
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

PLEASE READ AND SIGN THE FOLLOWING: 

In accordance with Section 7-6-9 of the RI General Laws entitled “Exemption from Liability”, I hereby waive any liability 
that the Boys & Girls Club of Pawtucket, its officers, directors, trustees, agents, servants and employees might have and 
agree that said Boys & Girls Club of Pawtucket, shall not be liable for any bodily injury to the participant incurred while 
such participant is practicing for, or participating in any contest or exhibition of an athletic or sports nature sponsored by 
the Boys & Girls Club of Pawtucket; and hereby assume the risk of any bodily injury to such participant incurred while 
such participant is practicing for or participating in any contest or exhibition of an athletic or sports nature sponsored by 
the Boys & Girls Club of Pawtucket. 
 
 
Participant Signature: ___________________________________________________________  Date: ______________  

 
Adult Membership Application 

$200.00 Annual Fee 

(for office use only)           Processed by: ____________ 
Date: ____________________ 

           
 
 
 
          
 
 
50% Deposit Paid:  Yes   No          New Membership 
Amount Paid: _____________          Renewing Membership 

MEMBER INFORMATION 
Member’s Name: __________________________________________________________ Gender:   M   F   

Address: ____________________________________________ City: ______________________ State: ____ Zip: ________  

Home Phone ( ___ ) ____-_______  E-mail Address __________________________________________________________ 

Date of Birth  _____/_____/_____    Age ______   

EMERGENCY INFORMATION 
 

Emergency Contact ____________________________________________________________________________________ 
(first & last name)        

 
Phone: (  ____ )_____-_______ Relationship: _________________________ 
 
Please list any medical restrictions you may have: ____________________________________________________________ 
 
____________________________________________________________________________________________________ 
 
Health Plan Name: ___________________________________ 
                                  

HOUSEHOLD INFORMATION 
NOTE: This information is collected for internal purposes ONLY 

Family Income Level:  Below $41,000       $41,001-46,850       $46,851 – $52,700       $52,701-$58,550       

 58,551-$63,250      $63,251-$67,900     $67,901-$72,600         Above $72,601 

Ethnic/Racial Origin: Caucasian African American Hispanic Asian  Native American   

   Multi-Racial Other: _________________________ (please specify) 


