
Exercise Class Participant Waiver Form 
I ______________________________________ (participant’s name), agree and consent to the following: 
 
I am voluntarily enrolling in________________________________ exercise class, which is offered by 
WellWoman PT, and conducted by a licensed Physical Therapist trained in Prenatal and Postpartum 
exercise class and intrapartum birth partner instruction.  
 
I understand that the class may involve strenuous physical activity, including muscular resistance and 
strengthening, endurance training, cardiovascular conditioning, stretching and relaxation training.  
 
I attest that I am in good physical condition and am not aware of any disability or condition that would 
prevent or limit my ability to participate in this class. I understand that if I do develop a condition that may 
or would affect my participation, I will disclose this information to the class instructor prior to the class, and 
or voluntarily remove myself from participation.  
 
I understand that this exercise class is for wellness and is not considered Physical Therapy. If I do 
develop a medical condition or problem, I will seek guidance from my MD/OB and or Midwife.  
 
I understand that if I want physical therapy for treatment,  I can do so by discussing this with my doctor, 
and ask for a prescription for PT.  
 
I and/or my heirs and/or legal representatives forever release WellWoman PT and its agents from any 
claims, demands, and causes of action as a result of my voluntary participation and enrollment. I am fully 
aware of the risk and hazards involved and understand I may injure myself as a result of participation in 
this exercise class. I assume full responsibility and hereby release WellWoman PT and its agents from 
any liability now or in the future for conditions that I may obtain. Such conditions may include but aren not 
limited to heart attacks, strokes, abnormal breathing, abnormal blood pressure, fainting, irregular heart 
beats, muscle strains, muscle pulls, muscle tears, joint sprains/strains in neck, back , shoulders, elbows, 
knees, hips, and feet, broken bones, heat illness, soreness and death.  
 
I understand it is my responsibility to consult with a physician for medical clearance prior to and regarding 
my participation in this class and other physical activities associated with WellWoman PT.  
My Dr./OB or Midwife is ________________________________.  
His/her phone number is ________________. 
 He or she has cleared me for this exercise class. Circle:   Yes or NO 
Pregnancy #________________ # of children ________________  
Your birthdate:_____________  your Due date_______________________ 
Your concerns (list if any)________________________________________ 
I hereby affirm that I have read this waiver and in its entirety and understand the above statements. I 
voluntarily agree to the terms and conditions stated above.  
Participant signature_________________________________________ 
Participant printed name ______________________________________ 
Today’s date:_______________________________________________ 


