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The University of Texas at Dallas

Department of Recreational Sports

Personal Training Registration Form

Directions: Please, fill out as much information as possible. If you are unsure, leave that question blank. 

Name:               
_______________       Phone Number:


______________

Email Address: 
_______________       Time Preference:


______________

Date of Birth: 
_______________       Trainer Preference (M/F):

______________

Who Referred You:







	Personal Training Sessions

	
	Students
	Staff/Faculty

	Single Session
	$25
	$30

	Single Session Buddy System
	$35
	$40

	Basic Package (4 sessions)
	$80
	$100

	Basic Package Buddy System
	$120
	$140

	Premium Package (8 sessions)
	$144
	$184

	Premium Package Buddy System
	$224
	$264


All payments must be received prior to the scheduling of your personal training session(s). 

Please note that the following policy will be enforced for all personal training sessions:

· There will be a 24-hour cancellation policy on all sessions. If the client does not cancel within 24 hours the session will be void and no refund will be given. 

Participation in all activities in the UTD Activity Center, sponsored by the Department of Recreational Sports, is voluntary on behalf of all participants. Participants acknowledge and agree that the University of Texas at Dallas does not provide insurance for any of its activities and shall not be liable for any injuries that occur at this location or any of it programs. 

Participants Signature
___________________________________

 Date
____________

	Payment Method (Circle)        Cash           Check               Credit Card

Receipt number:    ______________________      Employee name:     _______________________

	Pre-screening Interview                ____________________               ________________________

                                                                         Date                                             By

Client Accepted __     Denied__

Trainer______________________________


For office use only

Personal Medical History

Past Operations:



Hospitalizations:



Disabilities/limitations: ___________________________________________________________

Diseases:  ______________________________________________________________________

Are you currently under a physician’s care? (Circle)         Yes        No

If yes, please explain:_____________________________________________________________

Length of time since last check-up: __________________________________________________

Physician Name: _______________________      Phone Number:__________________________

Height: __________  Weight:_____________

Please list any medications that you are currently taking and the reason why it was prescribed:

1. ____________________________________________________________________________

2. ____________________________________________________________________________

3. ____________________________________________________________________________

4. ____________________________________________________________________________

5. ____________________________________________________________________________

Are any of these prescriptions classified as a Beta Blocker?  (Circle)      Yes              No

Are you allergic to any medications? (Circle)                                         Yes              No

If yes, please specify: ____________________________________________________________

In case of emergency, please provide contact information below:

Name: ________________________________________________________________________

Phone Number: (Home)______________________    (Work): ____________________________

Relationship to contact: ______________________

Please indicate (circle) below if you have any history of the following ailments:

	During the past 12 month, has your weight fluctuated more than a few pounds?   
	Yes
	No

	Heart Disease/Surgery

      If yes, please explain: __________________________________________
	Yes
	No

	Heart Murmur
	Yes
	No

	Enlarged Heart
	Yes
	No

	Chest Pain with exertion
	Yes
	No

	Stroke

      If yes, please explain: __________________________________________
	Yes
	No

	Peripheral Vascular Disease
	Yes
	No

	Physical exam in past 5 years
	Yes
	No

	Epilepsy
	Yes
	No

	Varicose Veins
	Yes
	No

	Blood Clots
	Yes
	No

	High Blood Pressure

           Systolic:

           Diastolic:
	Yes
	No

	Elevated Cholesterol

           Level: _______________
	Yes
	No

	Elevated triglycerides:

           Level: _______________
	Yes
	No

	Recent Surgery

           If yes, please explain: ________________________________________
	Yes
	No

	Resting Heart Rate: ______________
	Yes
	No

	EKG:   

