SOL GYM


Name:____________________________________

Date:_____________________________

Address:__________________________________

Date of Birth:______________________

_________________________________________

Height:_____________ Weight:_______

E-Mail:___________________________________

Home Phone:______________________








Work Phone:______________________








Cell Phone: _______________________

Emergency Contact & Phone Number:____________________________________________________

Name of Personal Physician:____________________________________________________________

Date of Last Physical Examination:____________________
Advised against exercise?____________

Do you smoke?_______________  Alcohol consumption?_________________

Have you ever had health problems related to heart, circulatory or respiratory conditions?____________

If yes, explain:_______________________________________________________________________

Do you have, or have you ever had, any of the following conditions?  If so, indicate on what side of the body and when the injury was sustained with dates.  Please circle all that apply.

Low back pain


Knee injury


Shoulder injury

Low back injury


Ankle/Foot injury


Arm/Elbow injury

Upper back injury

Bone fracture


Wrist / Hand Injury

Head/neck injury


Tendonitis


Finger injury

Hip injury


Bursitis



Muscle Strain

Asthma



Diabetic



Heart Condition

Fainting



Loss of consciousness

Xrays/MRI/Tests

Medications/Doseage:____________________________________________________________________

Other:_________________________________________________________________________________

Do you have any physical conditions which may limit your ability to perform an exercise program?_____

Please describe:________________________________________________________________________

How would you rate your eating habits?  Please circle.

Very healthy

Somewhat healthy

Poor diet

How many meals do you usually eat daily?_____
Do you snack a lot?_____

What was your weight 1 year ago?_____     5 years ago?_____     Age 20?_____

How would you rate the amount of physical activity you perform while at work?  Please circle.

Very little
Little
              Moderate
Very active
Active

How would you rate the amount of physical activity you perform while during leisure time?  Please circle.

Very little
Little
              Moderate
Very active
Active

Are you presently performing a regular physical fitness program?_____

Explain:______________________________________________________________________________

How physically fit do you feel at the present time?  Please circle.

Unfit
     Below average
   Average
      Above average
Very fit

Do you have any exercise equipment at home?_____     Please specify:____________________________

Do you belong to a gym?_____
Please specify:____________________________________________

Do you feel there are any activities which do not interest you or might cause you discomfort or pain?_____

Please specify:__________________________________________________________________________

What are the primary reasons for choosing to have a personal fitness trainer work with you?  Please circle.

Provide motivation
Fitness knowledge
Training partner

Facility offerings

Other:_________________________________________________________________________________

Please list, in order of personal importance (1 being the greatest), the following components of a program:

_____ Strength


_____ Endurance



_____ Flexibility

Please list, in order of personal importance, your reasons for performing an exercise program:

_____ Muscular strength

_____ Stress reduction

_____ Weight reduction


_____ Improve flexibility

_____ Cardiovascular condition
_____Training for an event

_____ Body toning

_____ Other_______________________________________________

Feel free to use the following space to write in any fitness goals, questions or comments:

NO SHOW & CANCELLATION POLICY:

Please be aware of our policy on no-shows and cancellations.  There will be no exceptions.

Please initial on the line.

_____     (1)  If you can not make an appointment for some reason, you must call/email and cancel at least                  


        24 hours in advance.

_____
(2)   If you cancel with less than 24 hours notice, you will be charged for the session.

_____
(3)   If you No-Show for an appointment, you will be charged for the session.

_____
(4)   A No-Show is considered 10 minutes after the scheduled training time.

For every appointment that you miss, there is another person who could have used that time.  Please assist us in providing the best care possible.

Thank you for filling out this questionnaire.  The information provided will be very beneficial in the initial program planning stages to set up a fitness program that will fill your needs and help to achieve your personal goals.

I have answered the preceding questions to the best of my ability.  I have understood all the questions asked of me and have been given the opportunity to have any of my concerns clarified to my satisfaction.

Signature:_________________________________________________  Date:_______________________

PERSONAL TRAINING AGREEMENT AND REALESE


This Agreement is entered into between Client (the purchaser/user) who has signed below and Sol Gym, Inc. (Trainer).


GENERAL: This Agreement concerns a recommendation of an individualized

 fitness/exercise/work-out program to Client.


