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TIME2TRAIN MUM’S BABY AND BUGGY CLUB BOOKING FORM

	NAME:


	
	D.O.B
	

	BABY’S NAME
	
	BABY D.O.B


	

	ADDRESS:


	

	OCCUPATION:


	
	
	

	CONTACT NO:


	
	MOBILE NO:
	

	EMAIL ADDRESS:


	
	EMERGENCY CONTACT NAME & NO:
	

	HOW DID YOU HEAR ABOUT THE CLUB:
	


BOOKING DETAILS

	Meeting Point:  
The Galley Café, Earl’s Port, 5 mins from Chester Racecourse.

Start date:

Tuesday 25th September 2007

Time:


10.30am-11.30am

Price:


£24.00 for 6 sessions

Sessions are booked in 6-week packages and cost £24.00.  You do not have to attend 6 

sessions in a row, you will be given a booking card which will be stamped each time you attend.

Please complete the pre-exercise screening form and send back with this form and your payment.  

You must have had your 6-week check with your GP and be cleared to start exercising.

On arrival for your 1st session you will be given your own Time2Train exercise tubing to use 

during the session and to take home and use in between sessions.  A series of exercises will be

taught each week that will focus on legs, bums, pelvic floor and the postural muscles affected by 

pregnancy.  Every week I will give you some specific exercises to take home and carry out before

the following weeks session, you will also be given a training schedule to complete if you wish to 

track your progress.



	I would like to join Time2Trian Mum’s Baby and Buggy Club Outdoor Exercise Club.  

Please find Enclosed a cheque for £24.00 made payable to “Time2Train” and my completed

Pre-exercise screening form.

Please send to Claire Sutcliffe, Time2Train, 35 Vernon Road, Chester CH1 4JT.

Signed:________________________  Print Name:____________________________________



	If you would like to have a chat to find out more about the sessions or ask any specific questions

please just call Claire on 07834 494818 or email Claire@time2train.me.uk.



	[image: image1.jpg]Name:


	
	Today’s Date:
	

	DOB:


	
	
	

	Address:



	Tel No:
	
	Occupation:
	

	Emergency contact number:
	
	Emergency contact name:
	

	Doctor:
	
	Midwife:
	

	Doctor Tel No:
	
	Hospital:
	

	Date Baby was born?
	
	Type of delivery?
	

	Did you have an episiotomy?
	
	Are you breast feeding?
	

	Are you getting up at night?
	
	Are you napping during 

the day?
	


Please complete the following questions:

	1
	Has your doctor ever said that you have a heart condition and that you should only do physical 

activity recommended?
	YES/NO

	2
	Do you feel pain in the chest when you do any physical activity?
	YES/NO

	3
	In the past month have you experienced any chest pain while at rest?
	YES/NO

	4
	Do you lose your balance because of dizziness or do you ever lose consciousness?
	YES/NO

	5
	Do you have nay bone or joint problem that could be made worse by exercising?
	YES/NO

	6
	Do you have high blood pressure?
	YES/NO

	7
	Are you a diabetes sufferer?
	YES/NO

	8
	Have you experienced any minor/major complications during previous pregnancies?
	YES/NO

	9
	Are your experiencing any minor/major complications during this pregnancy?
	YES/NO

	10
	Do you know of any other reason why you should not take part in any physical activity?
	YES/NO

	If you have answered yes to any of the questions completed above you need to check with your medical professional before commencing any exercise. Please also inform your instructor.


Exercise History:

	Previous exercise:

Frequency: How many sessions per week ______________________________________________________________

Intensity:  light/moderate/hard

Type of Exercise: e.g. walking/running/weights etc ______________________________________________________

Time: How many minutes/hours:_____________________________________________________________________



	Do you take part in any other activities:


	YES/NO

	Is there anything else you think I need to know before exercising?

Details:


	YES/NO


Client Signature:
_________________________________Date:____________________________




PRE-EXERCISE SCREENING FORM ANTE/POST NATAL