Never Taken: _________        Normal ________      Abnormal _______

If abnormal, please explain: ________________________________________
	Yes
	No

	Stress Test

Never Taken: _________        Normal ________      Abnormal _______

If abnormal, please explain: ________________________________________
	Yes
	No

	Light-Headed
	Yes
	No

	Fainting
	Yes
	No

	Shortness of Breath
	Yes
	No

	Asthma
	Yes
	No

	Exercise Induced Asthma
	Yes
	No

	Rheumatic fever
	Yes
	No

	Hernia
	Yes
	No

	Anemia
	Yes
	No

	Diagnosed Hypoglycemia
	Yes
	No

	Diabetes
	Yes
	No

	Obesity
	Yes
	No

	Anorexia
	Yes
	No

	Bulimia
	Yes
	No

	Severe Headaches
	Yes
	No

	Insomnia
	Yes
	No

	Chronic Morning Cough
	Yes
	No

	Kidney failure
	Yes
	No

	Kidney removal
	Yes
	No

	Kidney stones
	Yes
	No

	Kidney Dialysis
	Yes
	No

	Gout
	Yes
	No

	Gallbladder removal
	Yes
	No

	Gallbladder Disease/stones
	Yes
	No

	Colitis
	Yes
	No

	Arthritis

If yes, please explain area affected: __________________________________
	Yes
	No

	Sickle Cell trait
	Yes
	No

	Back Pain/Sciatia
	Yes
	No

	Shoulder Injury or Pain
	Yes
	No

	Calcium Deposits
	Yes
	No

	Fibromyalgia
	Yes
	No

	Swelling in Feet or Ankles
	Yes
	No

	Ankle/foot injury of Pain
	Yes
	No

	Knee Injury or pain
	Yes
	No

	Nerve Damage
	Yes
	No

	Numbness/Tingling in Limbs

If yes, please explain where you are affected:

_______________________________________________________________
	Yes
	No

	Head/Neck Injury or Pain
	Yes
	No

	Bone Fracture

If yes, where:
	Yes
	No

	Hip Injury/Pain
	Yes
	No

	Tennis Elbow
	Yes
	No

	Shin Splints
	Yes
	No

	Achilles Pain
	Yes
	No

	Fatigue
	Yes
	No

	Cancer

In yes, please explain:_____________________________________________
	Yes
	No

	Smoker

If yes, how long/number per day/or time since quitting:

_______________________________________________________________
	Yes
	No


Please rate your activity level (circle):

Low                           Moderate                                   Active

Please rate your stress level at work (circle):

Low                           Moderate                                   Active

When exercising, do you feel any of the following (Check)?

Chest Pain


_______

Leg Aches


_______

Shortness of Breath

_______

Dizziness


_______

General Fatigue

_______

Pressure over the heart
_______

Family Medical History

Please list the family members affected, the age of onset, type and the action taken for the following ailments:

Heart Disease


Yes     No             __________________________________________________

High Blood Pressure

Yes     No             __________________________________________________

Elevated Cholesterol

Yes     No             __________________________________________________

Diabetes


Yes     No             __________________________________________________

Cancer



Yes     No             __________________________________________________


Stroke



Yes     No             __________________________________________________

Obesity


Yes     No             __________________________________________________

Please provide any additional comments below:

Personal Fitness Evaluation
**For Personal Trainer use only.  To be filled out at time of initial consultation.
Please fill out these questions thoroughly and completely. If you have any questions, please feel free to ask your trainer for assistance. 

1. Do you have any negative feelings toward or have you had any bad experience with physical activity programs?

2. Do you have any negative feelings toward or have you had any bad experiences with fitness testing and evaluation?

3. Rate yourself on a scale 1 to 5, with 1 indicating the lowest value and 5 the highest value. 

Circle the number most applicable to you.

Characterize your present athletic ability:

1

2

3

4

5

Characterize your present cardiovascular capacity

1

2

3

4

5

Characterize your present muscular capacity:

1

2

3

4

5

Characterize your present level of flexibility:

1

2

3

4

5

4. Are you currently involved in regular exercise? (Circle)  Yes       No

If yes, what type of exercise?  ______________________________________________________________

5. What types of activities interest you?

6. Do you enjoy participating in activities alone, or do you prefer being part of a group?

7. What barriers do you think have prevented you in the past from beginning or adhering to an exercise program?

8. Rank goals 1 to 10, where 1 is the most important to you:

Improve cardiovascular fitness
______

Reduce body fat level


______

Reshape or tone body


______

Improve flexibility


______

Lose weight



______

Gain Weight


______

Enjoyment


______

Increase Strength

______

Increase energy level

______

Other (please explain)

