Physical Fitness, LLC

Application for Enrollment

Name _______________________________ Date _________________

Address ___________________________________________________



Street


City

State

Zip Code

Email Address _____________________________________________

Phone: (home) ____________(work)______________(cell)___________

Date of Birth _____________
Marital Status: M, S,W, D ___________

Occupation _____________________ Employer ___________________

Emergency Contact ___________________________________________





Name


Phone#
Business Phone#

Primary Care Physician ________________________________________





Name


Phone#                 Fax#

Specialist: ___________________________________________________



Name


Phone#
     Fax#             
Specialty

Specialist: ___________________________________________________



Name


Phone#
     Fax#             
Specialty

How did you hear about us?

List of Medications:

List of Allergies:

Physical Fitness, LLC

Health History Questionnaire

Name:__________________________

Have you experienced or has any physician told you that you have:

                                                           Circle One                        Comments:

High Blood Pressure


Y
N

High Cholesterol



Y
N

Diabetes




Y
N

Previous or Current Smoker

Y
N

Male over 40 years old


Y
N

Female over 50 years old


Y
N

Family History of Heart Disease
Y
N

Cardiac Arrhythmias


Y
N

Heart Disease



Y
N

Coronary Artery Disease


Y
N

Heart Murmur



Y
N

Heart Surgery



Y
N

Congestive Heart Failure


Y
N

Angina/Chest Pain



Y
N

Stroke




Y
N

Claudication/PVD



Y
N

Traumatic Brain Injury


Y
N

Phlebitis




Y
N

Anemia




Y
N

Asthma




Y
N

Shortness of Breath


Y
N

Are you currently pregnant?

Y
N

Allergies




Y
N

Emphysema




Y
N

Headache/Dizziness


Y
N

Kidney Disease



Y
N






        Circle One


Comments:

Osteoporosis



Y
N

Cancer




Y
N

Hernia




Y
N

Liver Disease



Y
N

Psychological Disorders


Y
N

Seizures




Y
N

Neurological Disorder


Y
N

What: 
Gout





Y
N

Arthritis




Y
N

Where:

Muscle or Joint Disease


Y
N

Swollen Feet/Ankles


Y
N

Current or History of Broken Bones
Y
N

Hearing Problems



Y
N

Vision Problems



Y
N

Problems with Touch


Y
N

Back Pain




Y
N

Why:

Neck Pain




Y
N

Why:

Knee Pain




Y
N

Why:

Other Orthopedic Problems

Y
N

Body Part:

Other Problems (please specify)

Y
N

What:

Have you ever had a stress test?


If so, Why?_____________When?___________Where?_________

Do you currently exercise?


 If so, 
how many times per week? ___________


         
How long per session? _____________



What type/mode? _____________

Have you ever had surgery or any operations?


1. ___________________ Date ____________Surgeon ___________


2. ___________________Date ____________Surgeon ____________


3. ___________________Date ____________Surgeon ____________

Participant Signature _____________________ Date __________________

Staff Member Signature __________________ Date __________________

Physical Fitness, LLC

Exercise Consent Form

I wish to join Physical Fitness, LLC to improve my fitness level.  Before entering the program I understand that I will need to complete a health history for the purpose of detecting any condition, which may indicate that I should not participate in a fitness program or that my program may need to be altered.  I understand that withholding information about my health may result in an incorrect exercise prescription, which may cause harm to me.  I understand that if I have certain preexisting medical problems, or if concerns develop during the course of my health history, the staff will request information from my physician, and will request his/her consent for my participation.  I understand the staff will review all data submitted and develop a safe and effective exercise program for me.  All information received or generated about me is strictly confidential.

I understand that no assurance can be given to me that participation in a fitness program will increase my functional capacity; improve my blood sugar and blood pressure; assist in weight loss and tone my muscles; however, current research indicates that improvement in these areas can be achieved with active participation in an exercise program.  In addition, feelings of increased confidence and a sense of well being usually occur.

The exercises are designed to place a gradually increasing workload, as tolerated, on my cardiovascular and musculoskeletal system and thereby improve its functioning.  The reaction of my body cannot be accurately predicted.  I understand the risks associated with exercise include blood pressure abnormalities, lung congestion, irregular heart beats, muscle pain and soreness, and in very rare instances a “Heart Attack” or cardiac arrest.  I understand that the Physical Fitness staff will take all measures to avoid such happenings.  I understand that providing the staff with current information about changes in my health, which includes any illness or symptoms I experience in the fitness center or at home, is essential for the Physical Fitness staff to determine if any modifications need to be made in my exercise program.  I understand that if I do not inform the physical Fitness staff that I may be putting myself at risk for injury or serious medical problems.

