
Client Information Form

Name

Email

Address

City			   State		  ZIP

Home Phone 	 Cell Phone 		  Work Phone

Age	 Date of Birth

Primary Physician			   Clinic/Group

Physician Phone

Secondary Physician

Emergency Contact Person				    Phone

Referred by

3120 Latrobe Drive
Suite 210
Charlotte, NC 28211
 
OFFICE

704.364.6433
 
WEB

just-workout.com 

Initial Purchase:     $

Items Purchased

Membership?    ❏  yes    ❏  no  		  Membership Start Date

Monthly Rate:     $

Type of Membership:    ❏  basic    ❏  corporate

Invoice Frequency:     ❏  monthly     ❏  quarterly     ❏  yearly

Trainer

Copy this payment in the space below and turn in copy to contract box.

For Office Use
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