
DAPHNE RECREATION DEPARTMENT – FITNESS CENTER REGIS TRATION 
 

Participant’s Name ___________________ ________________ _________________ Birthday __/__/__ Age ____ 
                                                 (First)                               (Middle)                               (Last) 
 

Mailing Address _______________________________________ __________ _____________ ______ ________ 
                                                              (Street)                                                    (P.O. Box)                 (City)          (State)         (Zip) 
 

Home Phone # _________________________ Work # _______________________ Cell # ___________________ 
 

Emergency Contact __________________________________________ Phone# ________________________ 
                                                                                        (Name)                                                                                         (Home) 
Work Phone # ______________________ Cell phone # ____________________ Relationship ________________ 
 

Allergies ____________________________________________________________________________________ 
 

Disabilities __________________________________________________________________________________ 
 

Medications __________________________________________________________________________________ 
 

Spouse if joining Name _________________ ______________ _________________ Birthday __/__/__ Age ____ 
                                                     (First)                              (Middle)                          (Last) 
 

Home Phone # _________________________ Work # _______________________ Cell # ___________________ 
 

Emergency Contact __________________________________________ Phone# ________________________ 
                                                                             (Name)                                                                                               (Home) 
Work Phone # ______________________ Cell phone # ____________________ Relationship ________________ 
 

Allergies ____________________________________________________________________________________ 
 

Disabilities __________________________________________________________________________________ 
 

Medications __________________________________________________________________________________ 
For office Use only: 
Type of membership:    Single           Family             Senior  Single        Senior Family (husband & wife)         Non-resident         Date __/__/__ 
     
   
 
(Applicant’s drivers license number)         (Spouse’s drivers license number)      Payment $ ___________ Check # ______ Cash __________ Receipt # ________ 

  



For family membership, this includes spouse and two children.  The children have to be at least 14 years old and not over 18 years old.  
If they are over 18 and still in school and you can claim them on your taxes, they can be on your membership. This does not include 
adult children even if they live with you.  They need to have their own membership.  Read and sign below if you have children 
joining.   
 
1. ___________________________________ _____________________________ _____________________________________ 
                           (First)                                                                      (Middle)                                                            (Last) 
 
Allergies ____________________________________________________________________________________________________ 
 
Physical Disabilities ___________________________________________________________________________________________ 
 
Medications _________________________________________________________________________________________________ 
 
2. ___________________________________ _____________________________ _____________________________________ 
                           (First)                                                                      (Middle)                                                            (Last) 
 
Allergies ____________________________________________________________________________________________________ 
 
Physical Disabilities ___________________________________________________________________________________________ 
 
Medications _________________________________________________________________________________________________ 
If participant is under the age of 18, (must be a least 14 years old) sign below. Include information that you think is important.  In 
consideration of the acceptance of my/my child’s registration fee, I the undersigned, for myself, my executors, administrators, heirs, 
and assignees, do hereby release and discharge the City of Daphne and their employees, other contributors, and volunteers of all 
claims of damages, demands, or actions whatsoever in any matter arising or growing out of my/my child’s participation in the City of 
Daphne Fitness Center.   I am also aware that certain risks are involved with and during physical exercise, and have consulted a 
Physician as to my/my child’s ability to participate.   
Information _________________________________________________________________________________________________ 
 

Signature for child to participate _____________________________________________________________ Date _______________ 
 
Signature for applicant ____________________________________________________________________ Date ________________ 
 
Spouse’s signature _______________________________________________________________________ Date ________________ 


