Center for Health and Fitness
EMPLOYEE EXERCISE OPTION

CONSENT FOR EMPLOYEE EXERCISE OPTION PARTICIPATION

Thank you for choosing to participate in the Employee Exercise Option at the Center for Health and Fitness (SCHF). We recommend you check with your physician before beginning any exercise program. The SCHF staff request your understanding and cooperation in maintaining your safety and health as well as the safety and health of the SCHF staff by reading and signing the following agreement.

I, ______________________________________, am voluntarily choosing to participate in the Employee Exercise Option (EEO) in the SCHF.   The purpose of the EEO is to provide a place for Swedish Medical Center employees and other eligible participants to exercise during their work week.
I understand that I will be required to complete the PAR-Q & You questionnaire and if appropriate obtain physician clearance to exercise prior to entry into the program.  

The program includes a scheduled orientation to the exercise equipment and the SCHF facility by a member of the SCHF staff. This is to ensure my safety while using the equipment and to allow time for specific operational questions.  The type of exercise that I choose to participate in is my decision.  

I understand that with exercise there are possibilities of injury or other complications, including but not limited to, musculoskeletal injuries, abnormalities of blood pressure and/or heart rate, ineffective heart function and, in rare instances, stroke, heart attack or death. 

I understand that my exercise during the Employee Exercise Option is unsupervised. It is voluntary and I assume it at my own risk. I am responsible for stopping exercise if I develop any abnormal signs and/or symptoms. This is done for my safety and I will seek appropriate follow-up. I understand that it is recommended that I not exercise alone especially if I have know medical disease(s) or condition(s)
I understand that participation in the Employee Exercise Option is on my own time. Workmen’s Compensation does not apply to my exercise time.

If I become injured or ill and require emergency service assistance, I authorize disclosure of my health information on file to the attending emergency assistance personnel.

The information obtained during membership in this program will be treated as privileged and confidential. It is not to be released or revealed without my written consent, except in the case of medical emergency or as may be required by law. I will respect the HIPAA rights of others participating in the Employee Exercise Program.
I understand that the Employee Exercise Option is a fee for use/service program. I understand that the monthly payment is due from me on the first day of exercise each month.

I hereby release Swedish Medical Center, its officers, medical staff and employees, jointly and severably, from any liability of any nature whatever that may result, directly or indirectly, from my voluntary participation in the Employee Exercise Option offered by the Center for Health and Fitness.

I declare that I have read, understood, and agree to the contents of this Program Participation agreement in its entirety. 
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