


First Name___________________________ Last Name________________________ MI_____
Date of Birth____/____/____ M/F (circle)      Weight______ Height______
Mailing Address______________________________ City_______________ State______ Zip______________
Home Phone______-______-______ Work Phone______-______-______ Cell Phone______-______- ______
E-mail___________________________________Occupation______________________________  
[bookmark: _GoBack]Employer_____________________________
Emergency Contact Name______________________  Relationship______________________
Emergency Contact Number______-______-______ Physician (name)_____________________
Have you had any type of weight loss surgery or currently using any weight loss aides?                            If so please explain.
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Why do you want to be a part of SCCH WeLL Program?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How many people live in the household (including yourself)?  Please list their relationship to you and their ages. ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PARTICIPATION AGREEMENT
I understand that by becoming a client of the Sullivan County Community Hospitals WeLL Program that I will have the right to enjoy  all of the programs amenity's and will be subject to all of the rules of the SCCH WeLL Program.  I understand that a violation of these rules may result in termination of my participation.
I understand that I may suffer adverse consequences from the exercise test or any exercise activity or programs during Sullivan County Community Hospital WeLL Program including abnormal blood pressure, fainting, disorder of heartbeat, and in rare instances heart attack   or death. I agree that upon answering the Health history questionnaire, that my doctor may be contacted to release me to participate in   SCCH WeLLProgram. 
I agree to indemnify and hold harmless Sullivan County Community Hospital and their agents and employees from any liability for any claims, demands, costs or judgements against it or them arising from my participation in Sullivan County Community Hospital WeLL Program. 

___________________________________________                                                         ______________________________
Participant’s Signature                                                                                                                  Date
 
 
 
 
 
 
 
 
 
 
 
SCCH WeLL Program Application 2019




image1.png
SuLLIVANCOUNTY
COMMUNITY HOSPITAL




