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Vertical Vault Club

Date: _____________________________________




Name:
_____________________________________________________
Home Phone: __________________

Email Address: ____________________________________
USATF Membership #: _________________

Street Address: ______________________________________ City: _______________________  State: ________

Birth Date: __________________ 
Age Now: ___________   Gender:  Male    Female  (Circle One)

List any important medical information: ________________________________________________________

Father’s Name: ____________________________
Mother’s Name: ___________________________

Address: _________________________________

Address: _________________________________

Home #: _______________ Work #: __________

Home #: _____________  Work #: ____________

Emergency Contact (if parent not available): 

Name: _________________________________ Phone #: ________________ Relationship: ______________

---------------------------------------------------------------------------------------------------------------------------------------------------------------

*Fees (USATF card NOT included but required for insurance purposes):



______  $195 Yearly Fee (Winter/Spring/Summer Season)



---OR---

______
$60 Winter Season

______  $75 Spring Season    

______  $60 Summer Season



_______- Donation



_______- Non Club Athlete Use (       per use)



$______- Total included with this signed application

--------------------------------------------------------------------*No refunds -------------------------------------------------------------------------

I, as parent/guardian of the above named applicant, agree for the applicant, myself, and our heirs and personal representatives, to waive and release all claims for damages, expenses, or losses of any kind, now existing or hereafter arising, related to the applicant’s participation in any club activities.  I further represent that to the best of my knowledge the applicant has no health problems or pre-existing conditions that would limit the applicant’s training, activity level, or participation in club activities.

I consent to any club representative seeking medical treatment and incurring medical expenses on my behalf for the applicant for any medical treatment arising out of or related to the applicant’s participation in club activities.

Signature of parent or guardian __________________________________________  Date: __________________________

A COPY OF APPLICANT”S BIRTH CERTIFICATE MUST ACCOMPANY THIS APPLICATION

(Unless already on file)

SEND APPLICATION TO:      
VERTICAL VAULT CLUB  5346 LANCERS CT NE   KEIZER, OR   97303

FOR QUESTIONS CALL:  PAUL WILSON  503-393-2810









