     REGISTRATION

PLEASE PRINT
Date: __________________

Participant’s Name: ___________________________      Date of Birth: ______________

Participant’s Occupation: _____________________      Home Phone: ______________ 

Participant’s Address: ________________________      Work Phone: _______________  

City: ___________________________________​​     Other Phone: _______________

Province: _______________________________      Email: ____________________

Postal Code: ______________                        

Family Doctor: ___________________________
Phone #: _______________      


Fax #: _____________________ 

Any Medical Problems: ________________________________________________________________________
________________________________________________________________________________________________________________________________________________







               

Investigations (X-Rays, MRI, etc.): 
________________________________________________________________________

Core Strengthening

· This class is designed to strengthen your core muscles.

· It is an interactive and cost effective way to learn information and important exercise from a registered physical therapist.

· It is taught with an elongated spine to prevent prolapses and hernia.

· This class will give you practical, safe exercise that you can do at your own pace.

This class does not provide individual assessment and treatment. If you require individual physical therapy treatment, please book an appointment with our receptionist.
There are no refunds if you miss a class. You are allowed to do a make up class in another class within this session you registered for, if there is room in the class. 
Physical Therapist Teacher/ Student Waiver Form

I understand that exercise classes involve physical movements as well as an opportunity for relaxation, stress re-education and relief of muscular tension. As in the case with any physical activity, the risk of injury, even serious or disabling, is always present and cannot be entirely eliminated. If I experience any pain or discomfort, I will listen to my body, adjust the posture and ask for the support from the teacher. I will continue to breathe smoothly. 

This class in not a substitute for medical attention, examination, diagnosis or treatment. I affirm that I alone am responsible to decide whether to practice exercise. I hereby agree to irrevocably release and waive any claims that I have now or hereafter may have against Denise Brochu-O’Neill and Combo Physical Therapy/ Sunshine Physiotherapy.
Denise Brochu
B.Sc.P.T., B.Sc.P.E., M.C.P.A

Physical Therapy Consultant, Massage Therapist,

Post Graduate Certificate in Sport Physical Therapy,

Orthopedics, Medical Acupuncture, GUNN IMS,

Women’s Health
Print Name _______________________
Signature _______________________

Date _______________________

