
 

 
 

     Tracey’s True Touch  

120 Pym Street S., Parksville, BC 

 250-248-4168 

“Afternoon Retreat” Registration Form 

 

Name:____________________________________________________________________________ 

 Address:__________________________________________________________________________ 

City:_____________________________________________________________________________ 

Best Phone Number:____________________________ Date of Birth:___________________________ 

Email:____________________________________________________________________________ 

Emergency Contact Name:__________________________Number:_____________________________ 

Your Relationship Status:___________________________How Did You Hear About Me?____________ 

Occupation:______________________________________Employer:_____________________________ 

Sports/hobbies:_________________________________________________________________________ 

How often to you participate to your sport or hobby?_____________________________________________ 

How many times a week are you physically active?______________________________________________ 

Are you physically flexible?________________________________________________________________ 

What would be your intention for this retreat?__________________________________________________ 

            ______________________________________________________________________________________ 

 Are you seeking more personal down time or more of a collaborative day?___________________________ 

 Do you have any food or nut allergies?______________________________________________________ 

 Is there any foods you are not eating right now?________________________________________________ 

 What’s your favorite tea?__________________________________________________________________ 

 Do you have any areas of discomfort, injury or pain in your body?___________________________________ 

_______________________________________________________________________________________ 

What caused it?_________________________________________________________________________ 

What relieves it?_________________________________________________________________________ 
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What other therapies have been helpful?_______________________________________________________ 

Medical/Surgical History___________________________________________________________________ 

Accident History___________________________________________________________________________ 

Do you have any other conditions that you wish to improve?________________________________________ 

 ________________________________________________________________________________________ 

 What caused it?____________________________________________________________________________ 

What relieves it?___________________________________________________________________________ 

Have you done Mindful Movement or Yoga before?____________________________________________ 

 Do you have any physical or mental limitations I should be aware of?_______________________________ 

 What are you seeking in your mindful practice today?____________________________________________ 

Additional helpful information:_______________________________________________________________ 

 

Informed Consent 

I, __________________________________, (client) understand that the bodywork therapies as practiced by Tracey Pike are 

intended to reduce pain, integrate structural imbalances, decrease myofascial restrictions, decrease neural impingement, 

increase range of motion, improve circulation, enhance relaxation, increase the experience of overall health and offer a positive 

experience of touch.  

I understand that Mindful Movement, Meditation, and Yoga are not a medical procedure and that the practitioner will not be 

providing diagnosis of any integration intended to facilitate wholeness, body awareness and self awareness.  I also understand 

that I am solely responsible for my health, safety and well-being and agree to assume the risk of such exercise and further agree 

to not hold the Yoga Practitioner, Tracey Pike for any and all claims, suite, losses or related causes of action to damages, 

including, but not limited to, such claims that may result in anyway from yoga or movement.  I agree to inform the Practitioner of 

any activity or movement which I can not safely perform and will not perform any activity or movement, which I feel is likely to 

cause me to injure myself. 

I understand that the therapies are not a substitute for medical treatment or medications and that it is recommended that I work 

concurrently with my Primary Caregiver for any condition I may have.  I am aware that the therapist does not diagnose illness or 

disease and does not prescribe medications nor perform spinal manipulations. 

I have informed the therapist of all my known physical conditions, medical conditions and medications, and I will keep the 

therapist updated on any changes. 

 

 

Signature:_______________________________________________ Date:__________________________ 

 

 

Print Name:____________________________________ Guardian Signature__________________________ 

 


