U.S. DEPARTMENT OF TRANSPORTATION
DOT FITNESS CENTER
______________________________
MEMBERSHIP REGISTRATION

 




& 

INFORMATION PACKET
____________________________


HOURS OF OPERATION


MONDAY – FRIDAY

 


6:15 AM – 8:00 PM




400 7TH Street, SW




  Penthouse Level



      Washington, D.C.  20590


  Email: vivian.wallace@dot.gov





Phone: 202. 366-9731




 Fax: 202. 366-2248

Directions: facilities are located on the rooftop level of the U.S. Department of Transportation Nassif Building. The entrance to the elevators are located in the Southwest quadrant on the 10th floor. Elevator will take you to the penthouse level.

U.S. Department of Transportation
                        Fitness Center



Membership Application


Please print and complete the following information below:
Name:______________/_________________   Social Security____/______/______

 Last                                    First                    

Gender: Male
_______Female_______            DOT Administration___________

Routing Symbol :_________USCG Military:  Yes_______  No_______ (check one)

Date of Birth: ____/_____/____   Building______________   Room #______________ 
Telephone: (____)__________________    Email Address_______________________
Member Category: (check one)
DOT Staff__________   Non-DOT Staff_________ DOT Intern________  

Contract Support _____ Temporary Assignment   _____ Length______(month/year)
Payment:________ Payroll Deduction ($12/month)

            _________ Check (payable to DOT Fitness Center thru end of calendar year)

Emergency Information:

Physician’s Name________________
Phone (____)_____________

Emergency Contact______________
Relationship____________

Phone:  Work (____)______________
Home (____)______________

>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>

Checklist (Completed by Staff)

         ____ Staff Initials
____   ID Checked



          ___ Rules and Regulations
____    Application /Health History 
          __Ck. Amt. ($ ____) Exp.__/__/___
____    Informed Consent  


          ___ Enrollment Date___/__/___
____   Waiver



                      ___ Cancellation Date__/___/____
____  Fitness Screening /Program Design            ​​​___Temp. Assignment Dates__-___​ 
____ Medical Clearance Recommended              ___Intern (Start/End) Date__/__/__ 
____ Medical Clearance Form
                     ___Access Card #______other_____







         ___Access Card Return


U.S Department of Transportation Fitness Center




   Health and Exercise History

Name: _____________________          Age: _______   Sex: _____M ____ F

Date of Birth: ____/__/_____
   Height:________ feet _________inches

________________________________________________________________________Please complete this form to the best of your knowledge and read the “Standard Operating Procedures for Physician’s Clearance to Exercise” sheet.

Do you have High Blood Pressure? ________ yes ___________ no

If you are on Blood Pressure Medication, what is it? ______________________
Do you Smoke? _______ yes ________no  
How many packs a day? ___________

If you quit smoking, give your quit date.  Date________ Year__________

Current cholesterol level over 240 ml/dl ________ yes ____________ no 
Do you have Diabetes? ______ yes _____ no        Type: ____1 _____2 (check one)
If you are on medication for Diabetes, what is it? ______________________

Have you ever had a Heart Attack? ____ yes ___no Date(s) ____/____/______

Have you ever had Heart Surgery? ____yes ____no Date(s) ____/____/______

Have you had or have Angina? _______ yes ____ no Date(s) ____/____/______
Do you have immediate family with history of heart disease? _____ yes ____ no

Are on any other medication, for what? ___________________________

Please list any other pertinent medical/health information: ___________________

_____________________________________________________________________
_____________________________________________________________________
Is your Exercise Level at work: ____ sedentary ______active ________ vigorous (check one)
Is your Exercise Level at home: ____ sedentary _______ active _______ vigorous (check one)

Do you have any exercise limitations? ______ yes ________ no

If yes, please explain: _________________________________________________

I hereby state that I have read and understand all questions on this health history form and that I have answered them to the best of my knowledge. I agree to notify the fitness center staff if there are any changes in my health status.

Signature_________________________    Date ______/_______/_______

