
                                               
 
 

 

Wellness U 

Waiver and Release of Liability 

 
Heart of the Rockies Regional Medical Center (HRRMC) does, from time to time, offer 

group or individualized health and wellness initiatives to the public. Participation in any 

and all initiatives, including the Wellness U Program is on a voluntary basis. I hereby 

consent to voluntarily engage in this program.  I also waive any liability towards 

HRRMC for any accidents, injuries, medical conditions and/or complications that occur 

in or on HRRMC property while participating in the Wellness U Program. 

 

RISKS 

 

It is my understanding and I have been informed that there exists the remote possibility 

during exercise/physical activity of adverse changes including, but not limited to, 

abnormal blood pressure, fainting, dizziness, disorders of heart rhythm, and in very rare 

instances heart attack, stroke, or even death. I further understand and I have been 

informed that there exists the risk of bodily injury including, but not limited to, injuries to 

the muscles, ligaments, tendons, and joints of the body.  

 

I fully understand the risks associated with exercise/physical activity, including the risk 

of bodily injury, heart attack, stroke or even death, but knowing these risks, it is my 

desire to participate as herein indicated. 

 
BENEFITS TO BE EXPECTED 
 

I understand that this program may or may not benefit my physical fitness or general 

health but that exercise/physical activity is generally considered beneficial. 

   

In consideration of my participation in this program of my own free will, I, for myself, 

my heirs, executors and administrators, forever waive, release and give up any claims, 

demands, liability, damages, costs, and expenses against Heart of the Rockies Regional 

Medical Center, its employees and its volunteers. 

 
 

RECURRING PAYMENT AUTHORIZATION FORM  

You authorize regularly scheduled charges to your checking/savings account via debit 

card or credit card.  You  will be charged each billing period for the total amount due for 

that period.  The charge will appear on your bank or credit card statement.  You agree 

that no prior notification will be provided to you for each scheduled payment. 

 



I understand that this authorization will remain in effect until I cancel in writing, and I 

agree to notify a Wellness U Heart of the Rockies Regional Medical Center staff member 

in writing (email or letter) of any changes to my account information or termination of 

this authorization between 30 and 60 days prior to the change.  If the above noted 

payment date falls on a weekend or holiday, I understand that the payment may be 

executed on the next business day.  For Ach debits to my checking/savings account, I 

understand that because these are electronic transactions, these funds may be withdrawn 

from my account as soon as the above stated periodic transaction dates.  In the case of an 

Ach transaction being rejected for Non-Sufficient Funds (NSF) I understand that Heart of 

the Rockies Regional Medical Center may at its discretion attempt to process the charge 

again within 30 days.  I acknowledge that the origination of ACH transactions to my 

account must comply with the provisions of U.S. law.  I certify that I am an authorized 

user of this credit card/bank account and will not dispute the scheduled transactions with 

my bank or credit card Company; provided the transactions correspond to the terms 

indicated in this authorization form. 
 

 

Name    Date       Phone 
 

 

City        Witness 

 
 

Signature        

 


