
Domino’s farms fitness center 

Membership form 

Name        Date      

Address            

City     State    Zip Code   

Phone (Home)      (work)      

Email             

Date of Birth      Male   Female   

EmployerEmployerEmployerEmployer                                                

DepartmentDepartmentDepartmentDepartment                                                

Emergency Contact      

Emergency Phone (H)      (W)      

�  I am interested in receiving the fitness center’s monthly newsletter via email 

�  I am interested in receiving information regarding the aerobics program via email 

 

Coronary risk profile. (If 1 or more are Coronary risk profile. (If 1 or more are Coronary risk profile. (If 1 or more are Coronary risk profile. (If 1 or more are circled yes, you must have a doctors note.)circled yes, you must have a doctors note.)circled yes, you must have a doctors note.)circled yes, you must have a doctors note.)    

Y  N  Do you currently have high blood pressure (>140OR>90)? 

Y N Are you taking medication for high blood pressure? If yes, What?     

Y  N Do you currently have high cholesterol (240 or higher)? 

Y  N  Are you currently taking medication for cholesterol? If yes, what?    

Y  N  Do you currently smoke 

Y N  Are you a diabetic?     Do you take insulin?  Y  N 

Y  N  Have you or anyone in your immediate family (before age 55) had a heart attack, heart 

surgery or angina? If yes, describe:        

 

Cardiopulmonary/ metabolic symptoms (*if 2 more more are circled yes, you must have a drs note)Cardiopulmonary/ metabolic symptoms (*if 2 more more are circled yes, you must have a drs note)Cardiopulmonary/ metabolic symptoms (*if 2 more more are circled yes, you must have a drs note)Cardiopulmonary/ metabolic symptoms (*if 2 more more are circled yes, you must have a drs note)    

Y N  Has a physician ever told you that you have a heart or lung problem? If yes, describe: 

Y N  Do you get unusually short of breath with very light exertion? 

Y  N Do you ever have pressure or discomfort in the chest area during exertion? 

Y  N  Do you ever feel “skips” or palpitations in your chest? 

Y N  Do you ever have dizzy spells or feelings of faintness? 

Y  N  Do you regularly get mower leg pain during walking? 

 

Orthopedic historyOrthopedic historyOrthopedic historyOrthopedic history    

Y N  Have you ever had a serious back problem or have frequent back pain? 

Y  N  Have you ever had an injury, problems with your joints (back, knee, shoulder, elbow, neck, 

ect.) or   arthritis? If yes, describe:        

    

Medical HistoryMedical HistoryMedical HistoryMedical History    

Y N Do you have any medical conditions or health problems, which may affect your exercise 

program that we should be aware of? If yes, describe:      

    

MedicationsMedicationsMedicationsMedications    

List any medications you take on a regular basis:      

             

Are you allergic to any medication? If so, please state:      

            
****************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************************    

For office use only: 

Member #:      Exp Date    


