Family and Youth Fitness program 
OKCIC Project POWER: Fitness 
2011 Membership Form—All information is confidential

First Name________________________ MI______ Last Name___________________

Address________________________________ City____________ State_________ Zip___________
DOB _________________Age________ Gender Male/Female  Home Phone (___)________________
Current School__________________________
2010-2011 School Grade ____________________
Tribal Affiliation_______________________________________________
PARENT/GUARDIAN INFORMATION

Relationship __________________First Name ____________________ Last Name_________________
Employer ______________________Work # ______________Cell/Home # _______________________
Relationship __________________First Name __________________ Last Name____________________
Employer ______________________Work # ______________Cell/Home # _______________________
EMERGENCY CONTACT

Relationship__________________First Name___________________ Last Name____________________
Employer ______________________Work # ______________Cell/Home # _______________________
HEALTH INFORMATION Please attach copy of shot record.

Is your child a patient of the Oklahoma City Indian Clinic? 
YES 
or 
NO

Circle if your child has: 
NO INSURANCE
PRIVATE INSURANCE

MEDICAID

Allergies: Does your child have allergies?      Yes 
    No

What?_______________________







