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PROVIDENCE WELLNESS CENTER 

RELEASE FORM 

 
I understand and agree that my use of all activities at Providence Wellness Center located at 1200 Providence 

Road is undertaken at my sole risk and responsibility.  I hereby release, indemnify, and hold harmless 

Providence Wellness Center and Providence Medical Center, and their officers, directors, partners, agents, 

employees, and successors and assigns from and against any and all liabilities, claims, damages, losses, 

causes of action, judgment, costs, and expenses, including but not limited to attorneys’ fees, as a result of any 
bodily injury/death and/or property damage which I may experience relative to my usage of the Wellness 

Center. 

 

I understand and agree that Providence Wellness Center shall not be responsible or liable to me for any 

articles which are damaged, lost or stolen in or about the Wellness Center or lockers located therein or any 

loss or damage to any personal property. 

 

I understand that it is recommended that I have a thorough physical examination prior to my use of 

Providence Wellness Center and/or indicated as such on the ‘Pre-participation Screening Questionnaire’. I 
understand that if I am experiencing a fever, vomiting, or diarrhea, I should not exercise until I have been 

symptom-free for at least 24 hours. I also understand that if I feel dizzy or lightheaded, I should wait until my 

symptoms have fully resolved before participating in exercise activities. 

 

I understand and authorize Providence Wellness Center to obtain medical attention and/or services for me in 

the event I experience any adverse physical signs or symptoms and release Providence Wellness Center from 

any liability or claim relative to their obtaining these services. 

 

I understand and agree to read and follow all instructions for proper equipment usage and to abide and follow 

all rules and regulations of the Providence Wellness Center as may be adopted from time to time, and that 

my failure to comply may result in the suspension of my privileges to utilize the Wellness Center. 

 

Membership Payment 

 

Pay in full. By paying in full at the time of enrollment, I understand this is a one-year contract and 

will expire 12-months on the date I sign up. If I choose to end my contract early, I understand that I 

will be required to notify PWC in person or by phone, and I will not be reimbursed for the remaining 

time of the contract. 

 

Monthly Auto-Pay. I acknowledge that all automatic withdrawals will be set up to a debit or credit 

card I assign and will be automatically withdrawn monthly on the date I sign up. I understand that 

this is a one-year contract and will expire 12-months after the date of purchase. If I choose to end my 

contract early, I understand that I will be required to notify PWC in person or by phone before 

payments will be stopped. 

 

____________________________________________________  ______________________ 

Participant Name (Please Print)      Date 

 
_____________________________________________________ 

Participant Signature          
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