health information form

All information will be kept confidential – For instructor use only

Please indicate which of the following best describes your current state of health:

______ Great      ______ Good      ______ Average      ______ Poor

Are you taking any long-term prescription or over-the-counter medication?    Y     N

If yes, please list the medication and the reason you are taking it:

Please check all of the following that apply to you:

__ Addiction to drugs/alcohol
__ Colitis

__ Hearing Loss
__ Urinary disease

__ Glaucoma
__ Diabetes

__ Heart condition
__ Therapy/counseling

__ Hypertension
__ Depression

__ Cancer (please describe)
__ Anxiety disorder

__ Hernia
__ Sleep disorders

__ Allergies
__ Digestive problems/acid reflux

__ Asthma
__ Eating disorder

__ Emphysema
__ Ulcer

__ Respiratory problems
__ Hypoglycemia

__ Back pain - Upper  Lower
__ Headaches/migraines

__ Orthopedic problems
__ Chronic pain/fibromyalgia

__ Chronic fatigue
__ Multiple Sclerosis

__ Thyroid/endocrine problem
__ Tuberculosis

__ Epilepsy
__ Severe PMS or irregular periods

__ AIDS/HIV
__ Menopausal symptoms (please describe)

Please describe any other medical conditions: 


Do you have any questions or concerns regarding participation in yoga class:

Name: 

Address: 


Phone: Home _______________ 
Cell _______________
Work _______________

E-mail: ___________________________________________ 
