
 
 
 
 
 

*(Please check one) Application for PURCHASE   or  RENTAL   of   
 

UNIT#_____________________________________________________________________________________ 

Address to be purchased or leased at Lake West Medical Centre Condo 

Desired date of closing or occupancy ____________________      Closing Date if purchase: ____________________ 

Applicant Name: ______________________________________________________________Phone_____________________________ 

Co-applicant Name:___________________________________________________________Phone ____________________________ 

Email: _______________________________________________________ Email: _______________________________________________ 

Present Owner: _______________________________________________________________ Phone ____________________________ 

        
BOARD APPROVAL REQUIRED PRIOR TO OCCUPANCY.   

THE FOLLOWING ITEMS MUST BE PROVIDED WITH THIS APPLICATION 
TWO-SIDED PAGES WILL NOT BE ACCEPTED 

Out of state or foreign background check will incur additional fee 
 

 APPLICATION FEE:  $100.00 *NON-REFUNDABLE* Cashier’s Check or Money Order Made 
payable to Lake West Medical Centre Condo Assn.  Separate application and fees required for 
unmarried co-applicants. 

 PROCESSING FEE:  $150.00 *NON-REFUNDABLE* Cashier’s Check or Money Order Made payable 
to CMC MANAGEMENT.   

 Copy of your Driver’s License(s) 
 Copy of vehicle registration(s) 
 Copy of purchase or rental contract 
 Lease requirement:  Owner(s) account must be current and violations corrected 

 

BE ADVISED THE IT CAN TAKE UP TO 20 DAYS TO PROCESS APPLICATION 
 

Please Note:  TITLE COMPANY OR CLOSING ATTORNEY MUST REQUEST AN ESTOPPEL BEFORE 
CLOSING TO DETERMINE MONIES OWED TO THE ASSOCIATION BY THE OWNER OF THE PROPERTY.  
IF THIS PROCESS IS NEGLECTED, THE NEW OWNER MAY END UP BEING LIABLE FOR DELINQUENCY. 
 
 A Certificate of Approval, which is required to close and prior to moving in, will be provided to the 
purchaser or renter after the interview. 
 
If purchasing, you must supply the Management Company with a copy of your Warranty Deed and mailing 
address after closing.  Purchaser is also required to inform the management company of any changes in 
mailing address.  CURRENT OWNER MUST PROVIDE GOVERNING DOCUMENTS TO BUYER 
 
Updated 10/2025 

 

LAKE WEST MEDICAL CENTRE CONDOMINIUM ASSOCIATION, INC. 
C/O CMC MANAGEMENT, INC., 2950 JOG ROAD, GREENACRES, FL 33467 

561-641-1016 ~ 561-641-9118 FAX 
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LAKE WEST MEDICAL 
 

APPLICANT(S) INFORMATION    (Check one)    PURCHASE__      or _____  LEASE_____ 
 
Name: _____________________________________________________Date of Birth: ____________________ 
 
Spouse’ Name: ______________________________________________Date of Birth: ____________________ 
 
Other Occupants: _______________________________________Date of Birth: ___________________ 
Relationship: _________________________________________________  

 
Other Occupants: _______________________________________Date of Birth: ___________________ 
Relationship: _________________________________________________  

 
RESIDENCE HISTORY 

Present address: ____________________________________________________________________________ 

Own   or  Lease  How Long? _________Present Landlord_________________________________________ 

Phone: __________________________________ 

Previous address: ___________________________________________________________________________ 

Own   or  Lease  How Long? _________Previous Landlord________________________________________ 

Phone: __________________________________ 

__________________________________________________________________________________________ 

EMPLOYMENT HISTORY 

Employed by: ____________________________________________________ Income: $_________________ 

Address: __________________________________________________________________________________ 

Position: ___________________________How long? __________  Phone: ____________________________ 

Military Status:  Active?   Yes      No 

* Minimum of 5 years employment history required for Single person or married couple.  Please attach 
additional pages if necessary. 
 

