FCPR Community Fitness Center Registration



ACTIVITY:   GYM ____		GROUP FITNESS:   ____		COMBO:  ____		FAMILY OF 2:  ___
CHARGE:  $20.00	               CHARGE:  $20.00	               CHARGE:  $30.00	CHARGE:  $35
 
NAME:  _______________________________      DOB:  __________ AGE:  _____SEX:  M __    F__
Address:  ____________________	City:  ____________  Zip:  _______  Phone#:  _________________
Email Address:  ______________________________________________   Cell#:  __________________
Physician’s Name:  _____________________	Physician’s Phone #:  _________________________
 
Emergency Contact:  ______________________ Relation:  ____________  Phone # ______________
2nd contact if 1st is not available:  _________________  Relation:  __________ Phone# _____________
 
Are you taking any medications or drugs?  If so, please list medications, dose and reason:
________________________ 	_______________________		_________________________
________________________ 	_______________________		_________________________
 
ALLERGIES:  If any, _________________________________________________________________
Does your physician ask you to inform him/her before participating in the exercise programs?  
_____________________________________________________________________________________
 
Describe any physical activity you do somewhat regularly.   ____________________________________
_____________________________________________________________________________________
 
Answer the following health questionnaire in:				Yes 	or 	No 

1. Do you have a history of heart problems, chest pain or stroke		____		____
2. High blood pressure							____		____
3. Any chronic illness or conditions						____		____
4. History of heart problems in immediate family				____		____
5. Hernia, or any other conditions that may be aggravated by 
      weight lifting 								____		____
6. Recent surgeries (last 12 months)						____		____
7. Pregnancy (now or within last 3 months)					____		____
8. History of breathing or lung problems					____		____
9. Muscle, joint, or back disorder, or any previous injury 
      still affecting you								____		____
10. Diabetes or thyroid condition (circle one and/or both)			____		____
11. Cigarette smoking/Vaping habit? Years _____				____		____
12. Elevated cholesterol							____		____	  
Please explain any “yes” answers in the comment section:
COMMENTS:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
All of the above information is true to my knowledge and I bond to inform to inform the Fitness Center/instructor
whenever there is change in my health status.  


__________________________________________	________________________
Participant’s Signature					Date 
					
 
 
 
 
 
 
 

