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Membership Application and Medical Information Form
Personal Information
Name: ______________________________________ Date of Birth: _________________Phone Number: ____________________ Residential Address: __________________________________City/State/Zip____________________________________________ Gender: _______________________ Tribal Affiliation & Roll Number(if applicable): ______________________________________ Email(Please print clearly) :_____________________________________________________________________________________

Emergency Contact Information (Required)
Name: ____________________________________ Relationship to Client: __________Phone Number: ______________________ Hospital preference in case of emergency: ________________________________________________________________________

Membership Details (Please X for Applicable Membership)
_____8a-8p Free Tribal (Please skip to ‘Past and Present Health History’ if marked)
_____8a-8p $5 Day Pass (5 day passes a month max for non-Tribal persons)
_____24-Hour Access - Annual fee of $30 due in September of each year (Comanche Tribal Members exempt)
· Comanche $20 initial/$10 monthly
· Non-Comanche Tribal $25 Initial/$15 monthly
· Non-tribal $30 Initial/ $20 monthly

Membership Start Date: ________________________

Authorization
I, the undersigned, authorize Comanche Nation Fitness Center to charge my account as indicated above for the membership type and frequency selected.

I understand that payments will continue until I cancel my membership in writing at least seven (7) business days prior to the next billing date. 

If payment is returned or declined, I understand I may be responsible for applicable fees and that membership privileges may be suspended until payment is received.

Signature: ____________________________________________

Date: ________________________________________________









Past and Present Personal Health History (Check all that apply)
	______
	Diseases of the Heart and Arteries
	______
	Diabetes

	______
	High Blood Pressure (Hypertension)
	______
	Abnormal ECG or EKG

	______
	Low Blood Pressure (Hypotension)
	______
	Angina Pectoris (chest pain)

	______
	Epilepsy
	______
	Stroke

	______
	Anemia
	______
	Abnormal Chest X-Ray

	______
	Cancer
	______
	Asthma

	______
	Other Lung Disease
	______
	Orthopedic or Muscular Problems


If any of the above are checked, please explain further and indicate and recommendations you doctor has made regarding 
exercise and physical activity. __________________________________________________________________________________
____________________________________________________________________________________________________________
Level of physical activity (Please circle)
	YES
	NO
	Are you currently involved in a regular aerobic exercise program such as walking, jogging, cycling, swimming, 
step aerobics, etc.?

	YES
	NO
	Are you currently participating in weight training?

	YES
	NO
	Do you perform stretching exercises on a regular basis?


What best describes your level of physical activity during the past 4-6 weeks? (Check one)
	______
	Active – More than 3 miles of fast pace walking plus light physical activity daily

	______
	Moderately Active – Less than 3 miles of walking plus light physical activity daily

	______
	Occasionally Active – Only light physical activity daily

	______
	Inactive – Minimal physical activity/no increase in heart rate


Please indicate any additional exercise information which you think is important for us to know prior to fitness testing or 
exercise. ____________________________________________________________________________________________________
____________________________________________________________________________________________________________
Is there any family history (first relation) of heart disease, hypertension (high blood pressure), stroke, diabetes, heart failure, 
lung disease, or epilepsy? _____________________________________________________________________________________
Please circle appropriate answer:
	YES
	NO
	Do you currently smoke cigarettes? How Many? __________________
If you smoked in the past, when did you quit? ____________________

	YES
	NO
	Are you currently taking medication prescribed by a doctor? If YES, indicate name of medication, dosage, and 
Reason for taking: ______________________________________________________________________________
______________________________________________________________________________________________


Please indicate any additional medical information you think is important for us to know prior to fitness testing or exercise. 
Please note any NON-prescribed medications currently taking: _______________________________________________________
____________________________________________________________________________________________________________
	_______________________________
	_________________  
	__________________________

	Staff Initial
	Date Received
	Member Number (If applicable)
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