CHAMP

~ THERAPY AND WELLNESS
WELLNESS INTAKE FORM
FULL NAME (FIRST, LAST):
DATE OF BIRTH SEX:M F
HOME ADDRESS Apt #
CITY STATE ZIP
HOME PHONE#: WORK PHONE#
E-MAIL:
EMERGENCY CONTACT PHONE #:

DESCRIPTION OF INJURY/PROBLEM:

PERSONAL GOALS FOR WORKING WITH CHAMP THERAPY AND WELLNESS:

WELLNESS VISITS ARE $125 EACH SESSION.

ALL PATIENTS ARE PERSONALLY RESPONSIBLE FOR FULL PAYMENT OF ALL CHARGES. CANCELLATIONS SHOULD BE
MADE 24 HOURS IN ADVANCE. IF NOT, THERE WILL BE A $20 CANCELLATION FEE IN WHICH I AM FULLY RESPONSIBLE
FOR.

I, THE UNDERSIGNED, AGREE TO BE TREATED IN MY OWN HOME BY CHAMP THERAPY
AND WELLNESS PLLC AND HEREBY AGREE TO PAY UPFRONT FOR SERVICES. I HAVE
READ THE ABOVE AND AGREE TO COMPLY FULLY, SIGNED:

SIGNATURE: DATE
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Wellness/Physical Health Coaching Consent

l, , understand first and foremost that | am providing
consent to receive Wellness and/or Physical Health Coaching or personal training.
The program being provided to me is for the purpose of improving my overall
health, and is NOT to be regarded as skilled physical therapy.

While the training/coaching program that is being instructed during the agreed upon
time frame is intended to offer benefits to you, there may be unknown factors to Champ
Therapy and Wellness PLLC, such as past medical history, that would require
modifications or alternate suggestions of the training/coaching material. It is highly
recommended that you provide pertinent information regarding your overall
health status which may impact or be affected by engaging in physical activity.
This includes: previous surgeries, any known heart conditions, current physical
ailments, or any other pre-existing conditions.

l, , agree to use my judgment based on my known medical
history and current fithness level when implementing these ideas. Should | have specific
questions regarding information from this presentation and my own condition, | will
consult personally with my physician.

| hereby do NOT hold Champ Therapy and Wellness PLLC responsible for any
unforeseen injuries or adverse responses to training/coaching that may occur.

Additionally, | , consent to a brief physical screen, if
requested, to be performed today by Champ Therapy and Wellness PLLC.

Printed Name:

Signature: Date:
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AGREEMENT OF RELEASE AND WAIVER OF LIABILITY

This form covers all therapy sessions, personal training and/or programs offered by Champ Therapy and Wellness
PLLC. Please fill out the following, being sure to read and initial each paragraph.

I, , hereby agree to the following:

I am participating in physical or occupational therapy sessions, personal training or other programs offered by
Champ Therapy and Wellness PLLC during which I receive education, information and instruction about exercise,
wellness and prevention. I recognize that these physical or occupational therapy sessions, personal training and other
programs may require physical exertion, which may be strenuous. Although unlikely, physical injury could occur. I
am fully aware of the risks and hazards involved and I agree to assume any responsibility to any injury. I will follow all
instructions and modifications recommended by Champ Therapy and Wellness PLLC.

I understand that it is my responsibility to consult with a physician prior to and regarding my participation
in physical or occupational therapy sessions, personal training and/or other programs offered by Champ Therapy
and Wellness PLLC. I represent and warrant that I am physically able to participate in exercise classes and I have no
medical condition that would prevent my full participation in these physical or occupational therapy sessions,
personal training and/or other programs.

I understand that I have signed up for physical or occupational therapy sessions, personal training and/or
other programs that will be performed at my own house. I understand that I will be using my own equipment and do
not hold Champ Therapy and Wellness PLLC accountable for any malfunction of equipment.

I understand that I may use resistance bands, weights or portable equipment of Champ Therapy and
Wellness PLLC and that items may break or not work properly. I understand that this is unlikely, but could result in
injury or damage to my personal property. I understand the risk of this and agree to not hold Champ Therapy and
Wellness PLLC accountable for any unforeseen malfunction.

I have read and understand the Exercise Guidelines for participation in Group Exercise class or personal
training sessions. I agree to inform Champ Therapy and Wellness PLLC of any physical limitations, physical
discomforts and/or injuries before, during or after fitness classes, physical or occupational therapy sessions, personal
training and/or programs, and I take full responsibility for nondisclosure.

