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Health	  Screening	  Questionnaire	  for	  AquaStretch™	  &	  Aquatic	  Exercise	  Participation	  

Full	  Name	  (Print	  in	  ink	  please):_____________________________________________________	  

Address:	  _______________________________________________________________________	  

Email:	  ______________________________________________	  	  Phone:	  ______________________	  

Date	  of	  Birth:	  	  _____________________________	  	  

Health	  Screening:	  	  Please	  respond	  to	  the	  following	  questions	  by	  checking	  'yes'	  or	  'no'.	  

	   √ 	  Yes	   √ 	  No	  

1. Has	  your	  doctor	  ever	  said	  that	  you	  have	  a	  heart,	  liver,	  or	  other	  condition	  that	  could	  be	  
made	  worse	  by	  gentle	  activity	  in	  warm	  water?	  

	   	  

2. Do	  you	  have	  any	  open	  wounds	  or	  skin	  that	  is	  irritated	  by	  pool	  water?	   	   	  

3. Are	  you	  afraid	  of	  water	  or	  water	  phobic?	   	   	  

4. Are	  you	  taking	  blood	  thinners?	   	   	  

5. Do	  you	  lose	  your	  balance	  because	  of	  dizziness	  or	  do	  you	  ever	  lose	  consciousness?	   	   	  

6. Do	  you	  have	  a	  bone	  or	  joint	  problem	  that	  could	  be	  made	  worse	  by	  movement?	   	   	  

7. Are	  you	  taking	  prescription	  drugs	  for	  blood	  pressure,	  a	  heart	  condition	  or	  epilepsy?	   	   	  

8. Do	  you	  suffer	  from	  chronic	  pain	  or	  have	  you	  been	  diagnosed	  with	  Fibromyalgia	  (FMS)?	   	   	  

9. Are	  you	  pregnant	  now,	  or	  have	  you	  had	  a	  baby	  in	  the	  last	  6	  weeks?	   	   	  

10. Have	  you	  been	  diagnosed	  with	  osteopenia	  or	  osteoporosis?	   	   	  

11. Have	  you	  had	  a	  recent	  surgery	  or	  injury	  to	  your	  bones,	  muscles,	  organs	  or	  skin?	   	   	  

12. Are	  you	  incontinent?	   	   	  

13. Do	  you	  have	  a	  hypermobility	  syndrome	  such	  as	  Marfan’s	  Syndrome?	   	   	  

14. Do	  you	  have	  COPD	  or	  difficulty	  breathing	  when	  standing	  in	  chest	  deep	  water?	   	   	  

15. Do	  you	  know	  of	  any	  other	  reason	  why	  you	  should	  not	  participate	  in	  AquaStretch™?	   	   	  

 
If	  you	  answered	  'yes'	  to	  one	  or	  more	  of	  these	  questions,	  please	  consult	  with	  your	  personal	  physician	  by	  
phone	  or	  in	  person	  before	  participating	  in	  AquaStretch™	  and	  aquatic	  exercise.	  	  Tell	  your	  doctor	  about	  
the	  questions	  you	  answered	  'yes'	  to,	  and	  discuss	  your	  suitability	  to	  participate	  in	  AquaStretch™	  and	  
therapeutic	  aquatic	  exercise.	  
	  

I	  verify	  that	  I	  have	  answered	  the	  health	  screening	  questions	  honestly,	  that	  I	  have	  no	  health	  restrictions	  
preventing	  me	  from	  participating	  in	  AquaStretch™	  and	  therapeutic	  aquatic	  exercise.	  	  If	  I	  have	  answered	  
‘yes’	  to	  any	  questions,	  I	  verify	  that	  I	  have	  been	  given	  medical	  approval	  to	  participate	  or	  have	  discussed	  
my	  suitability	  to	  participate	  with	  my	  AquaStretch™	  Facilitator.	  

Signature:_______________________________________	  	  Date:________________________	  



 

Connie	  Jasinskas,	  M.Sc.,	  CEP	  	  	  	  	  	  	  	  	  	  	  	  	  	  www.AquaStretchCanada.com	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  www.FortheLoveofFit.com	  

  
   

	  

	  

	  

Informed	  Consent:	  	  I,	  ________________________________acknowledge	  that	  there	  is	  the	  risk	  of	  
injury	  or	  death	  associated	  with	  participating	  in	  any	  physical	  activity	  including	  AquaStretch™	  and	  
therapeutic	  aquatic	  exercise.	  	  

