
 
REGISTRATION FORM 

Coronary Health Improvement Project (CHIP) 
(Please print legibly) 

 
 
Name______________________________________________________________________________                        
                            Last                                                                  First                                           Middle Initial 
Preferred Name on Name Tag      
 
Mailing Address              
 
City__________________________________ State_____________ Zip/Postal Code ______________ 
 
Phone:  Home (_____) _______________Work (_____) _______________Cell (_____)    
 
FAX: ( )    E-Mail          
 

 Occupation ______________________________________ Employer__________________________________ 

  Insurance______________________________ 

  Date of Birth: Month _______Day _______Year _______  □ Male □ Female 
 
Primary Physician ______________________________________Phone      
 

  I heard about CHIP from: (check all that apply) □ Brochure    □ CHIP Alumni 

  □ Wellness Coach      □ Letter  □ Physician    □ Poster 

   □ Other   _______________ 
 
My first and second health concerns are: Cancer___     Cholesterol___    Diabetes___ 
 

  Heart Disease___    Hypertension___      Weight___     Other       
  
 
In case of emergency please notify:  Name___________________________________________ 
 
      Phone___________________________________________ 
 
 
 
____________________________________________________________________________________ 
 
CHIP Staff Use Only           Date____________                     Regular Fee 
 
 


