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The Impact Fitness Center

Application For Membership

1. Applicant Name: ______________________________________________________________________

      Last                                                                 First                                                           MI


 D.O.B     _____/_____/_____     SEX:   M    F     (circle one)

2. Spouse Name: _________________________________________________________________________

      Last                                                                 First                                                           MI

                  D.O.B     _____/_____/_____     SEX:   M    F     (circle one)

           Address: ________________________________ City: __________________State: ______Zip: _________

         Home Phone: (_______) ________ - ________                      Cell: (_______) ________ - ________

         Work Phone: (_______) ________ - ________
                      Fax: (_______) ________ - ________


         E-mail: ________________________________                     T-shirt Size: _______________
         Emergency contact name: _____________________________ Number: (_______) ________ - ________ 

         Referral Source: ________________________________________________________________________
Dependents-Children (under 25 in college, under 18 if not in college)
3. ____________________________________________D.O.B: ____/____/____ SEX:  M   F  (circle one)

(Last)

                              (First)

4. ____________________________________________D.O.B: ____/____/____ SEX:  M   F  (circle one)

(Last

                             (First)

5. ____________________________________________D.O.B: ____/____/____ SEX:  M   F  (circle one)

(Last)

                             (First)

6. ____________________________________________D.O.B: ____/____/____ SEX:  M   F (circle one)

(Last)

                             (First)

     Membership Type                                          

Membership Length
· Individual Adult (18 years and older)                                            
□ Month by Month                                                                                                                          
· Family ( If applying with a spouse, couple must be married)           
□ 6 Month 
                                                                                                                               □ 12 Month 
Payment Information

Payment Type
· Check
        (Check #_____)


· Cash

· Credit Card  (Circle One)

Visa
Master Card
AMEX
Office Use Only:  CofP Member  Non-CofP Member
Date Paid:

Amount Paid:

Employee:


Card #:






Ex. Date:
   Sec. Code:



Signature: ___________________________________________ Date: ________________________[image: image1.png]



