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The Fitness Center
% Valley Medical Center




MEMBERSHIP ENROLLMENT

To complete this MS Word form, click on “File” and save as a Word document to your computer.  Fill out all the gray form fields (to move forward, press TAB; to return to the previous field press SHIFT + TAB).  

You may send the completed form as an email attachment to kim_blair@valleymed.org; or, print out the completed form and bring it to The Fitness Center front desk, 1st Floor, Talbot Professional Building, Valley Medical Center campus. Tel. 425.656.4006.

Name      
Date      /     /     
Mailing address      
City      
Zip      
E-mail address (optional)      
Home phone (     )      -       
Work phone (     )     -     ext.     
Sex   FORMCHECKBOX 
 M  FORMCHECKBOX 
 F     


Date of birth      /     /      

Marital status   FORMCHECKBOX 
 Single    FORMCHECKBOX 
 Married

Employer       
Department      
Person to notify in case of emergency       
Phone (     )     -     
Have you participated in cardiac rehab, HMR, or physical therapy at Valley Medical Center within the last 6 months?      
Are you a Lifetime member of GoldenCare at Valley Medical Center?      
Type of Fitness Center Membership Requested





	Full Member
	Therapeutic Member
	Corporate Member

	 FORMCHECKBOX 
  Individual
	 FORMCHECKBOX 
  Stress free class
	 FORMCHECKBOX 
 VMC employee

	 FORMCHECKBOX 
  Family member of full member
	 FORMCHECKBOX 
  Prenatal
	 FORMCHECKBOX 
 VMC volunteer

	
	 FORMCHECKBOX 
  Supervised adult fitness
	 FORMCHECKBOX 
 Physician group

	
	 FORMCHECKBOX 
  Family member of this group
	 FORMCHECKBOX 
 Other corporate group

	
	
	​​​ FORMCHECKBOX 
 Family member of this group


How did you find out about us?  (Check all that apply.)

 FORMCHECKBOX 
 Other member (name      )

 FORMCHECKBOX 
 Newspaper (name      )

 FORMCHECKBOX 
 Doctor (name      )

 FORMCHECKBOX 
 VMC magazine

 FORMCHECKBOX 
 Hospital readerboard

 FORMCHECKBOX 
 Other, please specify      
===========================================================================

Medical History

I.  A.  HAVE YOU EVER HAD OR DO YOU NOW HAVE:
** FORMCHECKBOX 
 Heart attack: date      /     /     
Date of last treadmill test:      /     /     
** FORMCHECKBOX 
 Coronary bypass surgery: date      /     /     
** FORMCHECKBOX 
 Congestive heart failure

** FORMCHECKBOX 
 Angioplasty/stent: date      /     /     
** FORMCHECKBOX 
 Angina/chest pain: please explain:      
** FORMCHECKBOX 
 Other heart problems: please explain:     
** FORMCHECKBOX 
 Stroke: date      /     /     
** FORMCHECKBOX 
 Diabetes: using insulin

** FORMCHECKBOX 
 High blood pressure: currently higher than 180 systolic or 110 diastolic 

     FORMCHECKBOX 
 Moderate or severe asthma or lung disease

     FORMCHECKBOX 
 Recent Surgery (6 months or less)      
     FORMCHECKBOX 
 Currently pregnant: due date      /     /     
     FORMCHECKBOX 
 None of the above

If you checked any of the above, a Medical Clearance form filled out by your doctor is required.  

** A maximum treadmill test done within the last 12 months is highly recommended for these            conditions.
B.  HAVE YOU EVER HAD OR DO YOU NOW HAVE:

 FORMCHECKBOX 
 Arthritis

 FORMCHECKBOX 
 Back problems

 FORMCHECKBOX 
 Fibromyalgia

 FORMCHECKBOX 
 Diabetes – not using insulin

 FORMCHECKBOX 
 Multiple sclerosis

 FORMCHECKBOX 
 High cholesterol  (level      /     )

 FORMCHECKBOX 
 Cigarette smoking   FORMCHECKBOX 
 Now    FORMCHECKBOX 
 In past


 FORMCHECKBOX 
 Shortness of breath – please explain:       
 FORMCHECKBOX 
 Physical disability – please explain:       
 FORMCHECKBOX 
 Orthopedic condition – please explain:       
 FORMCHECKBOX 
 Other medical problems that may limit your exercise – please explain:       

Medications (list all):


Name     
Purpose     

Name     
Purpose     

Name     
Purpose     

Name     
Purpose     


Physicians (list all):

Name         
Phone: (     )     -     
Name         
Phone: (     )     -     
Name         
Phone: (     )     -     
Name         
Phone: (     )     -     
Name         
Phone: (     )     -     
Name         
Phone: (     )     -     
I verify that this information is correct to the best of my knowledge.

Signature:      _________________________________________ 
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