______

Comments (personal trainer):

9. Describe you eating habits.  What types of foods do you eat? How is your control?

Comments (personal trainer):

Fitness Evaluation and Program Participation

I have volunteered to participate in a program of progressive physical exercise. I waive any possibility of personal damage which may be blamed upon such a program in the future and accept the responsibility for accepting such exercise and assistance. The possibility of certain unusual changes during exercise does exist, including abnormal blood pressure, fainting, disorders of heat beat, and very rare instances of heart attacks. Every effort will be made to minimize such changes by preliminary examination and observation during situations which may arise. I herby acknowledge and accept these which would preclude an exercise program. 

Participant’s signature: ________________________________                              Date:_______________

An examination by a physician should be obtained by all participants prior to involvement in an exercise program. If a participant refuses to obtain a physician’s consent, he/she must sign the following statement:

I, ___________________, have been informed of the need for a physician’s approval for participation in a progressive exercise and fitness program. I fully understand the strenuous nature of the program and accept complete responsibility for my health and understand that no responsibility is assumed by the leaders of the program or sponsoring agency.

Participant’s signature: ________________________________                              Date:_______________

_____________________ has medical approval to participate in an exercise and fitness program which will include progressively increasing amounts of general conditioning exercises. I certify that the person whose name appears above is free from infectious disease and that there appears to be no reason why such an exercise program should not be undertaken. 

Physician’s signature: ________________________________                              Date:_______________

Participation in all activities in the UTD Activity Center, sponsored by the Department of Recreational Sports, is voluntary on behalf of all participants. Participants acknowledge and agree that the University of Texas at Dallas does not provide insurance for any of its activities and shall not be liable for any injuries that occur at this location or any of it programs. 

The University of Texas at Dallas

Recreational Sports

Personal Training Information Sheet

Congratulations on your first step to a healthier lifestyle. Below are some facts that you will need to be aware of prior to your personal training sessions:

· There will be a 24-hour cancellation policy on all sessions. If the client does not cancel within 24 hours the session will be void and no refund will be given.

· You will receive a call from your personal trainer within 48 hours of registration, unless you register during weekend hours (Friday afternoon to Sunday evening) or holidays. If this is the case, you should expect the phone call the next business day. 

· The day of your session, you should not exercise or drink coffee, and plenty of water should be consumed throughout the day.

· Wear comfortable clothing the day of your session. One of the tests is body fat testing, therefore the trainer will need access to the thigh triceps, hip, and midriff.
· A water bottle is optional but highly recommended for all sessions.

· Backpacks and personal belongings are not advised in the fitness center; therefore it is recommended that all clients purchase a locker to store items or use the daily use lockers.

If at any time you have any questions, please feel free to contact Holly Worrell at 972.883.6310.

Thank you for participating in our personal training program. We hope you get a great workout and we have a positive impact on your healthy lifestyle. 

Informed Consent for Exercising and Fitness Training

The University of Texas at Dallas
Student Activity Center

I agree to voluntarily participate in a Personal Training program in the attempt to improve cardiovascular and physical fitness. I understand that the purpose of this program is to accomplish goals set by myself with a specific program based on needs, interests, and recommendations by a certified fitness instructor. Furthermore, I understand  that the recommendation made are no more than recommendations, and will or have consulted a doctor concerning such recommendations before attempting any training program. The reaction of the cardio-respiratory and skeletal/muscle systems cannot be predicted with complete accuracy. 

All exercise programs will include a warm up, strength training and/or cardio-respiratory conditioning at a target heart rate or equivalent perceived exertions, and a proper cool down period. I understand that I am responsible for monitoring my own condition throughout the exercise program and will cease any activity and inform the trainer of any unusual symptoms. If requested by certified personal trainer I may be required to bring a physician’s approval and/or recommendations before starting any program. I certify that I am in good health and if at any time these conditions change I will notify the personal training staff. 

It is expressly agreed that all use of the UTD fitness equipment and/or facilities shall be undertaken by a guest at his/her own risk, and any corporate entity and/or the UTD fitness facility shall not be liable for any injuries or any damage to any guest or the property of any guest whatsoever, including, without any limitations, those damages resulting in acts of passive or active negligence on the part of and corporate entity and/or the UTD fitness facility. The participant, for himself/herself and on behalf of his/her executors, administrators, heirs, assigns, and successors, does hereby expressly forever release and discharge any corporate entity, the State of Texas, The University of Texas System, the University of Texas at Dallas, the UTD fitness facility, its officers, employees, and successors from all such claim, demands, injuries, damages, actions, of causes of action. Any corporate entity and/or the UTD fitness facility shall not be responsible or liable to guest for articles damaged, lost or stolen in or about any corporate entity and/or the UTD fitness facility or from lockers, or for loss or damages to any property including but not limited to automobile and contents thereof. 

In signing the consent form, I affirm that I have read this form in its entirety and that I understand the nature of the exercise program. I also affirm that my questions regarding the exercise program have been answered to my satisfaction. 

Participant’s signature_______________________________________ Date__________________________
The University of Texas at Dallas
Personal Training Agreement

Copy of Receipt:

	
	Date
	Time
	Member’s Signature
	Trainer’s Signature

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6
	
	
	
	

	7
	
	
	
	

	8
	
	
	
	

	9
	
	
	
	

	10
	
	
	
	

	11
	
	
	
	

	12
	
	
	
	

	13
	
	
	
	

	14
	
	
	
	

	15
	
	
	
	

	16
	
	
	
	

	17
	
	
	
	

	18
	
	
	
	

	19
	
	
	
	

	20
	
	
	
	



Member Signature: _____________________​​​__

Trainer’s Signature: ______________________

Total # Sessions: ______Price per Session_____

Date: _______              Expiration Date: _______

Fitness Manager’s Signature: _______________

Body Composition (Trainer only)
	Date
	
	
	
	
	

	Trainers Initials
	
	
	
	
	

	Height
	
	
	
	
	

	Weight
	
	
	
	
	

	Body Fat Percentage
	
	
	
	
	

	Water Percentage
	
	
	
	
	

	Body Measurements
	Start
	Goal
	30 days
	60 Days
	90 days

	Right/Left Arm
	
	
	
	
	
	
	
	
	
	

	Right/Left Leg
	
	
	
	
	
	
	
	
	
	

	Waist
	
	
	
	
	

	Hips
	
	
	
	
	

	Chest
	
	
	
	
	

	Calipers
	Start
	Goal
	30 days
	60 Days
	90 days

	Biceps
	
	
	
	
	

	Triceps
	
	
	
	
	

	Iliac Supra
	
	
	
	
	

	Scapula
	
	
	
	
	


Cardio, Strength, Flexibility Assessment
	Date
	
	
	
	
	

	Trainers Initials
	
	
	
	
	

	
	Start
	Goal
	30 days
	60 Days
	90 days

	Blood Pressure
	
	
	
	
	

	Resting Pulse
	
	
	
	
	

	Max HR= 220 – yr age
	
	
	
	
	

	Push-ups/Bench Press
	
	
	
	
	

	Core Test
	
	
	
	
	

	Row Test
	
	
	
	
	

	Ball Wall Squat Test
	
	
	
	
	



Name: ___________________________________


Address: _________________________________


Phone: (H) ______________(C) ______________


Personal Trainer: __________________________


Sold By (employee):________________________


Note:____________________________________





Terms of Agreement


____ 1. Members and trainer must sign for each session upon completion thereof for confirmation of service


_____ 2. Cancellation require a 24-hour notice, if notice is not given member will be charged for missed session.


_____ 3. Refunds are given for medical reason only


_____ 4. Problems or concerns should be addressed to Personal Trainer Fitness Supervisor





Total Price$___________        Payment Method________


Total Paid$____________       Date: _____/____/______


Amount Due $ _________       Date:_____/____/_______


Amount Due$_________         Date: _____/_____/_____


Member Signature of Receipt______________________





Comments:











PAGE  
10