I have read the above release waiver of liability and fully understand its contents. I voluntarily agree
to its contents. I voluntarily agree to the terms and conditions stated above.

Name: Date:

Signature:

Name of Legal Guardian if minor or cannot sign: Date:

Signature of Legal Guardian:
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Method of Communication

I prefer to be contacted through the following method(s):
Phone Text E-mail

Please initial appropriate areas below:

I understand that if I have opted for text or e-mail communication that it is not 100%
secure and personal information may be available to outside sources not involved with my direct
care. The following signature designates that I am agreeing to this and have approved
communication through text or e-mail that will include personal information about myself or
care/services I am being seen for by Champ Therapy and Wellness PLLC.

I authorize Champ Therapy and Wellness PLLC to leave me a voicemail on my phone I
have provided.

I authorize the following people to take messages or call Champ Therapy and Wellness
PLLC regarding my care and services provided by Champ Therapy and Wellness PLLC. Names
of those people:

I specifically DO NOT want the following people to be contact or told anything about my care:

I hereby attest that I have thoroughly read and understand this Method of
Communication form.
Signature: | Date:

Name (printed):

Staff signature:
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Physical Activity Readiness Questionnaire - PAR-Q

Regular physical activity is fun and healthy, and
increasingly more people are starting to become more
active every day. Being more active is very safe for most
people. However, some people should check with their
doctor before they start becoming much more
physically active.

If you are planning to become much more physically
active than you are now, start by answering the seven
questionsin the box below. If you are between the ages
of 15 and 69, the PAR-Q will tell you if you should check
with your doctor before you start. If you are over 69
years of age, and you are not used to being very active,
check with your doctor.

Common sense is your best guide when you answer
these questions. Please read the questions carefully and
answer each one honestly: Check YES or NO.

Yes No

Has your doctor ever said that you
have a heart condition and that you
should only do physical activity
recommended by a doctor?

Do you feel pain in your chest when you
do physical activity?

In the past month, have you had chest
pain when you were not doing physical activity?

Do you lose your balance because of
dizziness or do you ever lose consciousness?

Do you have a bone or joint problem (for
example, back, knee or hip) that could be made
worse by a change in your physical activity?

Is your doctor currently prescribing drugs
(for example, water pills) for your blood pressure
or heart condition?

Do you know of any other reason why you
should not do physical activity?

If you answered YES to one or
more questions

Talk with your doctor by phone or in person BEFORE
you start becoming much more physically active.

You may be able to do any activity you want - as long as
you start slowly and build up gradually.

Or, you may need to restrict your activities to those
which are safe for you. Talk with your doctor about the
kinds of activities you wish to participate in and follow
his/her advice.

Find out which programs are safe and helpful for you.

If you answered NO honestly
to _all PAR-Q questions, you
can be reasonably sure that
you can :

Start becoming much more physically active - begin
slowly and build up gradually. This is the safest and
easiest way to go. Take part in a fitness consultation-
this is an excellent way to determine your basic fitness
so that you can plan the best way for you to live actively.
It is also highly recommendedthatyou have your blood
pressure evaluated. If your reading is over 150/90, talk
with your doctor before you start becoming much more
physically active.

if you are not feeling well because of a temporary
illness such as a cold or afever - wait until you feel
better; or

if you are or may be pregnant - talk to your doctor
before you start becoming more active.

Please note: If your health changes so that you then
answer "YES" to any of the above questions, tell your
fitness or health professional. Ask whether you should
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Informed Use of the PAR-Q: Champ Therapy and Wellness PLLC assumes no liability for persons who undertake physical
activity through a personal training program and if in doubt after completing this questionnaire, consult your doctor prior to
physical activity.

No changes permitted. You are encouraged to photocopy the PAR-Q but only if you use the entire form.

NOTE: If the PAR-Q is being given to a person before he or she participates in a physical activity program or a fitness appraisal,
this section may be used for legal or administrative purposes.

“T have read, understood and completed this questionnaire. Any questions I had were answered to my full satisfaction.”

Name

Signature

Date

This physical activity clearance is valid for a maximum of 12 months from the date it is completed and becomes invalid if your
condition changes so that you would answer YES to any of the seven questions.
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