[image: image1.jpg]


[image: image2.jpg]Eearning

Sor Life!




J.R. HOLDER WELLNESS CENTER
Membership Form

___________________________________________________________________            _________________

Last Name



First


     

MI
     
  ID #

__________________________________________________________________________________________

Mailing Address





City


State

    Zip

________________________            ________________________            ______________________________
Home Phone

        

Work Phone

    

Email
________________________            ________________________            ______________________________
Emergency Contact
        

Emergency Phone


Social Security #    (Students/Staff Only)
________________            ________________            ________________________            ________________
Height


        Weight

        
    Date of Birth


    Gender

Membership Type 

_____ NWOSU Student       _____ NWOSU Employee       _____ NWOSU Employee Spouse/Family Member
_____ Individual
          _____ Family


_____ Corporate

_____ Medicaid

_____ SMC

          _____ Northwest Tech

_____ Medical, ____________________________











     Doctor


Membership Length

_____ Month

          _____ Six Month

 _____ Year
Eligible Children (Must be 11 or older)

_______________________________________________


______________________________

Name









Social Security #

_______________________________________________


______________________________

Name









Social Security #

_______________________________________________


______________________________

Name









Social Security #


OFFICE USE ONLY





________________		_____________________________


Join Date			Orientation by:


					














