateful if you would complete this form with as much information as possible to assist me during our sessions.
 All the information will be kept strictly confidential.                                   

Full Name: 






Mobile:

         


Email 
Postcode
Where did you hear about these classes? 

-------------------------------------------------------------------------------------------------------------------
Have you ever had any surgery?  If so, please give brief details and when
Do you suffer with backpain?

Do you suffer with hip pain?

Have you had any women’s health issues? (pelvic floor weakness?)

Do you have any medical conditions? (high/low blood pressure, diabetes, asthma)

Have you practiced yoga before?  If so, how often and what type of yoga?

Yoga is a safe practice – please state if there is any reason why you feel you should not be attending such classes either in person or on zoom. By signing this form, you are agreeing to keep me informed of any changes to the information on this form.
Signed ……………………………………………     Date ………………………..
Jay Ehrlich  Women’s Health Medical Form


