
        

Private session with Beth Learn 

PERSONAL INFORMATION 

Name: ______________________________ Age / Date of Birth: _____ / _____________ 
Phone: ______________________________ Email: ______________________________ 

How did you find me? _________________________________________________________ 

BACKGROUND INFORMATION 

What are your objectives/goals with this training session? 
____________________________________________________________________________
____________________________________________________________________ 

Profession/Job: _____________________ Does your job involve lifting? Yes / No  

When working, how many hours are you: Sitting _____ Standing _______Driving ________  

What are your physical life demands (cooking, caring for children/elderly, gardening, etc): 
____________________________________________________________________________
________________________________________________________________________ 

MEDICAL HISTORY 

Does you have any of the following: 

❏ Heart Disease or high blood pressure 
❏ Diabetes  
❏ Depression  
❏ Anxiety 
❏ Ehlers Dahnos 
❏ Parkinsons 
❏ Neuropathy 

Do you have any chronic pain or  illnesses? If so, please list: 
________________________________________________________________ 

 



Please list any recent injuries, surgeries or accidents: 

(1) _____________________________________ 

 (2) _____________________________________ 

Please list any surgeries you’ve had, and the years they were performed: 

(1) _____________________________________  

(2) _____________________________________ 

(3) _____________________________________ 

 (4) _____________________________________ 

 

Do you have any lingering symptoms or stress from anything in your medical history? If so, 
please explain: 
__________________________________________________________________________ 
__________________________________________________________________________ 

Please summarize your birth history, if applicable (For example: How many deliveries, vaginal 
births or Cesarean, any trauma from delivery, postpartum recovery concerns, etc). 

____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________ 

Circle one: Are you currently nursing/breastfeeding? Yes  or No 

Have you ever injured yourself while exercising? If so, how? 
____________________________________________________________________________
_____________________________________________________________________ 

CORE & PELVIC FLOOR SYMPTOMS 

❏  Pain in your pelvic floor (between your sitting bones, near your pubic area) 
❏ Pain in your groin (deep inner thighs) 
❏ Pain in your abdomen 
❏ Hernias (inguinal, hiatal, abdominal) Specify:____________________ 
❏ Diastasis Recti - Specify width/depth/length: __________________ 
❏ Stress Incontinence (leaking urine with jumping, sneezing, coughing or laughing) How 

often: _______________ 



❏  Urge Incontinence (cannot get to the bathroom in time once you feel the urge to go) 
How often: _______________ 

❏  Stress Prolapse (heaviness or bulging in your pelvic floor when running, coughing, etc) 
What stage: ____________ 

❏  Fatigue Prolapse (heaviness or bulging in your pelvic floor at the end of the day or after 
being on your feet for extended periods of time) What stage: _______ 

❏  Positional Prolapse (heaviness or bulging in your pelvic floor when standing, squatting, 
using bathroom) What stage: _____________ 

❏ Painful intercourse 
❏ Poor posture 

How often are you in any pain? 

❏ Constant  
❏ Daily, but not constant  
❏ Intermittent, but not daily  
❏ Rare 
❏ Specific: activity related ____________ 
❏ During intimacy 

Pain Location (This helps me know which exercises you need to avoid)  

❏ Low Back  
❏  Knees 
❏ Abdomen 
❏ Mid Back  
❏ Upper Back  
❏ Feet  
❏ SI Joint 
❏ Neck  
❏ Shoulders  
❏ Hips 
❏ Pubic Bone  
❏ Tailbone  
❏ Vagina  
❏ Anus 
❏ Pelvic Floor Muscles 
❏  Vulva 

PainScale: 1 2 3 4 5 6 7 8 9 10 

What makes it better/worse? 
___________________________________________________________ 



What past treatment have you had for pain? Did it help? 
____________________________________________________________________________
___________________________________________ 

What are your strength goals, and why? 
____________________________________________________________________________
____________________________________________________________________________
______________________________________________________________ 

What are your goals for your body’s appearance, and why? 
____________________________________________________________________________
________________________________________ 

What do you like to do for exercise? 
____________________________________________________________________________
___________________________________________________________ 

What equipment do you have at home? 
____________________________________________________________________________
________________________________________________________ 

Anything else you’d like me to know? 
____________________________________________________________________________
__________________________________________________________ 

 


