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The National Multiple Sclerosis Society

South Florida Chapter

Aquatics & Wellness Exercise Program
(Please complete and turn in at the time of your individual evaluation)
Name: ______________________________________________________

Address: _____________________________________________________

Home Phone: ____________________       Cell Phone: _________________

Physician: ____________________________________________________

Emergency Contact: ____________________________________________

Relationship: __________________________________________________

Have you ever experienced any of the following:

□  High Blood Pressure                                       □  Cardiac Problems

□  Bladder/Bowel Control Problems
  □  Diabetes

Are you currently taking any medications?   Please list below.

___________________
____________________

___________________
____________________

___________________
____________________

When were you diagnosed with MS? ______________________________

Is there anything that helps to relieve your symptoms? ________________

Are you currently participating in an exercise program? If so, how long and how often?

____________________________________________________________

List any other problems that may interfere with exercises _______________

What are your primary goals for participating in a therapy program? _________

_______________________________________________________________

List your top three problems with MS:     1. _____________________________

                                                                              2. _____________________________

                                                                              3. _____________________________

Has fatigue significantly limited your activities?      □ No                  □ Yes

How often do you experience fatigue?        □ Daily       □ Monthly      □ Rarely      □ Other     

_______________________________________________________________

Do you have trouble with walking, balancing, or falling?      □ Yes      □ No

Do you have trouble walking over uneven surfaces or changing surfaces?   □ Yes   □ No

Do you have dizziness, vertigo, or a sense of spinning or tilting?    □ Yes        □ No

Has your vision changed recently?    □ Yes      □ No

Please Describe __________________________________________________

Do you have a change in sensation or have numbness or tingling in arms or legs? 

□ Yes   □ No           Please Describe ____________________________________

Are you walking or in a wheelchair around 75% of the time?

Walking          □ Yes        □ No

Wheelchair    □ Yes        □ No

If you require assistance with the following, you will be required to bring an attendant.
□ Assistance in Dressing
□ With entry into pool
□ Participation in aquatics classes
□ Participation in Wellness Classes
* Please note that the MS Society may restrict participation due to physical limitation of class activities. 
Signature _____________________________          Date _________________
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1 800 FIGHT MS (800-344-4867)


Naples: (239) 793-7009


Ft. Myers: (239) 549-3637








