
Membership Agreement 

   

First Payment Due 
Date-ASF Collects 

When Payments 
are due each Month 
 

Amount of Monthly Draft 
 
$______________ 

In case of emergency, call: _______________________________________________ 
 
Relationship 
 
Phone: (               ) ___________________________________  
 
Physician: ____________________________________________________________ 
 
Phone: (               ) ___________________________________  

The Federal Equal Credit Opportunity Act prohibits creditors from discriminating against credit applicants with respect to any aspect of a credit transaction on the basis of race, color, religion, national origin, sex or marital 
status, or age (provided the applicant has the capacity to contract).  The agency that administers compliance with this law is the Federal Trade Commission, Equal Credit Opportunity, Washington, D.C.  20580. 
(A) BUYER INFORMATION ONLY – TO BE FILLED OUT BY APPLICANT (PLEASE PRINT CLEARLY) 
 
 

BUYER’S First Name                                            Last                                                                               Current mailing address  City   State  Zip  
  
                                                                                                                                                                                                                                                                                                                                                                            
M       F            (           )                                                                  
          Home Phone            Social Security #                                        Birth date                            Age                                                 E-mail address 
 
                                                                                                           (             )                                                           (              ) 

Employer                              Work Phone                                                      Cell Phone                                                                            Referred By 
 
 

I elect to pay my monthly dues via: 
 Pay in full 

 

Electronic Funds Transfer (EFT) from my Bank Account or Credit Card. 

(B)TO BE FILLED OUT BY CLUB EMPLOYEE 
1.Today's date is ______/______/______ 
 

2.Your agreement begins on ______/______/______ and requires visit in person to cancel with 30 day notice 
CORPORATE ACCOUNT ONLY Expires on  ______/______/______ 
 

3.Other members on account: 
   FIRST:   LAST                     DATE OF BIRTH: 
   ____________________ ____________________ _____________ 
  
   ____________________ ____________________ _____________ 
 
   ____________________ ____________________ _____________ 
         
4. Initiation fee $______________       5. Total Collected SEFR$_______________ 
Circle all that apply: 
~POOL   GYM    ALL   ASI    SS-POOL ~    ~IND   FAM~    ~MTM   C2  10-VISIT~        
  SENIOR      BCBS      HUMANA GOLD PLUS 

YOU, THE BUYER, ARE ENTITLED TO A COPY OF THIS CONTRACT AT THE TIME YOU SIGN IT.  (C) I elect to pay my monthly installment payments by Electronic Funds Transfer 
(EFT).   

ASF International EFT Authorization 
I, _______________________________________________________, authorize my bank to make my  payment by the method indicated below and post it to my account. 
 (*  Must attach voided check.) or (**  Must attach deposit slip.)      Checking*        Savings**            MasterCard                Visa             Am Ex               Discover 
 Account #: _____________________________________   Expiration Date (If Credit Card)  _________________________________  
Number of payments ____________________, Amount of payment $_______________________, 1st due date __________________________________________  
This form of payment, if discontinued, does not release you from your payment obligation or membership contract. 
Bank Name_________________________________________________Bank Address_______________________________________________________________   
City/State/Zip ___________________________________________________________________________________Bank Phone Number ( )_____________________ 
Date____________________ Account Holder’s Signature ___________________________________________________________________________________ 

    MR.                          MS.                                                                           MR.  MS 
__________________________________ _________________________________________________ _______________________________________________ 
Club Representative   Buyer’s Signature     Member’s Signature (if different from buyer) 

(WAIVER AND RELEASE OF LIABILITY) 
The Club urges you and all members to obtain a physical examination from a doctor before 
using any exercise equipment or participating in any exercise class.  All exercises, including 
the use of weights and use of any and all machinery, equipment, and apparatus designed for 
exercising shall be at the member's sole risk.  Member understands that the agreement to use, 
or selection of exercise programs, methods and types of equipment shall be member's entire 
responsibility, and the Club shall not be liable to member for any claims, demands, injuries, 
damages, or actions arising due to injury to member's person or property arising out of or in 
connection with the use by member of the services, facilities, and premises of the Club.  
Member hereby holds the Club, its officers, owners, agents and employees harmless from all 
claims which may be brought against them by member or on member's behalf for any such 
injuries or claims.           
   
               
  Member's Signature   Date 
 
In order to cancel a month-to-month agreement, members MUST fill out a 
request to cancel form IN PERSON at SEFR.  Account will be cancelled 30 days 
from the date form is completed.  If a normal draft falls within the 30 days, it will be 
drafted as scheduled. 12-month corporate memberships may not be refunded 
or cancelled. If by reason of death or permanent disability, the buyer is unable to 
continue the membership, buyer or buyer's estate shall be relieved from the 
obligations of this agreement, and if buyer has prepaid any sum, that amount shall 
be promptly refunded.  For medical reasons, a membership may be frozen at no cost with 
doctor’s note.  Members may freeze month to month memberships at a cost of $5 per month 
for up to 6 months for any reason.  A freeze request form must be completed in person with 
freeze taking place from the first of the month to the end of the month.   
 

