
Center for Health and Human Performance 

Member Registration Form 

Fall 2024 

Title (Dr. Mr./ Mrs. / Ms.)  _____ Male/ Female ______ Date of Birth          /        /       Age _____ 

Last Name: ___________________________ First Name: _________________________________ 

Address/ City/ State/ Zip: ____________________________________________________________ 

Telephone (Preferred Number): _________________________ Email: _______________________ 

Occupation: ______________________________ Company: _______________________________ 

Doctor’s Name: ___________________________ Phone: __________________________________ 

Emergency Contact: _______________________Phone: __________________________________ 

Private health insurance? Y____ N____         Insurance Company: _____________________ 

Select your preferred session day and time (Up to 2 sessions per week): 

Monday  Tuesday        Wednesday   Thursday  

___800-930am     ___800-930am     ___800-930am     ___800-930am     
___930-1100am ___930-1100am ___930-1100am ___930-1100am 
___100-230pm ___100-230pm ___100-230pm ___100-230pm 
___230-400pm ___230-400pm ___230-400pm ___230-400pm 
___400-530pm ___400-530pm ___400-530pm ___400-530pm 

Medical Questionnaire – Clients 55 years and older must submit a doctor’s approval note  

Do you currently have or have had any of the following:  

_____Heart disease   _____Cardiovascular condition   _____Dizziness  _____ Fainting  _____ Blackouts  ______Asthma  

_____High/low Blood Pressure  ____Arthritis  ____Diabetes ____ Epilepsy _____Gout ______ Infectious Diseases  

_____Family History of Heart Disease  ______Other (Explain): ______________________________________________________  

Are you pregnant?     Y____  N____            If so, how many weeks? ________________________ 

Do you currently engage in regular physical activity? What type and how many days per week:  

Have you had surgery in the last 5 years? If yes, explain: 



Do you smoke? Y____ N____ 

 

 If yes, how many days per day and how long have you smoked?  

 

List any and all medications you take and when you take them?  

 

 

Is there anything else we need to know?  

 

 

If you are 55 years or older, please submit a doctor’s approval note as soon as possible. You may email it to 
utepchhp@gmail.com or drop it off at the Ross Moore Building on the UTEP campus off of Glory Road (next to the 
Sun Bowl)  

 

I, _____________________________________agree to pay the amount of $150 for CHHP Fall 2024  

mailto:utepchhp@gmail.com
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