FEES: Client agrees to pay a fee for personal training as designated below:


_______ training sessions at $ ________ per session totaling $ ________


If necessary, Client show an outline of the fitness regimen to his/her doctor (see physician approval 

below) and will not start the program until his/her doctor has approved it. [Client must assess Client’s own fitness level in conjunction with conversation with Trainer to determine if Physician approval is necessary.] Client will follow the program provided by Trainer exactly as instructed. Client’s participation in training sessions shall be interpreted by Trainer as Client having physician approval for the program or Client’s waiver of that right.


HEALTH STATEMENT: (Assumption of the Risk). Client understands this service is designed

and intended for persons in good health, with no aggravating medical or physical problems. Client has 

provided a statement of medical history to Trainer as a means of assuring Trainer that no such problems

exist which could cause difficulty or complication in this program. Trainer has relied on Client’s statement 

as being accurate and complete, as a condition for entering into this Agreement. As with any fitness program, it is recommended that Client consult with his/her physician before beginning.

RECOMMENDATIONS: Trainer’s dietary and/or fitness recommendations are not intended to diagnose, treat, cure or prevent any disease, condition, or illness. Trainer is not nor purports to be a doctor

nutritionist, or any sort of health care professional. Trainer’s recommendations are intended to help Client reach his/her program goals as expressed to Trainer by Client. Fitness recommendations are designed and intended for persons in good health with no aggravating medical or physical problems. Client therefore accepts fitness recommendations at his/her own risk.


AGE: Client declares that he/she is over 18 years of age.

DISPUTE: Any disputes connected with this Agreement, its execution, or its interpretation shall

 be settled by mandatory Binding Arbitration under the Commercial Arbitration Rules of the American Arbitration Association, at San Francisco, California; using a single arbitrator, with the arbitrator’s decision

entered into as judgment in any court of competent jurisdiction. The arbitrator shall award attorney fees and

cost to the prevailing party if it is equitable to do so, in the arbitrator’s opinion and sole discretion.


CANCELLATION AND POLICY AGREEMENT: Client may cancel this Agreement at any time prior to midnight of the 3rd business day after the date of this Agreement, excluding Sundays and

Holidays. Thereafter, there will be no refunds. To cancel this Agreement, mail or e-mail a signed and

date notice that you are canceling this Agreement. If Client cancels under these provisions, Client is 

liable for the pro-rata cost of any service has elected to receive prior to the cancellation, plus the cost

of informational products/services received which Client has elected to receive and actually did receive prior to cancellation, and such amount will be deducted from any refund due to the Client. You, the Client,

may only cancel thereafter due to medical reason with written consent of your physician stating the reason as to why you are unable to continue use of Trainer’s services as contracted.

________________________ (Client’s initials)

IMPORTANT INFORMATION FOR NEW CLIENTS:


PHYSICIAN APPROVAL: If you are under the regular care of a physician for any specific 

health condition (including, but not limited to: high blood pressure, seizures, allergy treatments, asthma,

Psychotic episodes, etc.) You must show the recommendations of Trainer to your doctor and may only 

Proceed with your physician’s approval.


RELEASE: For and in consideration of my acceptance of the services of Trainer, I, the

undersigned, intending to be legally bound herby exempt and release Trainer, its agents, employees, and 

assigns from any and all liability or causes of action whatsoever arising out of any damage, loss or injury 

while upon the premises or in the facility of Trainer, or while participating in the activities contemplated by this Agreement, whether such loss, damage or injury results from the negligence of Trainer, its owners,

agents, employees, or from some other cause. I release from liability of any kind and nature, all facilities

being used to train me by Trainer, its agents, representatives, successors, employees and assigns. I further

exempt and release Trainer from liability for any injury or illness, known or unknown at the time of

execution of this Agreement, and for the known or unknown consequences of such injury which may arise

or develop in the future as a result of my participation in the training program, whether such consequence is

due to or aggravated by the negligence of Trainer or by some other cause. I further attest that I have been 

examined by my own physician within the last year and have no physical infirmities, allergies, injuries or 

illnesses that may effect my fitness to train under any program offered to me by Trainer. I further 

understand and verify that Trainer is not prescribing vitamins or dietary supplements and to the extent that

I am involved in any nutritional program or taking any vitamin or dietary supplements I am doing so of my

own volition and at my own risk.


THANK YOU: Your consideration in the above matters can ensure that your program is an enjoyable and rewarding experience.

Dated: __________________





________________________________









(Client Signature)









________________________________









Address









________________________________









________________________________









________________________________









Client Phone Number

Dated:____________________




________________________________









(Trainer Signature)

2838 DIAMOND STREET  SAN FRANCISCO, CA  94131

415.334.7697