Any holder of this agreement is subject to all claims and defenses which the buyer/member 
could assert against the club as a result of this contract.  Recovery by the buyer/member shall 
not exceed the total amount paid by the buyer/member to the club pursuant to this contract.  
You the buyer may cancel this agreement by midnight of club’s third business day after the 
date of this agreement, and such cancellation must be in writing to the club.  In the event the 
club closes and ceases doing business, you are no longer obligated to make payments under 
this agreement. 
 

DEFAULT PAYMENT: Should you default on any payment, such as insufficient funds all cost of 
collection, including, but not limited to, collection agency fees, court costs and attorneys’ fees.  

New        Renewal        Replacement/Upgrade Salesperson’s Initials Card Codes     



Medical History Form 

Name ________________________________  Age _____  Date ____________ 
 
Please circle surgeries you have had & indicate year: 
 
Back  Heart  Kidney  Ears  Eyes  Hernia  Lung Eyes 
 
Joint  Neck  Other:  ____________________________________________________________ 
 
Please circle any of the following for which you have been diagnosed or treated by a health professional or physician: 
 
Alcoholism Concussion  Fibromyalgia  Hyperlipidemia  Osteoporosis  
   
Asthma  Congenital Defect  Gout   Hypoglycemia  Pregnancy 
    
Anemia  Coronary Disease  Hearing Loss  Incontinence  Phlebitis   
   
Back Strain Degenerative Arthritis Heart Attack  Infectious Mononucleosis Rheumatoid Arthritis 
   
Bleeding Trait Diabetes I  Hepatitis A  Kidney Problems  Stroke    
 
Bronchitis, chronic Diabetes II  Hepatitis B  Lupus   Thyroid Problem 
    
Cholesterol Emphysema  Hepatitis C  Multiple Sclerosis  Tuberculosis   
  
Chronic joint pain Epilepsy   HIV   Neck Strain  Ulcer 
    
Cirrhosis liver Eye Problems  High Blood Pressure Obesity   Mental Illness   
 
 
Circle all medicine taken in the last 6 months: 

Blood Thinner MC Epilepsy Medication  Diuretic    Heart Rhythm Medication 
Nitroglycerin MC  Diabetic MC   Insulin MC  High Blood Pressure MC 
Other __________________________________________________________________________________  

  
Use the key to indicate how often you have each of the following symptoms: 

  5 = VERY OFTEN  4 = FAIRLY OFTEN  3 = SOMETIMES  2 = INFREQUENTLY  1 = PRACTICALLY NEVER  N/A = NEVER 
 
Cough up blood     Chest Pain Abdominal Pain         Swollen Joints     Low Back Pain 
N/A  1  2  3  4  5  N/A 1  2  3  4  5  N/A  1  2  3  4  5           N/A 1  2  3  4  5      N/A 1  2  3  4  5 
 
   Feel Faint   Leg Pain         Dizziness          Arm/Shoulder Pain           Breathless w/slight exertion 
N/A 1  2  3  4  5                 N/A 1  2  3  4  5   N/A 1  2  3  4  5           N/A 1  2  3  4  5     N/A 1  2  3  4  5 
 
PAR-Q :  If you are between the ages of 15 and 69, the PAR-Q will tell you if you should check with your doctor before you start. If you are over 69 years of 
age, and you are not used to being very active, check with your doctor. 
 
CHECK YES OR NO: Please answer honestly 
__ __ 1. Has your doctor ever said that you have a heart condition and that you should only do physical activity recommended by a doctor? 
__ __ 2. Do you feel pain in your chest when you do physical activity? 
__ __ 3. In the past month, have you had chest pain when you were not doing physical activity? 
__ __ 4. Do you lose your balance because of dizziness or do you ever lose consciousness? 
__ __ 5. Do you have a bone or joint problem that could be made worse by a change in your physical activity? 
__ __ 6. Is your doctor currently prescribing drugs (i.e. water pills) for your blood pressure or heart condition? 
__ __ 7. Do you know of any other reason why you should not do physical activity 
 
If YES to one or more questions--Talk with your doctor by phone or in person BEFORE you start becoming much more physically active or BEFORE you have a 
fitness appraisal. Tell your doctor about the PAR-Q and which questions you answered YES. 
• You may be able to do any activity you want- as long as you start slowly and build up gradually. Or you may need to restrict your activities to those which are safe 
for you. Talk with your doctor about the kinds of activities you wish to participate in and follow his/her advice. 
 
NO to all questions:  If you answered NO to all PAR-Q questions, you can be reasonably sure that you can: start becoming much more physically active or take 
part in a fitness appraisal 
 
DELAY BECOMING MUCH MORE ACTIVE:  If you are not feeling well because of a temporary illness such as a cold or a fever; or if you are or may be 
pregnant- talk to you doctor before you start becoming more active. 
 
I, (your name)___________________________________________________, testify that this medical history is accurate and true.   
 
Signature __________________________________________       Date  _____________________ 


