Registration Form





Name________________________________________________





Address______________________________________________





_____________________________________________________











Email address_________________________________________





Telephone number______________________________________





 Age if under 18________________________________________





Medical Information - For your safety it is important that I know whether you have any of the following conditions, please specify below





Back problems or a history of such problems


Eye or ear problems


Heart or blood pressure problems


Hernia


Asthma/bronchitis


Recent operations


Pregnancy


Any problems with joints


Injury


Any other condition which restricts movement or affects balance


Any condition for which medication is necessary


Hearing or sight problems which could affect your participation in the class





If you develop any of the above conditions during the course please tell me!








Signature___________________





Date_______________________


