
Aerobic Dance  Jogging   Swimming   Walking
Water Aerobics  Weight Training   CV Equipment

Newspaper  Web Page   Physician   Group Presentation           Member
Television Employee   Direct Mail   Yellow Pages            Signs

Last Name            First Name               Initial Mr./Mrs./Ms.

Social Security Number            Sex M/F                Birthdate             Marital Status (S, M, D, W)

Mailing/Billing Address                 City/State/Zip

Business Name & Address                City/State/Zip

Home Telephone                Business Telephone

Email Address

Emergency Contact Name                Telephone 

IF JOINING AS A FAMILY, PLEASE COMPLETE THE FOLLOWING:

Name of Spouse                Birthdate                 Sex

Children Over 18

Name                Birthdate                 Sex

Name                Birthdate                 Sex

HOW DID YOU HEAR ABOUT PROHEALTH CENTER? (Choose one)

WHAT ACTIVITIES DO YOU PREFER? (Choose no more than four)

Yes No

HAVE YOU EVER JOINED A HEALTH CLUB OR WELLNESS CENTER?

For

Office Use

Only

Send bill to:

Date Joined    Location    Member Type   Closer

Member Number

Last Name                 First Name               Initial

Billing Amounts:
Item       Unit Price

Enrollment

Prorated Dues

Membership

MEMBERSHIP APPLICATION

Screening Questionnaire



Screening Questionnaire

Name             Birthdate Phone Number

Height  Weight  Resting Blood Pressure   Total Cholesterol    HDL (if known)   LDL (if known)

Name of Physician    Phone Number   Date of Last Physical

CATEGORY ONE
A. Are you age 40 or Older?...........................................................................
B. Do you smoke ten (10) or more cigarettes a day?......................................

CATEGORY TWO
A. Do you have a family history of cardiovascular disease

prior to age 55 in parents or siblings? (Heart disease,
peripheral vascular disease, stroke)...........................................................

B. Has a physician ever told you that you have
hypertension? (high blood pressure)..........................................................

C. Has a physician ever told you that you have high blood
cholesterol? (greater than or equal to 240)................................................

CATEGORY THREE
A. Do you experience dizziness?......................................................................
B. Do you experience skipped heartbeats or a very rapid

resting heart rate?......................................................................................
C. Do you experience ankle swelling?..............................................................
D. Do you experience leg pain upon exertion?.................................................
E. Do you experience discomfort in breathing while

lying down or wake up suddenly gasping for air?.....................................
F. Do you experience chest pain?

YES NO
Has a physician ever told you that you have/had:
G. Cardiovascular disease (heart disease, stroke) or

peripheral vascular disease?......................................................................
H. Diabetes?....................................................................................................
I. Pulmonary disease?...................................................................................
J. Metabolic disease? (liver, kidney, thyroid).................................................
K. Heart attack?..............................................................................................
L . A heart murmur?.......................................................................................
M. Have you ever had any orthopedic surgery?..............................................
N. Have you had any surgery within the last year?........................................
O. Are you currently under the care of a physician?.......................................
P. Do you have an orthopedic problem?........................................................
Q. Do you have any paralysis or current neuromuscular

involvement due to multiple sclerosis, stroke, lupus or
other conditions?

YES NO

TOTAL
POINTSKEY: Each Yes answer in: category one = 1 point

category two = 2 points
category three = 3 points

A score of 3 or more total points requires physician 
recommendation prior to membership.

Please explain all of the yes answers and other pertinent medical information in the space below and list any current medications.

I certify that all answers and statements listed in this application and medical screening questionnaire are my own and are true to the best of my knowledge. I understand 
that misinformation or false statements may result in revocation of this application of membership resulting therefrom. I understand that scoring 3 or more points on the 
wellness screening questionnaire requires physician recommendation for membership and may exclude me from submaximal bicycle testing.

Signature Date

For

Physician

Only

Dear Physician:
In an effort to provide the community with safe and effective exercise programs, ProHealth offers various options.
Please place a check next to the program(s) you feel is appropriate for this individual based on their medical history.

