FINAL OPTION SELF DEFENSE STUDIO

TESTING APPLICATION
LAST NAME : FIRST :
MIDDLE INTIAL : DATE OF BIRTH : SEX :
BELT SIZE : ADDRESS :
CITY : STATE : ZIP :

WHAT IS YOUR CURRENT “GUP” LEVEL :

HAVE YOU PAYED YOUR TESTING FEE :

HEALTH INFORMATION

HAVE YOU BEEN SICK IN THE PAST FEW DAYS :

ARE YOU TAKING ANY MEDICATION? IF YES, PLEASE LIST TYPE AND REASON:

LIST ALL INJURIES PAST AND PRESENT :

DO NOT WRITE BELOW THIS LINE

TESTING OFFICIALS NAME :

INSTRUCTOR NAME :

CHIEF INSTRUCTOR NAME :

DATE OF TESTING : RANK AWARDED :

ANY CONDITIONS :




