
Release & Waiver 
Synergy Studio 

 
I, __________________________, have enrolled in a program of physical activity, including but not 

limited to, body conditioning machinery used during the workouts offered by Synergy Studio. I affirm 

that I am in good physical condition and do not suffer from any disability that would contribute to injury.  

Furthermore, I understand and agree with the following:  

 

1. I assume full responsibility while voluntarily participating in any training and /or exercise 

class at my sole risk and shall abide by any and all rules and regulations for use of the facility 

which may be altered and publicized from time to time by its owner or Synergy Studio. 

 

2. I am aware that there exists the possibility of certain conditions occurring during or following 

training and /or exercise.  These conditions include, but are not limited to:  mild or light 

headedness, fainting, abnormalities of blood pressure or heart rate, ineffective heart function 

and in rare instances, heart attack and stroke.  The reaction of the cardiovascular system to 

such activity cannot be predicted with complete accuracy. 

 

3. It is strongly recommended that I receive medical clearance from my private physician prior to 

starting this or any exercise training program.  This program can be designed for persons with 

known heart disease or those with disorders, which can require medical supervision however, 

those persons should have a direct physician referral.  Synergy Studio reserves the right to 

deny services to those without written consent/referral from their physician. 

 

4. I expressly agree that I have been informed that the program involves possible risks and all 

exercises shall be undertaken at my sole risk and that neither Synergy Studio, nor the officers, 

directors, agents or employees shall be liable to me nor any other person, for any claims, 

demands, injuries, damages, actions or causes of action, whatsoever, to my person or property 

arising out of or connected to services and/or exercises having direct or indirect relation to this 

facility, and not resulting from the negligence of Synergy Studio or its officers, directors, 

agents or employees. 

 

5. I am aware students participating in the Synergy Studio Polestar Education Programs may 

observe classes and I may decline observation in a private session. 

 

6. I give consent to Synergy Studio, and its subsidiaries and affiliates, to use photographs free of 

charge, in connection with any and all promotions;  including but not limited to video, 

photography, mailings, or internet pages created by and for Synergy Studio, and used by them 

for promotional videos, internet use, slide presentations, advertising or brochure inclusion. 

 

*This release & waiver will NOT expire.  Client personal information obtained on Health & Fitness Form 

 

I HAVE READ THE ABOVE STATEMENT AND UNDERSTAND THE CONDITIONS 
 

Client Signature: _________________________________________ Date: ____________________ 

 

Witness: ________________________________________________ Date: ____________________ 

 

In case of emergency, please contact: ___________________________________________________ 

 

Emergency phone number(s): ________________________________________________________ 



Cancellation & Late Arrival Policy 

Synergy Studio 

 

 

 

 

I. Cancellation Policy 

 

Cancellation of a scheduled appointment must be at least 

twenty four (24) hours before the scheduled appointment time.  

This includes exercise/training sessions as well as rehabilitation 

sessions.  Failure to provide sufficient notice may result in the 

assessment of a cancellation charge in the full amount of the 

scheduled service. 

 

 

II. Late Arrival Policy 

 

In order to service all clients in a punctual manner, Synergy 

Studio and its instructors reserve the right to decrease the 

service time of a client who arrives late for a scheduled 

appointment.  The time adjustment shall be commensurate with 

the delay of the start time in order to accommodate the next 

scheduled client.  There will be no adjustment of the fee for the 

scheduled service. 

 

 

 

I have read and understand the cancellation and late policies of Synergy 

Studio and by my signature agree to uphold my obligations as stated above. 

 

 

 

Signed: _________________________   Date: ____________    



Health and Fitness History 

Synergy Studio 

 
Please fill out this form to the best of your ability and sign at the bottom of the form.  If you have any questions please feel free to ask. 

 

Name: _____________________________ Birth date: _______________ Date: ____________________ 

Address: _____________________________________________________________________________ 

                         Street                                                                                         City                                                                 Zip Code 

Home Phone: ___________Work Phone: __________Cell Phone: ___________Email: ______________ 

Employer: ______________________________________Occupation:____________________________ 

How long is your work day?__________ Is your job physically or mentally demanding?______________ 

Sex:  M/F   Marital Status:______ General Health:  _____Excellent _____Good _____Fair _____Poor 

Previous experience with Pilates:__________________________________________________________ 

Personal Goals:________________________________________________________________________ 

Medications:__________________________________________________________________________ 

Previous Injuries:_______________________________________________________________________ 

Previous Surgeries:_____________________________________________________________________ 

Are you currently experiencing any physical problems?  If so, please explain: ______________________ 

_____________________________________________________________________________________ 

Are you currently receiving professional health care services?  If so, please explain: _________________ 

_____________________________________________________________________________________ 

Date of you last doctor’s visit: ____________Do you smoke?  Yes/No  If yes, how much? ____________ 

Has your doctor indicated any limitations or exclusions of certain activities?  Describe: _______________ 

_____________________________________________________________________________________ 

Are you currently or have you previously been diagnosed with any of the following? 

 
Arthritis                                     Yes    No                                          Herniated Disc                              Yes    No 

Back Pain                               Yes    No                                          High Blood Pressure                    Yes    No 

Cancer                                       Yes    No                                          Hypoglycemia                              Yes    No 

Carpal Tunnel Syndrome          Yes    No                                          Numbness                                     Yes    No 

Circulatory Disease                   Yes    No                                          Osteoporosis                                 Yes    No 

Diabetes                                     Yes    No                                          Pelvic Floor Pain/Weakness        Yes    No 

Dizziness                                   Yes    No                                          Pregnancy                                     Yes    No 

Fainting                                     Yes    No                                          Seizure Disorder                           Yes    No 

Fibromyalgia                             Yes    No                                          Shoulder Impingement                 Yes    No 

Heart Disease                            Yes    No                                          Stenosis                                         Yes    No 
 

How did you hear about us? _____________________________________________________________ 

 

Is there anything that you feel we should know and have not asked?  If so, please explain: ____________ 

_____________________________________________________________________________________ 

I, THE UNDERSIGNED, DO HEREBY CERTIFY THAT I HAVE COMPLETED THE ABOVE 

INFORMATION AND KNOW IT TO BE TRUTHFUL AND ACCURATE TO THE BEST OF MY 

KNOWLEDGE. 

 

SIGNATURE: __________________________________________________DATE: ________________ 
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