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Fitness Membership Registration
Name: ________________________________
Employer/Position:  _______________________

Mailing Address: ________________________________
Email Address:  ___________________ Phone Nos. _____________________ Emergency Contact: ______________________________  Phone: ________________________ Pre-existing Health Conditions: ______________________

 [  ] General Member $50 Monthly     [  ] 6 Months ____________ [  ] 12 Months ____________
 [  ] GovGuam  $0 (12 Months)          [  ] SelectCare Corporate Membership $20 (12 Months)

Additional Family Members
	
	Name
	Relationship
	Date of Birth
	Height
	Weight
	BMI
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· Membership benefits inclusive of facility use and unlimited classes. 
· Children must be accompanied by an adult at all times.
· Members must check in the front desk at each visit.

· Appropriate athletic shoes and clothing must be worn at all times.
· No food, gum, betel nut or drinks (excluding water) are permitted on the premises (designated area available for consumption of food and drinks at locations).
· Personal items may be stored in lockers, but must not remain overnight. Synergy is not responsible for loss or stolen property.

· Members are allotted up to 2 months per year to freeze account with the understanding that membership will be extended the 2 months. 

· Members wishing to terminate membership early shall be assessed a $50 fee. 

· Member account declinations shall be assessed a $25 fee. 

Statement of Waiver: I, for myself or as a parent/ guardian hereby assume all risks associated with this activity. I release, absolve and indemnify Synergy, contractors and owners from all risk associated with this activity. In the event of injury, I expressly waive all claims. I further give permission for proper care to be rendered to my child or myself should I not be able to give such permission. 
Member Signature(s):  ________________________________
Date: _____________________
	SYNERGY STUDIO PAYMENT AUTHORIZATION- CREDIT/DEBIT CARDS

	I hereby authorize Synergy to charge my account:  ( MasterCard      (Visa      □ Pacific Express 

Total Amount Charged:  ___________________    [  ] Monthly    [  ] Bi-Annually  [  ] Annual

Card No:__________________________________  Expiration date: ___________________________
Payment Due Date: __________________________

Account holder’s signature________________________ Date: ________________________________


	SYNERGY STUDIO PAYMENT AUTHORIZATION- CHECKING/SAVINGS ACCOUNTS


	I authorize Synergy to automatically deduct payments from my account with the financial institution named, thereby authorizing my financial institution to release funds and charge my account. 

	Total Amount Charged:  ___________________    [  ] Monthly    [  ] Bi-Annually  [  ] Annual
Payment Due Date: _______________________

	Financial Institution: 
	9 Digit Routing No.
	Account No. 



	Account Holder Name: 

	Checking Account No: 
	Financial Institution Routing No: 

	Accountholder Signature 


	Date:


PRINT STAFF NAME:  _______________________
DATE: _________________________
REFERRED BY: 
___________________________
RECEIPT NO. ____________________
	Name
	Relationship
	Date of Birth
	Height
	Weight
	BMI 
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