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CITY OF LONGMONT RECREATION SERVICES
Monthly Auto Payment Program

CANCELLATION FORM
Date: ________________________

           


 HH#______________________ (Office use only)

Primary Name: __________________________________________
Pass #: ________________ (Office use only)
Address: ___________________________    City: _____________________     State: _______ Zip: _____________   
Primary Phone: _________________________    E-mail: _______________________________________________

Total paid per Month $ _______________

Reason for Cancellation:
□ Moving out of town
to________
□ Only used for the season______
□ Silver Sneakers eligible

□ Using a different gym_________
□ Facility Issues/Cleanliness

□ Financial constraints/scholarship
Please let us know what we can do to improve your experience with the Longmont Recreation Center

_____________________________________________________________________________________________

_____________________________________________________________________________________________
Signature ________________________________ (Printed Name) _________________________    Date ________
_____________________________________________________________________________________________

For Cancellation of the Recreation Services Monthly Auto Pay Program
· Cancellation requests must be RECEIVED on or before the 25th day of the current month.  
· Cancellations must be submitted in writing (fill out this form completely).
· Cancellations received prior to 12 payments (one year) of the program will be charged a one month Early Termination Fee.
· No refunds will be issued, no passes will be prorated upon cancellation

· The City of Longmont Recreation Services is not responsible for bank overdraft charges.

Forms can be picked up and returned to any of the following Recreation facilities:  

Longmont Recreation Center, 310 Quail Rd

303-774-4800

 St. Vrain Memorial Building, 700 Longs Peak Ave 
303-651-8404

Centennial Pool, 1201 Alpine Street


303-651-8406
OFFICIAL USE ONLY
Date Received: ____________
Approved By: ____________ (Staff Name)   
Facility Approved At: _______________________ 
Date Completed: _______________
Completed By: ________________________________  

