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CONFIDENTIAL HEALTH QUESTIONNAIRE 
&
 GENERAL DATA PROTECTION REGULATION (GDPR) CONSENT FORM
	NAME:              …………………………………………………………………

ADDRESS:       …………………………………………………………………
…………………………………………         Post Code:    …………………
TELEPHONE:

HOME:   ……………………………….      MOBILE  …………………………

EMAIL: …………………………………………………………………………


	GENERAL DATA PROTECTION REGULATION CONSENT
1.   I consent to Lynn Sanders Yoga contacting me regarding yoga class           related matters using the contact details I have provided above:
Email:   Yes or No     Home phone:  Yes or No    Mobile:  Yes  or  No

2.   I consent to receiving yoga class related emails from Lynn Sanders Yoga Mailing List which can be subscribed to on lynnsanders.yoga website.

Email:    Yes or No



	OCCUPATION:




	HEALTH QUESTIONNAIRE


	IF YOU SUFFER FROM ANY OF THE FOLLOWING PLEASE TICK:

RESPIRATORY:
Asthma                                      ⁯                
Lung/chest problems               ⁯                
Sinusitis                                     ⁯               Smoker         Yes     No
Other


	CIRCULATORY PROBLEMS:
Blood pressure – High/low       ⁯                 Angina                      ⁯
Varicose veins                           ⁯                Stroke                       ⁯
Cholesterol problems               ⁯                 Heart Attack            ⁯
Other


	JOINTS/BONES

Backache or neck ache             ⁯               Spinal problems       ⁯
Disc problems                            ⁯              Arthritis                    ⁯
Tendon or ligament problems  ⁯
Recent fractures/broken bones ⁯                                                
Other


	DIGESTIVE SYSTEM

Intestinal/bowel problems                         ⁯            

Other


	EYES/EARS

Cataract                                    ⁯                 Glaucoma                      ⁯

Retinal disorders                     ⁯                   Hearing difficulties                 ⁯ 

Other



	GLANDULAR

Diabetes                                    ⁯                Thyroid problems           ⁯

Other



	NEUROLOGICAL

Epilepsy                                    ⁯                 Anxiety/depression         ⁯

Other



	FEMALES ONLY

Pregnancy or birth within the last 12 months                                   ⁯

If so, are you breast feeding?    Y        N

Menstrual problems                                                                             ⁯

Other

	Please detail below any health problems that have not been mentioned above or that require further explanation including surgery/recent serious illness for which you are under medical supervision:-


	Please give details of other exercise/sports activities:


	What do you hope to gain from yoga?


	This information will be kept in strictest confidence and will help me to plan safe yoga sessions.  Please inform me of any changes in the above.  Thank you.

	Signature:                                                            Date:
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