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Middle Georgia State 
University Recreation and 

Wellness 
Wellness Membership Application          Student/Wellness #_________________ 

Applicant Information 

Full Name:    DOB:  
 Last First M.I.   
 
Address:   
 Street Address Apartment/Unit # 
 
    
 City State ZIP Code 
 
Phone:  Email  
 
 
Has your doctor ever said that you have a 
heart condition and that you should only do 
physical activity recommended by a doctor? 

YES 
 

NO 
 

Is your doctor currently prescribing drugs (for 
example, water pills) for your blood pressure or 

heart condition? 
YES 

 
NO 

 
 

Do you feel pain in your chest when you 
participate in physical activity? 

YES 
 

NO 
 

 
Do you lose your balance because of 
dizziness or have you ever lost 
consciousness?  

YES 
 

NO 
  

 

Emergency Contact Information 

Contact Name:  
Phone 

Number:  

Relationship:  

Membership Status (Circle One) 
 

Student    Faculty/Staff   Community  

Membership Declaration 
 

Memberships will not be refunded. Your signature below acknowledges that you agree to abide by all MGA 
policies. Middle Georgia State University reserves the right to deny or cancel memberships as a result of policy 
violations and/or exhibition of abusive behavior. 

Signature:  Date:  
 
 
 
 

Do you know of any other reason why you 
should not do physical activity?  

YES 
 

NO 
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MIDDLE GEORGIA STATE UNIVERSITY 
 

WELLNESS CENTER 
 

Release, Waiver of Liability and Covenant Not to Sue 
 
 

The undersigned hereby acknowledges that participation in physical activities such as offered through Middle 
Georgia State University’s Wellness Center involves a risk of bodily harm and injury and assumes all risks. 
Furthermore, the undersigned acknowledges and assumes the same risks and responsibilities of their minor 
dependents listed below. The undersigned hereby agrees that for the consideration of Middle Georgia State 
University and its Wellness Center allowing the undersigned and their listed minor dependents to voluntarily 
participate in physical activities and, in conjunction therewith, the use of the facility, equipment, programs, 
grounds, and personnel of the institution, the undersigned participant and their minor dependents do hereby 
waive liability, release and forever discharge the Institution and the Board of Regents of the University System of 
Georgia, its members individually, and its officers, agents and employees of and from any and all claims, 
demands, rights and causes of activity of whatever kind or nature, arising out of all known and unknown, 
foreseeable and unforeseeable bodily and personal injuries, damage to property, and the consequences thereof; 
including death, resulting from voluntary participation in or in any way connected with such Wellness Center 
programs.  
 
I further agree covenant and agree that for the consideration stated above I will not sue the Institution, the 
Board of Regents of the University System of Georgia, its members individually, its officers, agents, or employees 
for any claim for damages arising or growth out of my voluntary participation in Wellness Center activities.  
I understand that the acceptance of this release, waiver of liability and covenant not to sue, the Institution or 
the Board of Regents of the University System of Georgia or employee thereof, shall not constitute a waiver, in 
whole or in part, of sovereign of official immunity by said Board, its members, officers, agents, and employees.  
 
Further, I understand that this release, waiver of liability and covenant not to sue shall be effective during the 
entire period of my enrollment or employment at the institution. I have received a copy of this document and I 
certify that I am of legal age and am suffering under no legal disabilities and that I have read the above carefully 
before signing.  
 
 
 
______________________________________   ______________________________________  
Printed Member Name      Witness Signature  
 
 
______________________________________   _____________________________________  
Member Signature      Date 


	Wellness Membership Application          Student/Wellness #_________________
	Applicant Information
	Emergency Contact Information
	Membership Status (Circle One)
	Membership Declaration

	DOB:
	M.I.
	First
	Last
	Apartment/Unit #
	Street Address
	ZIP Code
	Email
	Is your doctor currently prescribing drugs (for example, water pills) for your blood pressure or heart condition?
	Phone Number:
	Date:

	State
	City

