
Kings Bay YM-YWHA

Fitness Boot Camp 
     APPLICATION 
 

Personal Information 

Participant’s Name:    
                                           Last First M.I. 

Address:   
                    Street Address Apartment/Unit # 

    
                    City State ZIP Code 

Home Phone: (         ) Cell Phone: (         ) 
 
E-mail Address:  Date of Birth:  

Membership  Yes       No               If yes, expiration date:  

How did you hear about us?   

Parent/Guardian’s Name: ________________________________   
(if necessary)                            Last First M.I. 
Emergency Contact: _______________________________________________________________________________________ 
  

 
 
 
 

Participation Information 

Activity Month Fee 
Boot Camp September  
Boot Camp October  
Boot Camp November  
Boot Camp December  
Boot Camp January  
Boot Camp February  
Boot Camp March  
Boot Camp April  
Boot Camp May  
Boot Camp June  

 
Fee: $20 per session for non-members, $15 per session for members 
 
 
 
 



 
Payment Information 

 Check  $  
   Amount (Please make check payable to Kings Bay Y) 

 Credit Card   
 Type (Visa or Mastercard only) Credit Card Number Expiration Date 

   
 Name as appears on card Signature 
 

 I give permission to the Kings Bay Y to take photographs to be used on promotional materials and I release the 
Kings Bay Y from any claims that may result from the pictures taken on or after this date. 
 
 
Signature________________Relationship________________Phone_______________Date________________ 
 

 
 
 

HEALTH RECORDS   
 
I give permission for full participation in Kabbalat Shabbat subject to limitations noted herein. In case of 
emergency, I understand every effort will be made to contact me (if participant is an adult, my spouse or next of 
kin). In the event I cannot be reached, I hereby give my permission to the licensed health-care practitioner 
selected by the adult leader in charge to secure proper treatment, including hospitalization, anesthesia, 
surgery, or injections of medication for my child (or for me, if participant is an adult). 
 

Signature________________Relationship________________Phone_______________Date______________ 

 
 
Allergies: Food, medicines, insects, plants■  
Explain: _________________________________________________________________________________ 
 
 
Limitations: 
Activity Restrictions________________________________________________________________________ 
Diet restrictions ___________________________________________________________________________ 
 
 
Signature________________Relationship________________Phone_______________Date______________ 
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