
P L E A S E  F I L L  O U T  H I G H L I G H T E D  F I E L D S  —  T H E N  P R I N T OUT TO SIGN.

  Did you check to see if this person was a prior member?   YES

Today’s Date _________________________ Upgrade  Pro-Health No.  _________________________________

Name ____________________________________________________   _____  ____/____/____  _______  ____ ____
 FIRST  LAST  INITIAL  BIRTHDATE  AGE M  F

Name ____________________________________________________   _____  ____/____/____  _______  ____ ____
 FIRST  LAST  INITIAL  BIRTHDATE  AGE M  F

Name ____________________________________________________   _____  ____/____/____  _______  ____ ____
 FIRST  LAST  INITIAL  BIRTHDATE  AGE M  F

Name ____________________________________________________   _____  ____/____/____  _______  ____ ____
 FIRST  LAST  INITIAL  BIRTHDATE  AGE M  F

Name ____________________________________________________   _____  ____/____/____  _______  ____ ____
 FIRST  LAST  INITIAL  BIRTHDATE  AGE M  F

Address _________________________________________________________________________________________

City __________________________________________________ State_________________ Zip_________________ 

Home Phone  _______________ Cell  _________________ *Email Address________________________________

Your Employer ____________________________________________  Work No. (____)_______________________

Spouse Employer __________________________________________  Work No. (____)_______________________

SS No. __________________________________________ Spouse SS No. ___________________________________

How did you hear about us? _____________________ Referred By _____________________________________

E M E R G E N C Y  I N F O R M AT I O N 

Emergency Contact Person ________________________________________________________________________

Relationship _____________________________________________  Phone No. (____)_______________________

Physician ________________________________________________  Phone No. (____)_______________________

 I wish to have my payments Electronic Funds Transfer/Credit Card
 I am currently full time/part time Health First employee    PRD FORM REQUIRED 
 I am currently a per diem Health First employee      CANNOT BE PAYROLL DEDUCTED 

Pro-Health Use Only                   DID YOU CHECK NOTES ON ACCOUNT?     ______YES      ______NO   

Membership Category:    Regular    Senior    HF HMO    HF Medicare    HF Volunteer    Student  
 Pro-Health Volunteer     Pro-Health Employee     Silversneakers     Workmen’s Comp  
 HF Employee - Full/Part Time     PRD Required Per Diem     Direct or EFT Required
New Bar Codes (1)_____________ (2)_____________ (3)_____________ (4)______________ (5)_____________ 
Enrollment Fee $_________________ Pro-Rate $_________________ Advance Payment $_________________ 
Type of Payment:   CK    CASH    V/MC     CHRG ACCT.       TOTAL $ PAID_______________
Start Date ____/____/____   

 
Member Signature____________________________________________________________Date _______________

Information Entered By________________________________________________________Date _______________ 

Billing Set Up By______________________________________________________________Date _______________ 
*Pro-Health & Fitness guarantees never to sell or transfer your information to a third party. By submitting your email address you expressly agree to 
receive promotional information from Pro-Health & Fitness facilities and their affiliates regarding information, events, promotions and specials. You 
also understand that you have the right to “opt out” at any time through request in a reply to the email. 

I N F O R M AT I O N  S H E E T

MELBOURNE 321.434.7149    •   MERRITT ISLAND 321.434.5801   •   PALM BAY 321.722.5943   •   VIERA 321.434.9149

CHS09-033-O060909
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