Enron Body Shop Fitness Center[image: ]

Membership Application
Enron Employees/Retirees/Contractors
Spouses, Dependents (18-23 years old and living with Employee)
DATE: _________________
Please check the appropriate box:
 Enron Employee	   New Power Co. Employee      EDS Employee   
 Retiree         Contractor 	 Spouse          Dependent (18-23 years old & living with Employee)






Primary Member’s information must be completed for all spouse and dependent applications. 
___________________________  Confidential Information
Applicant Name: ________________________________________________________________________________________ 
                                         Last				                          First	               	        M. I.	
SS# ______________________________________    Date of Birth: ___________  Gender:  M   F    

Bldg. Mail Location: ________________  E-Mail Address:___________________________________   

Enron Company:_______________________Co #:___________Enron Badge ID #: ______________
		 									    (Number Listed Under Name)
Office Phone #:________________________________________
			
IN CASE OF EMERGENCY CALL: _____________________________________________________

Phone: (_______)______________________________ Relationship: _________________________
















Spouse & dependent information must be completed for all spouse & dependent applications.
		Spouse & dependent status will be verified with the Enron HR Department prior to membership approval.

Spouse: _________________________________________________________Date of Birth: ___________________ 
                  Last	                                                  First       	       	     M. I.	
Gender:  M   F		SS# _____________________________Badge ID #: ________________
 (Number Listed Under Name)
Day Time Phone #: _______________________________________

IN CASE OF EMERGENCY CALL: ____________________________________________________

Phone: (_______)______________________________ Relationship: _________________________

Dependent:________________________________________Date of Birth:_____________________
	
Gender:  M   F		SS# _____________________________Badge ID #: ________________									 (Number Listed Under Name)
Dependent:________________________________________Date of Birth:_____________________
			
Gender:  M   F		SS# _____________________________Badge ID #: ________________
(Number Listed Under Name)


















				 


Application Received by Staff: ___________________________ Date Received:  _______________________________ 


Enron Body Shop Fitness Center
Health History Questionnaire
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Date: _____________________
Regular physical activity is safe for most people.  However, some individuals should check with their doctor before they start an exercise program.  To help us determine if you should consult with your doctor before beginning an exercise program at the Body Shop, please read the following questions carefully and answer each one honestly.  All information will be kept private and confidential.

General:	Check One:
 Enron Employee   New Power Company   EDS Employee   Contractor   Retiree
 Spouse   Dependent   Intern

Name: _____________________________________________________________ Gender:  M   F
	Last					First			Middle Initial
Date of Birth: _______/_______/_______ Age: ________ Height: ___________ Weight: ___________
Work Phone: (______) ________________ Enron E-mail Address: ____________________________  

Physician:
Dr. __________________________________ Phone: (______) ________________
Address: ____________________________________________________________________________
	    Number and Street					City, State				Zip

Health History: (Check only those conditions that apply to you.)

CAD Risk Factors:
 Family History of Heart Disease:  
Relation to family member:  grandmother    grandfather    mother    father    sibling    
Age of the family member at the time of the event: _____ yrs.  
Is this family member still alive?  Yes  No
 Heart Disease: 
Type heart disease: _____________________________________________________________
 Stroke:
Date of stroke: ____/____/________
 High Blood Pressure: 
Date of last blood pressure check-up: ____/____/________ 
Last blood pressure measurement:  ______/______ mm Hg
How long have you been hypertensive: ______ yrs.  
Do any immediate family members have hypertension:  Yes  No
 High Cholesterol: 
Date of last cholesterol test: ____/____/________ 
Last measured total cholesterol: ________ mg/dl
Last measured HDL count: ________ mg/dl
 Diabetes or Abnormal Glucose Test: 
Do you have: 	 Type I (insulin-dependent) diabetes mellitus
 Type II (non-insulin-dependent) diabetes mellitus
 Physical Inactivity
List additional comments to the factors you have checked: _____________________________________
________________________________________________________________________________________________________________________________________________________________________________Complete Reverse Side

Health History Questionnaire 
Smoking History: 
 Currently Smoke 
Number of years you smoked: ______ yrs.   
Number of cigarettes smoked per day: ______
Do you plan on quitting?  Yes  No
 Ex-Smoker	 
Number of years you smoked: ______ yrs.
Number of cigarettes smoked per day: ______ 
When did you quit: ____/________
 Never Smoked

Medications: 

 Heart Meds 
 Blood Pressure Meds 
 Cholesterol Meds 
 Insulin Meds 
 Other Meds 
 Nutritional Supplements (e.g., vitamins, minerals, diet aids, performance enhancing aids)


	Name of Medication
	Dosage
	Frequency of Use

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Other:

 Asthma/Allergies
 Shortness of Breath
 Back Pain
 Physical Disabilities
 Major Surgery
 Epilepsy or Seizures
 Bone/Muscle/Joint Problems
 Injuries or Illness
 Currently Pregnant 
Number of months: ____ 

List additional comments to the factors you have checked: _____________________________________
________________________________________________________________________________________
Physical Activity Readiness-Questionnaire (PAR-Q):
Please read the following questions carefully and check the answers that apply to you:
 	Has a doctor ever said that you have a heart condition and recommended only medically supervised activity?
 	Do you have chest pain brought on by physical activity?
 	Have you developed chest pain in the last month?
 	Have you on one or more occasions lost consciousness or fallen over as a result of dizziness?
 	Do you have a bone or joint problem that could be aggravated by the proposed physical activity?
 	Has a doctor ever recommended medication for your blood pressure or a heart condition?
 	Are you aware, through your own experience or a doctor’s advice, of any other physical reason that would prohibit you from exercising without medical supervision?
I have read the Health History Questionnaire carefully and answered each question honestly.