General Membership - Moderately supervised exercise, age related training heart rate zone utilized.

Clinical Membership - Monitored, supervised exercise in a structured, group setting
(cardio/pulmonary/physical therapy)

Take Control Program - Diabetes, HTN, High Cholesterol, Obesity

Comments, limitations or recommended training heart rate zone

Signature Date



PROHEALTH PAYMENT AGREEMENT

FEES AND DUES

ENROLLMENT FEE: Member agrees to pay a one-time enrollment fee of $ ___________ to qualify for
membership. If a member terminates their membership, the enrollment fee is required to sign back up
as a member. Member and club agree that this fee is non-refundable.

MONTHLY MEMBER DUES: Monthly dues are through electronics funds or statements. Monthly dues
are $ ____________ due on the 15th of each month starting with month following the date of this
agreement. Dues and fees are subject to change with 30 days notice.

PAYMENT INFORMATION

Electronic funds from  Checking  Savings  Credit Card/Debit Card
(Must have a voided check on file for draft from checking account)

Credit Card # 

AMOUNT DUE WITH MEMBERSHIP AGREEMENT

$ ______________ Paid by:   Cash   Check # ______________________
  Credit Card  Auth #  ______________________

Visa     or  Mastercard

MEMBERSHIP AGREEMENT

1. MEMBER’S HEALTH WARRANTY: Member warrants that he/she has no disability or ailment preventing 
him/her from engaging in active or passive exercise or that will be detrimental to his/her health, safety 
or physical condition if he/she does so participate.

2. WAIVER OF LIABILITY: Member and/or member’s guest using the facilities and equipment does so 
at his/her own risk. Management shall not be liable for any damages arising from personal injuries
or damages sustained by member or guest in, on or about the premises of the club. Member
assumes full responsibility for any injuries or damages and does release and discharge the club, 
owners, employees and agents from any and all claims, demands, damages, rights or causes of
action, present or future resulting from the member’s and/or member’s guest use of the facilities
and equipment.

3. RULES AND REGULATIONS: Member agrees to abide by all the membership rules and regulations of 
the club which may be posted at the club, issued orally and/or published and which may be amended 
from time to time at management’s sole discretion.

4. SUSPENSION/TERMINATION OF MEMBERSHIP BY MANAGEMENT: Management has the right to 
suspend and/or terminate any membership for non-payment of dues or fees or for behavior hinder-
ing the enjoyment of the club by other members, or for any other reason deemed sufficient in the
sole discretion of management.



INACTIVE MEMBERSHIP STATUS

Any member can convert their active membership to a frozen account by paying $10.00 per month.
The member will not be responsible for the enrollment fee again unless payment on frozen account is
left unpaid. Accounts can only be frozen for a 3 month period.

BUYERS RIGHT TO CANCEL

During a 12 month agreement, membership cancellation is permitted only if the member relocates
more than 20 miles from the present location. Refund will be prorated based on months left on
contract.

NOTIFICATION OF CANCELLATION

Member must notify the club by signing a cancellation form 30 days before the desired termination.
After the 10th of the current month, you are charged for the following month. Members are responsible
to return their Barcode at the time of termination. In order to rejoin the club, a $25.00 reinstatement fee
must be paid.

DISHONORED CHECK OR BANK DRAFT

If any check or bank draft payable to the club is not honored, management shall have the right to:

 Access a service charge of $25.00
 Collect all current and past due balances (balances not collected will be turned over

     to a collection agency)
 Terminate this agreement.

PERSONAL AND CLUB PROPERTY

Members are urged to avoid bringing valuables onto the club premises. Management or employees
shall not be liable for loss, theft or damage to personal property of members or guests.

BY SIGNING THIS MEMBERSHIP AGREEMENT YOU ARE STATING THAT YOU HAVE READ THE
ABOVE TERMS, UNDERSTAND THIS AGREEMENT AND WILL ABIDE BY THE AGREEMENT TERMS:

SIGNATURE ______________________________________    DATE ________________________


