
Part ic ipant  S ignature

Please continue on the reverse s ide of  this  form.

DATE: ____________________________

MEAL SITE: _______________________

P A R T I C I P A N T  I N F O R M A T I O N

Ful l  Name

Date of  Birth

Gender

Home Address

City

Phone Number

Do you l ive a lone?

What is your veteran status?

Do you consider yourself  part of a minority group?

Primary Language:

Race (Select  a l l
that  apply :)

Mar ita l  Status  ☐  Marr ied ☐  S ingle ☐  Widowed
☐  Separated ☐  Divorced

☐  Female ☐  Male ☐  Nonbinary ☐  Prefer not to say

Zip Code

Emai l

☐  Yes ☐  No Do you consider yourself  low income? ☐  Yes ☐  No

☐  Veteran ☐  Spouse of a Veteran ☐  Not a Veteran or Spouse

☐  Yes ☐  No Hispanic or lat ino(a) ☐  Yes ☐  No

Engl ish Profic iency:  ☐  Very wel l  ☐  Wel l  ☐  Not wel l  ☐  Not at  a l l

☐  American Indian or  Alaska Nat ive ☐  As ian ☐  B lack or  Afr ican American ☐
Native Hawai ian or  Other Pacif ic  Is lander ☐  White ☐  Prefer  not to say

How did you hear  about Aging Wel l?

E M E R G E N C Y  C O N T A C T  I N F O R M A T I O N

Emergency Contact  Name

Their  Phone

Their  re lat ionship to you

Their  Emai l

P R I V A C Y  A C T  S T A T E M E N T

This  form col lects  information under  the author ity  of  the Older  Americans Act  and the Pr ivacy
Act of  1974.  The information wi l l  be used by the Rhode Is land Off ice of  Healthy Aging and th is
s ite  to determine el ig ib i l i ty  for  the Tit le  I I I-C Congregate Nutr i t ion Program,  as  required by the
U.S.  Administrat ion on Aging.

Providing th is  information is  voluntary ,  but  fa i lure to do so may impact  access to certa in
services.  The information may be used for  administrat ive,  evaluat ion,  and report ing purposes,
and may be shared with author ized federal ,  state,  or  local  agencies only  as  a l lowed by law.

By s igning this  form,  I  understand and acknowledge that  my information wi l l  be used to
determine my el ig ibi l i ty  for  the Tit le  I I I-C Congregate Nutr it ion Program.

401-766-3734
84 Social St. Woonsocket, RI 02895

DATE: ____ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___

MEAL SITE: ____ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___ ___ __ ___

P A R T I C I P A N T I N F O R M A T I O N

401-766-3734
84 Social St. Woonsocket, RI 02895

Marita l Status ☐ Marr ied ☐ Single ☐ Widowed
☐ Separated ☐ Divorced

P ti i t S i t



401-766-3734
84 Social St. Woonsocket, RI 02895

Part ic ipant  S ignature

DATE: ____________________________

MEAL SITE: _______________________

N U T R I T I O N  &  M E A L  P O L I C Y  N O T I C E

Allergen Notice :  A l l  menu i tems may contain  or  be prepared in  environments with nuts ,  seeds,
beans,  wheat  bran,  and other  common a l lergens.
Outside Food Pol icy :  For  safety and compl iance,  outs ide food is  not  permitted in  the
congregate meal  area.
Leftover Food Restriction :  Per  d irect ive from the Rhode Is land Off ice of  Healthy Aging and
the Rhode Is land Department of  Health ,  no per ishable food may be removed from the
congregate meal  s i te .  This  pol icy helps ensure food safety and prevent contaminat ion.

48-Hour Reservation Pol icy:  We kindly  ask that  you make meal  reservat ions at  least  48 hours
in  advance to ensure avai labi l i ty .

M E D I A  D I S C L A I M E R

Aging Wel l  Inc .  is  a  publ ic  community  center .  Dur ing programs and events ,  photos,  v ideos,  or
other  media may be taken that  could be used for  promotional  mater ia ls ,  grant  appl icat ions,
socia l  media ,  reports  to funders ,  or  other  informational  purposes.  By part ic ipat ing in  act iv it ies  at
our  center ,  you acknowledge and give your  consent  for  the possib le  use of  your  image in  such
mater ia ls ,  unless  you not ify  staff  so we can make every effort  to exclude you when possib le .

E X E R C I S E  A N D  A C T I V I T Y  W A I V E R  &  R E L E A S E

By part ic ipat ing in  any programs,  events ,  or  physical  act iv it ies  at  Aging Wel l  Inc . ,  you
acknowledge and accept that  a l l  part ic ipat ion is  voluntary and at  your  own r isk .  This  inc ludes,
but  is  not  l imited to,  exercise c lasses,  recreat ional  programs,  wel lness events ,  and other  group
act iv it ies .  We strongly  recommend that  you obtain  a  physical  examinat ion from your  doctor
before part ic ipat ing in  any exercise or  physical  act iv ity .

Your  presence and part ic ipat ion serve as  your  understanding and acceptance of  the r isks
involved,  whether  or  not  you have s igned th is  form.
By part ic ipat ing,  you agree that  Aging Wel l  Inc . ,  i ts  instructors ,  staff ,  volunteers ,  sponsors ,  the
City  of  Woonsocket ,  the Town of  North Smithf ie ld ,  and aff i l iated organizat ions are not
responsible  for  any in jury ,  i l lness ,  accident ,  loss ,  or  damage,  inc luding those result ing from
negl igence.  Please note that  use of  the exercise equipment requires an addit ional  waiver .
You hereby re lease and discharge a l l  of  the above part ies  from any and a l l  l iabi l i ty ,  c la ims,
demands,  or  causes of  act ion,  whether  known or  unknown,  that  may ar ise from your
involvement in  Aging Wel l  Inc .  act iv it ies .
This  re lease is  b inding and appl ies  to a l l  current  and future part ic ipat ion,  unless  revoked in
wr it ing.  I f  any part  of  th is  agreement is  determined to be inval id  by a  court  of  law,  the
remainder  shal l  remain in  fu l l  force and effect .
By s igning below,  you conf irm that  you have read and understood th is  waiver ,  that  you accept
its  terms voluntar i ly ,  and that  th is  re lease cannot be modif ied ora l ly .
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