Signature										Date
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Enron Body Shop Fitness Center
Exercise History Questionnaire


Name: ____________________________________________________ Work Phone #________________

Exercise History:
Do you currently participate in an exercise program?      					 Yes   No  
________ Times Per Week  __________ Minutes Per Day

Are you currently participating in a group exercise class (e.g., bench/low impact, etc.)	 Yes   No  
________ Times Per Week  __________ Minutes Per Day

Do you currently lift weights or do calisthenics?      						 Yes   No
________ Times Per Week  __________ Minutes Per Day

Exercise/Activity Interests:
Check the types of exercises/activities you are most interested in:

 Cardiovascular Machines (e.g., treadmill, rower)
 Strength Training Machines
 Free Weights
 Exercise Classes
 Calisthenics
 Yoga
 Martial Arts
 Interval Training
 Dancing
 Walking
 Jogging/Running
 Biking/Cycling

 Tai Chi
 Pilates
 Kick Boxing
 Boot Camp
 Other: ________________________________


Fitness/Health Goals:
What are your specific fitness goals: (Indicate all that apply)

  Increase Strength and Endurance		
  Improve Cardiovascular Fitness			
  Reduce Body Fat					
  Exercise Regularly					
  Sports Conditioning				
  Improve Flexibility
  Improve Muscle Tone
  Increase Muscle Mass
  Injury Rehabilitation
  Other ________________________________


What are your specific health goals: (Indicate all that apply)

  Reduce Stress					
  Control Blood Pressure				
  Stop Smoking					
  Feel Better Overall					
  Control Cholesterol
  Reduce Back Pain 
  Increase Energy and Stamina 
  Other ________________________________
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Enron Body Shop Fitness Center
Assumption of Risk and Release of Liability

The medical profession recognizes physical inactivity as being a significant coronary heart disease risk factor.  There is also overwhelming evidence that there is a need for all persons to attain and maintain an adequate fitness level.   However, before beginning an exercise program it is important to:

1. Consult with your physician before significantly increasing your level of physical activity.
2. Undergo a fitness assessment.  The results of the assessment will serve as a central foundation for your exercise prescription.  

By following these important steps, a safe exercise program can be suggested for you to pursue.    

As a member of the Enron Body Shop, please read and sign the following waiver and release in recognition of the importance of checking with your personal physician prior to starting an exercise program and understanding the risks associated with engaging in an exercise program.
Enron’s Body Shop is managed by MediFit Corporate Services, Inc.



I, the undersigned, desire to use the physical exercise facility and services of Enron’s Body Shop.  In connection with that desire I make and attest to the truth of the following statements and undertaking:

1. I understand and am aware that physical exercise and fitness activities involve a risk of injury and even death and that I am voluntarily participating in these activities at Enron’s Body Shop or in connection with the Fitness Center off-premise programs.  
2. I declare myself to be in good physical health and able to tolerate, to the best of my knowledge, the physical strain which results from exercise without injuring myself.
3. I understand that I should consult my personal physician concerning the risks associated with exercise and that Enron Corp. and MediFit Corporate Services, Inc. do not provide medical advice to persons using the Body Shop facilities or services.  Fitness Center staff may, however, suggest an individual exercise program, subject to your physician’s approval.   

As a member of the Enron Body Shop and as a participant in its related activities, I agree and hereby assume all risks of loss, injury, death of any kind or nature whatsoever, including the contributory negligence, act or failure to act of Enron Corp., its affiliated companies, the owner of the Enron Building and its trust participants, and MediFit Corporate Services, Inc., and their respective directors, officers, agents and employees (hereinafter referred to as a “loss”).  In connection therewith, I, for myself, survivors, heirs and administrators, hereby RELEASE AND FOREVER DISCHARGE Enron Corp., its affiliated companies, the owner of the Enron Building and its trust participants, MediFit Corporate Services, Inc., and their respective directors, officers, agents and employees and members from all claims, expenses, damages, liabilities it causes of action for any such loss incurred in connection with or arising out of my participation in Enron’s Body Shop related activities.

Signed in Houston, Texas this __________ day of ______________________________, 20_______

Participant _______________________________________________________________________
                       Print Name						        Signature
Witness _________________________________________________________________________
		Body Shop Staff

Fitness Advisor ______________________________________ Date _________________________ 
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