Sunnyview Lifestyle Wellness Center



           Health History- YOGA CLASSES 

Name:______________________ Age:_________ DOB: __/__/___

Address:____________________________________________________

Phone: home _________work _________e-mail_____________________

Emergency Contact _____________________ Phone________________

Physician:_________________Last seen: ______Phone:_________

CHECK THOSE THAT APPLY, with date of condition

__Heart attack, cardiac surgery, or stroke _____________________________________

__Irregular or skipped heart beats 

__Pulmonary Disease (COPD, Asthma)_______________________________________

__Seizures _____________________________________________________________

__Vertigo, loss of balance, Dizziness _________________________________________

__Diabetes Mellitus_______________________________________________________

__Blood Clot/ Deep Vein Thrombosis_________________________________________

__High Blood Pressure ____________________________________________________

__High Cholesterol _______________________________________________________

__Fibromyalgia __________________________________________________________

__Osteopenia ____________________________________________________________

___Osteoporosis__________________________________________________________

__Arthritis ______________________________________________________________

__Orthopedic limitation or injury_____________________________________________

__Chronic Pain___________________________________________________________

__ Other________________________________________________________________

Do you smoke?_______________ If yes- how much per day? _____________________

Do  you drink alcoholic Beverages? __________ If yes, how much per day?___________

Sleep Quality?_______________ Height:___________  Weight:________________

Previous Hospitalizations:  Medical/ surgical- date_______________________________




         Psychological- date _________________________________

Please list medications and reason/ conditions for medication:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list current wellness and/or exercise activities during the week :

________________________________________________________________________
________________________________________________________________________
Please list your three goals for participating in this program:1)______________________

2) __________________________________  3)_________________________________

(PLEASE READ AND COMPLETE THE REVERSE SIDE OF THIS PAGE)

Informed Consent and Waiver: Yoga Classes with Mary Scott Yoga Therapy LLC at Sunnyview Hospital


By signing this document I declare that all the information above is true. Yoga is not a substitute for medical treatment, examination or diagnosis.  I understand that it is my responsibility to consult with a physician prior to and regarding my participation in yoga classes.


Yoga for Back Wellness utilizes specific asana adaptations for strength and stability of the back, hips, and sacrum as well as breathing instruction and the opportunity to relax and relieve muscular tension. As is the case with any physical activity, the risk of injury may be present and cannot be eliminated. I understand that if for any reason I think it unwise to engage in yoga class activities, either during the weekly classes or at home, I am under no obligation to engage in these activities. It is my responsibility to decide what is appropriate for my body and well-being and I assume all responsibility for that decision. I agree to assume full responsibility for any risks, injuries, or damages, known or unknown, which might occur as a result of participating in this class.


In consideration of being permitted to participate in the yoga classes, I knowingly,

voluntarily and expressly waive any claim I may have against Mary Scott Yoga Therapy LLC, The Lifestyle Wellness Center and Sunnyview Hospital, and St. Peter’s Health Partners, for any injury incurred in yoga class.


I, my heirs or legal representatives forever release, waive, discharge and covenant not to file claim or suit against Mary Scott Yoga Therapy LLC, Sunnyview Hospital or St. Peter’s Health Partners.

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

Date:_____/_____/____  ________________________             _____________________





Signature                                           Witness

Full payment is due prior to class. 

The course fee is refundable up until the first class.

In cases of accident or severe illness the instructor should be notified as soon as possible. Such cases will be handled on a case by case basis. No retroactive class credit will be given.

 (NOTE: Please make your check payable to Mary Scott, and mail to 

23 Spring Rd., Glenville, NY 12302)

