
 

PHONE: (920) 563-9357 
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PARTICIPANT INFORMATION SHEET 

 
Name: Date of Birth: 

 

Address: 

 

City, State, Zip: 

 

Home Phone: Cell Phone: 

 

Email:  

 

T-Shirt Size (Circle One): YS YM YL AS AM AL AXL AXXL 
 

WHO MAY WE CONTACT IN CASE OF AN EMERGENCY? 
Name: 

 

Phone 1: Phone 2: 

 

Email: 

 

Relationship: 

 

 
PLEASE RANK THE FOLLOWING COMPONENTS OF THE 

PROGRAM IN ORDER OF IMPORTANCE TO YOU:

  ___ Strength and Power 

  ___ Endurance 

  ___ Flexibility 

  ___ Nutrition 

  ___ Stress Management 

  ___ Mindset 

  ___ Injury Prevention 

WHAT ARE YOUR GOALS FOR THE PROGRAM? 
 

1.   _____________________________  
  _____________________________  

2.     ____________________________  
  _____________________________  

3.   _____________________________  
  _____________________________  

4.   _____________________________  
  _____________________________  


