CrossFit UpCountry Maui 

New Client Intake Form and Waiver

NAME (and Guardian if under 18): ______________________________________________________________  D.O.B.: m_____/d_____/y______

 Street Address: _______________________________________________________________________________

City: _______________________ State: ________ Zip Code: _______________

Phone : Home______________________ Cell_________________________ Work________________________

Email: _________________________________________________________________

Welcome to CrossFit UpCountry Maui!  This form is intended to give us an idea of your current and past levels of health and fitness.  It is important that you inform us of: any major past, present injuries or surgeries, as well as any past, present chronic “injuries”,or things that just nag you. Thank you for your time.

1. How you spend the majority of your days? ________________________________________________________

2. How many years have you been active? __________________________________________________________

3. Are you more or less active now than usual? ______________________________________________________

4. What are your primary activities? _______________________________________________________________

5. Have you ever competed in athletics?   Y / N       Level? _____________________________________________

6. Past Major Injuries or Surgeries:____________________________________________________________________________________

7. PRESENT Injuries/Concerns: __________________________________________________________________
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Pease mark areas of concern with a *
8. What health care treatments do you use? _________________________________________________________

9 . Please list any other illnesses or conditions? ______________________________________________________

        ___________________________________________________________________________________________ 

10. Are you taking any medication for blood pressure or heart condition?    Y / N

11. Do you ever experience dizziness or lose consciousness?   Y / N

12. How do you rate your stress? _________________ sleep?______energy?___________________

13. What are the main types of foods that you eat? ____________________________________________________

14. Is there anything else you would like us to know? __________________________________________________

      ___________________________________________________________________________________________
Please read the following waiver carefully and sign at the bottom:

As a participant at CrossFit UpCountry Maui, I understand and I have been informed that my voluntary participation in fitness programs and special events including, but not limited to, the use of weights, number of repetitions and use of any and all equipment, all apparatus designed for exercising and the associated facilities shall be the participants sole responsibility during all times of fitness training participation and use. I also understand and have been informed that participation in any of the events noted above does pose the risk of serious injury or other adverse health consequences, including death. I agree to self limit my exertion through good judgment and to terminate any physical activity immediately, if it exceeds my personal limitations, whether or not it exceeds the activity level recommended by the staff or prescribed by my physician. I hereby consent to, and permit emergency medical treatment in the event of any injury or illness.

If requested to obtain written consent from a personal physician, I verify that I have been evaluated by a physician, and I have been approved to participate in the programs and exercise activities as stipulated on my Physician Consent Form which is attached. If my current fitness status limits my activities, it has been indicated on my Physician Consent Form. These limitations have been fully explained to me, and I understand and assume the risk of injury and other adverse health consequences, including death, if I exceed the exercise and dietary guidelines recommended by my physician.

I understand it is my responsibility to seek and to continue to receive medical evaluations from my personal physician to determine if there are any medical conditions or injuries that could limit my participation in fitness or health promotion activities. I agree to notify the staff of changes in health status, physical injuries, pregnancy, hospitalizations, surgery or additional physical and medical limitations, or additions/changes in medication recommended by my physician that may affect my participation in fitness or health promotion activities. I understand that for any new medical conditions or injuries noted above, written consent from my personal physician may be required prior to resuming activities. I understand my activities may be modified.

In consideration for my participation in fitness programs, special events, and exercise activities, I voluntarily assume the risk of any injury, loss and/or adverse health consequence. I for myself, my heirs, executors, administrators and assignees, hereby release CrossFit UpCountry Maui and their officers, directors, employees and their affiliated entities from any and all claims, liabilities or demands of any kind arising from any injury, loss or adverse health consequence, including death, related to my participation in fitness or health promotion activities, except to the extent resulting from its or their negligence or willful misconduct.

Subject to these conditions, I affirm that I have read, understand and agree to the terms set forth above and I wish to participate in fitness and/ or health promotion programs, exercise activities and special events.

  PARTICIPANT’S NAME (please print): ____________________________________

  SIGNATURE (or guardian’s signature): ____________________________________

  








Date: m______/d______/y_________

 Witness: Name______________________ Signature___________________________

