
Functional Pilates Intake Form 

Patient Name:    __________________________________ 
Date of Birth:    ___________________________________ 
Today's Date:     __________________________________ 
Physical Therapist:   _______________________________ 
Diagnosis/Reason for PT: 
____________________________________________________
____________________________________________________
____________________________________________________ 
Do you have any prior experience with Pilates? 
____________________________________________________
____________________________________________________
____________________________________________________ 
Please briefly tell us about your goals for your Functional Pilates 
Programming: 
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________ 


