
Photos and videos of sessions are captured for use on social media platforms. Please advise the instructor if you do not consent to their use. 

PRE-EXERCISE FORM 

In preparation for physical activity, please tell us your existing medical conditions. It is your responsibility to complete this form 
before any physical activity. For any conditions that can be affected by exercise, you may be asked to consult your doctor and 
obtain a written medical clearance to exercise. The information contained will be treated as confidential and only revealed to 
relevant staff for your safety. Please note that it is your responsibility to inform us of any changes in your medical or physical 
condition during your membership. 

Personal  Deta i l s  
Name: Tel (W): 

DOB: Tel (M): 

Email: 

Address: 

Emergency Contact- Name: Emergency Contact - phone: 

Medica l  Hi story YES NO 
Have you had a general medical check up in the last 6 months? 
Has your doctor ever told you to avoid any type of activity? 
Has a family member (under 60), suffered from heart disease, stroke, raised cholesterol or 
sudden death? 
Have you been hospitalised in the past 12 months? 
Do you ever experience unexplained pains or discomforts in your chest at rest or during physical activity/exercise? 
Do you have a heart condition or have you suffered stroke? 
Do you have high blood pressure? 
If you have diabetes (type I or II) have you had trouble controlling your blood glucose in the last 3 months? 
Do you ever feel faint , dizzy or lose balance during physical activity/exercise? 
Do you have asthma or breathing problems? 
Are you pregnant, or post-partum less than eight weeks? 
Do you smoke? 

List your specific training goals ( tick relevant): 

⃣  Improve Fitness ⃣  Decrease Stress ⃣  Lose Weight 
⃣  Toning / Reshaping ⃣  Rehabilitation ⃣  Lose Body Fat 
⃣  Sports Specific Training ⃣  Increase Muscle Mass 

Ac knowledgement  & Waiver  
I have volunteered to participate in a program of physical exercise under the direction of a qualified instructor. I release and 
discharge Shire of Halls Creek and its instructors, of any legal claims, demands, damages, rights or cases of action, present or 
future, arising our of or connected with my participation in this or any exercise program including any resulting injuries.  I recognise 
that an examination by a physician, or other relevant health specialist should be obtained prior to commencing my exercise program. 
If I have chosen not to obtain a physician’s permission prior to beginning this exercise program, I agree that I am doing so at my 
own risk. 

Name: Date: 

Describe any other medical conditions or muscle/joint injuries that may affect your ability to exercise: 

Please describe your current exercise program / activity levels: 


	Personal Details
	Acknowledgement & Waiver

	Describe any other medical conditions or musclejoint injuries that may affect your ability to exercise: 
	Please describe your current exercise program  activity levels: 
	Improve Fitness: 
	Decrease Stress: 
	Lose Weight: 
	Toning  Reshaping: 
	Rehabilitation: 
	Sports Specific Training: 
	Lose Body FatIncrease Muscle Mass: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Check Box10: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box22: Off


