
Name: Date of Birth: Height:

Street Address: Sex: Weight:
City, State, Zip: Email:

Home Phone: How did you 
Work Phone: hear of us?

Please register me for the following Program(s): 
Program Name: Program Dates:

Program Fee: $ Deposit Paid: $ Balance: $

Relative/Friend: Dr. Name:

Home Phone: Dr.  Phone:

Work Phone: Additional 

Cell Phone: Contacts:

Boyancy: Y    . N    . Vision: Y    . N    .
Circulation: Y    . N    . Hearing: Y    . N    .

Mobility: Y    . N    . Sensation: Y    . N    .
Decision Making: Y    . N    . Stamina: Y    . N    .

Reasoning: Y    . N    . Speech: Y    . N    .
Motor control: Y    . N    . Balance: Y    . N    .

For any "Y" answers, please explain your situation:

Do you have any allergies or dietary restrictions? Y    . N    . please specify:

Do you take any prescription medications? Y    . N    .

If yes, please specify name of medication and its treatment:

Do you use any assistive devices? Y    . N    . please specify:

Terms and Conditions:
Participation in our classes or programs is determined by the number of spots available and the 
order in which we receive payment. We will hold a spot in the class you have selected for up to 7 
days by your verbal or email reservation. Your position in the class will not be guaranteed until 
we have received payment. Your registration payment is non-refundable unless we can find someone 
to take your place.  Thank you for taking a class with us!

PO Box 4272, Bellingham, WA 98227 - 360.714.8891 - info@boatingcenter.org - www.boatingcenter.org

C o m m u n i t y                                                         
Boating Center

Program Registration

Mail completed form and a check to the Communtiy Boating Center at:

Personal Information

Program Information

Emergency Contacts

Functional Abilities
Please indicate whether you have difficulty functioning fully in any of the 
following areas:


