
Center for Health and Human Performance 
Member Registration Form 

Title (Mr./Mrs./Miss/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: ____________________________________ 

Do you have private health insurance?   Y / N    Insurance Company: _____________________________________ 

Which Membership are you signing up for?  ____General ($100 per semester or $40 monthly) 
  ____Gold ($150 per semester or $50 monthly) 
  ____ Premium ($320 per semester or $80 monthly) 

Select Your Preferred Session Day and Time (Up to 3 sessions per week): 

Monday Tuesday Wednesday  Thursday Friday 
____600-730am        ____600-730am       ____600-730am     ____600-730am     ____600-730am 
____830-1030am     ____830-1030am       ____830-1030am      ____830-1030am   ____830-1030am 
____10-1130am      ____10-1130am       ____10-1130am       ____10-1130am   ____10-1130am 
____230-4:00pm    ____1130am-1pm      ____1130am-1pm    ____1130am-1pm         ____1130am-1pm 
____400-530pm      ____1-230pm    ____1-230pm           ____1-230pm    ____1-230pm 
____545-715pm      ____230-4pm    ____230-4pm           ____230-4pm     ____230-4pm 

   ____4-530pm   ____4-530pm        ____4-530pm    ____4-530pm 
   ____545-715pm     ____545-715pm  ____545-715pm     ____545-715pm 

Medical Questionnaire – Clients 55-years or older must submit a doctor’s approval note. 

Do you or have ever 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? If yes, how many per day and how long have you smoked: _____________________________ 



___________________________________________________________________________________________ 

Are you on any medications? If yes, what and when do you take it: _____________________________________ 
_____________________________________________________________________________________________ 

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 jdeggleston@utep.edu or drop it off at the Memorial Gym on the UTEP 
campus off of Robinson Road. 

mailto:jdeggleston@utep.edu
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