I understand that I am required to respect the rights of all participants and staff members involved with Physical Fitness.  I understand that staff has the right to address concerns about my health with my physician and may ask to temporarily discontinue my exercise program until my physician evaluates my condition and advises me on my return.

I acknowledge that no guarantees can be made to me as a result of my participation in the program.  I hereby release Physical Fitness, LLC, its affiliated entities, employees, trustees and their respective representatives and agents from all claims, liabilities and causes of action arising or associated with my participation in this program.  I have read the foregoing or it has been read to me, and I understand its contents and significance.

Participant signature____________________ Staff Signature______________________

Date _____________

Physical Fitness Membership Policies

· All scheduled appointments require a 24-hour cancellation for proper credit. If you fail to provide 24-hour notification, your account will be charged for the visit. 

· In case of inclement weather, all messages regarding late openings or closings will be posted on our answering machine first thing in the morning.  If our regular message is playing, we will be open normal hours.

· If a member misses three consecutively scheduled appointments without proper cancellation, your membership will be terminated with no refund or credit. 

· Physical Fitness, LLC will freeze any membership for lost time due to illness or injury with a doctor’s note. We cannot provide any refund or credit for vacation, minor illness or absenteeism.

· All members are given a personalized exercise prescription for your particular goals, needs and restrictions. For your safety, please do not use any machines that you have not been trained on. Any time you wish to change or add to your workout, you may schedule an hour of personal training for only $40. (plus tax)
· During busy times, when someone is signed up and waiting for a cardio machine, please limit your time to 30 minutes on that machine.

· Please clean seats and handles of all equipment after each use. Spray bottles of cleanser and paper towels are available throughout the gym.

· No cell phones in the gym. If you must take or make an emergency call, please use the locker room or take it outside.

· No children under the age of 18 are allowed in the gym without adult supervision. No children are to use any of the equipment without proper training and permission of a staff member.

· Sneakers should be worn on all equipment. Please bring a change of footwear during inclement weather, especially in the winter months. 

· Personal items should be locked in the locker room or left in your vehicle. Please bring in your own lock and remove all items when you leave.

Participant signature____________________ Staff Signature______________________

Date _____________

MICHAEL LEONARD
          PHYSICAL FITNESS, LLC                                                              

• 249 West Main Street • LakeView Center • Branford, CT 06405

• Phone: (203) 488-5919 • FAX: (203) 488-5946

info@mikeleonardfitness.com
www.mikeleonardfitness.com 

Dear Member:

I am very pleased that you are interested in improving your health and increasing your fitness level by utilizing the services provided at Physical Fitness, LLC.  With your health and safety in mind, I ask that you submit this form to your Healthcare Provider.  Please sign below indicating that you would like your clinician to respond to us.  This form can be mailed or sent by FAX to us, or it can be returned on your next visit.  Thank you.

Client Signature________________________________________________________

Dear Healthcare Professional/Provider:

Your patient, ______________________________ has expressed an interest in participating in a 100% supervised exercise program at Physical Fitness, LLC.  We provide training in and monitoring of the use of our equipment, which includes treadmills, recumbent bicycles, upright bicycles, upper-body ergometers (UBEs), elliptical trainers, stair climbers, NuStep cross trainer, full line of Life Fitness™ strength equipment, life line resistance wall equipment and all other amenities necessary for anyone’s fitness needs.  Our fitness team is comprised of exercise physiologists, exercise specialists and administrative staff, all available to meet our clients’ needs.

As a courtesy to you, we ask each new member to inform their Healthcare Provider of their participation in our program.  The decision to participate in an exercise program ultimately remains with the patient.  However, would you please consider supplying the following information so we may insure the safety of your patient in the best way possible?  

· I know of no reason to exclude my patient from a supervised exercise program.

· I believe that he/she could participate but I urge caution because 

of  _________________________________________________________.

· I strongly recommend that he/she NOT PARTICIPATE for the following reasons: ____________________________________________________.

Healthcare Provider’s Signature__________________________________

Date: _______________________________________________________

If you have any questions about the suitability of the program for your patient or would like more information about the Physical Fitness, LLC, please call Mike or any of our fitness staff at (203) 488-5919.  Thank you for your time.

Michael Leonard

Clinical Exercise Physiologist - Owner
Please give client a copy of the policies page.