I	  assume	  all	  such	  risks.	  	  I	  release	  Connie	  Jasinskas,	  colleagues	  working	  under	  her	  guidance,	  and	  
the	  facility	  in	  which	  we	  interact,	  from	  any	  liability	  for	  damages	  or	  claims	  arising	  out	  of	  injury	  
sustained	  by	  myself	  during	  or	  after	  participating	  in	  AquaStretch™	  or	  therapeutic	  aquatic	  exercise,	  
whether	  or	  not	  unintentional	  negligence	  occurred.	  	  	  

Please	  initial	  beside	  each	  box	  below	  to	  indicate	  your	  agreement	  with	  each	  statement:	  

!  I	  understand	  and	  am	  aware	  that	  AquaStretch™,	  including	  the	  use	  of	  equipment,	  entry	  and	  
exit	  from	  the	  pool	  and	  change	  room	  involves	  a	  potential	  risk	  of	  injury,	  and	  that	  I	  am	  
voluntarily	  participating	  in	  these	  activities	  at	  my	  own	  risk.	  	  	  

!  I	  agree	  that	  if	  I	  feel	  light	  headed,	  dizzy,	  nauseous,	  or	  experience	  pain	  or	  discomfort	  at	  any	  
time	  during	  these	  activities,	  I	  will	  immediately	  stop	  the	  activity,	  and	  inform	  the	  Facilitator.	  

!  I	  agree	  to	  inform	  the	  Facilitator	  working	  with	  me	  at	  any	  time	  while	  participating	  in	  
AquaStretch™,	  or	  performing	  therapeutic	  aquatic	  exercise,	  of	  any	  health	  conditions	  that	  
might	  affect	  my	  participation.	  

!  I	  understand	  that	  I	  am	  not	  obliged	  to	  participate	  in	  any	  activity	  prescribed	  by	  anyone	  
working	  with	  me	  in	  the	  pool	  or	  otherwise,	  unless	  I	  wish	  to	  do	  so.	  	  I	  know	  that	  I	  have	  the	  
right	  at	  any	  time	  to	  decline	  or	  stop	  participation	  in	  AquaStretch™	  or	  therapeutic	  aquatic	  
exercise.	  	  

	  

Signature:_____________________________________Date:_____________________________	  

	  

Witness’	  Signature:_____________________________Date:_____________________________	  

 

Informed	  Consent	  &	  Liability	  Waiver	  

Print	  Your	  Name:	  ________________________________________	  

Date	  of	  Birth:	  	  _______	  /	  _______	  /	  ____________	  

	   	   Day	   	  	  	  Month	   Year	  
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AquaStretch™	  –	  Client	  Self-‐Evaluation	  Form  	  

Name:	  	  	   	   	   	   	  	   	   	   	   Date:	  	  	  	  	   	   	   	  

What	  is	  the	  primary	  purpose	  of	  today’s	  AquaStretch™	  session?	  	  	  	  	   	   	   	   	  

______________________________________________________________________________	  

Before	  AquaStretch™	  Session	   	  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Immediately	  After	  AquaStretch™	   	  

Additional	  Comments	  (if	  desired):	  	  	   	   	   	   	   	   	   	   	   	  

	   	   	   	   	   	   	   	   	   	   	   	   	   	  
 

Please	  use	  this	  form	  to	  rate	  your	  pain	  today	  
before	  and	  immediately	  after	  your	  session.	  	  
	  

STEP	  1:	  	  	  
On	  the	  diagrams	  (left),	  circle	  the	  specific	  body	  
area(s)	  that	  hurt,	  or	  feel	  painful	  with	  movement.	  	  
	  	  
STEP	  2:	  	  	  

Place	  a	  number	  beside	  each	  circle:	  

0 Pain	  free	  

1 Pain	  is	  hardly	  noticeable	  	  	  

2 Pain	  is	  minor	  annoyance,	  comes	  &	  goes	  

3 Pain	  is	  somewhat	  distracting	  

4 Pain	  is	  quite	  distracting	  

5 Pain	  cannot	  be	  ignored	  for	  more	  than	  a	  few	  
minutes	  at	  a	  time	  

6 Pain	  is	  always	  there	  (may	  still	  do	  daily	  
activities)	  

7 Pain	  is	  always	  there	  (difficult	  to	  concentrate,	  
interferes	  with	  sleep;	  you	  can	  still	  function	  
with	  effort)	  

8 Pain	  severely	  limits	  physical	  activity.	  Nausea	  
and	  dizziness	  may	  result	  from	  pain.	  

9 Pain	  makes	  you	  unable	  to	  speak.	  	  

10 Pain	  makes	  you	  pass	  out.	  Intolerable.	  

 