SPOUSE EMPLOYMENT HISTORY 

Employed by: ____________________________________________________ Income: $_________________ 

Address: __________________________________________________________________________________ 

Position: ___________________________How long? __________  Phone: ____________________________ 

Military Status:  Active?   Yes      No 

References: 

Name: ____________________________________________________________________________________ 

Address: __________________________________________________________________________________ 
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Name: ____________________________________________________________________________________ 

Address: __________________________________________________________________________________ 

__________________________________________________________________________________________ 

VEHICLES: 

State _____Make/year: ________________________________Color/Model___________________________ 

Tag # __________________________________________ Insurance Carrier: ___________________________ 

 

State _____Make/year: ________________________________Color/Model___________________________ 

Tag # __________________________________________ Insurance Carrier: ___________________________ 

 

IN CASE OF EMERGENCY CONTACT: 

Name ________________________________________________ Phone_______________________________ 

Name ________________________________________________ Phone_______________________________ 
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LAKE WEST MEDICAL CENTRE CONDO ASSN., INC.
C/o Century Management Consultants, Inc.

2950 Jog Road, Greenacres, FL 33467

561-641-1016 ~ 561-641-9118 Fax

www.cmcmanagement.biz

FOR PURCHASERS:

All purchasers of units in the Lake West Medical Centre Condominium Association, Inc.,  are
subject to all the rules of the Governing Documents, its By-Laws, Restrictions, Rules and
Regulations.  I have been provided with the Association’s Governing Documents.  I have also
read and understand the Restrictions and Rules and Regulations of this Association, and
promise to abide by them.

______________________ ____________________         ______________________ ________________
Signature of Applicant          Signature of Co - Applicant

_________________________________________       _______________________________________
Signature of Witness             Date

FOR RENTERS:

All renters of units in the Lake West Medical Centre Condominium Association, Inc. are
subject to all the rules of the Governing Document, Restrictions, and Rules and Regulations.
I have been provided with, have read and understand The Rules and Regulations.

___________________________________________         ______________________ ________________
Signature of Applicant          Signature of Co - Applicant

___________________________________________         ______________________ ________________
Signature of Witness             Date
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LAKE WEST MEDICAL CENTRE CONDOMINIUM ASSOCIATION, INC.

C/o CMC Management, Inc., 2950 Jog Road, Greenacres, FL 33467
561-641-1016 ~ 561-641-9118 Fax

CONDITION FOR LEASE APPROVAL

In the event the Unit Owner is delinquent in the payment of assessments (which includes maintenances
fees and any other charges owed to the Association) for more than thirty (30) days, the Association may
notify the Lessee of the delinquency and in such event, the Lessee shall be obligated to commence paying
all future rent payments to the Association, until the delinquent assessments and related charges are paid
in full to the Association.  At such time that the Lessee is paying his rent to the Association, the Unit
Owner may not evict the Lessee for non-payment of rent.  However, if the Lessee does not pay the rent to
the Association as required herein, the Association shall have the authority to evict the Lessee.  In such an
event, the Unit Owner shall be obligated to reimburse the Association for the costs and attorneys fees
incurred by the Association.

**This form must be signed by both the Unit Owner and the Lessee**

Address of unit: #_____________________________________________________________________

Term of Lease:   Start date: ______________   End date: ____________

UNIT OWNER INFORMATION:

Name ____________________________________   Phone # ___________________________
PRINT

____________________________________   Date:     ___________________________
SIGNATURE

TENANT/LESSEE INFORMATION:

Name ___________________________________    Phone # ___________________________
PRINT

____________________________________   Date:     ___________________________
SIGNATURE

……………………………………………………………………………………………………………………………………………………

FOR SCREENING COMMITTEE USE ONLY:

Screened by: _____________________________   ____________________________  _____________
PRINT NAME    SIGNATURE               DATE

________ ____________________   ____________________________  _____________
PRINT NAME    SIGNATURE               DATE
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TO BE FILLED OUT BY APPLICANT(S) 
(Please type information or print clearly) 

FOR CMC OFFICE USE ONLY 
 

All Questions must be answered - write N/A if not applicable 

 
 This is a Purchase  or    This is a Rental 

Association: ________________________________________________________ 

If Purchase, projected closing date: __________________ 

If Rental, Lease Term from ____________________ to _____________________ 

Address of Unit: _____________________________________________________ 

Applicant Name: ____________________________________________________ 

Co-Applicant Name: _________________________________________________ 

If purchase, will you live on property: 

full time    or   part time   or  not at all   (if part time resident-must inform CMC 
when you will be in residence at the association or away at your alternate address, each 
time, and any changes of alternate address must be reported to CMC) 
 
Alternate mailing address: 

___________________________________________________________________ 

___________________________________________________________________ 

Phone # ____________________________ Phone #_________________________ 

Email: _____________________________________________________________ 

Email: _____________________________________________________________ 

 

******************************************************************* 

This form should be given to the property manager with the application and a 

copy retained at front desk to be submitted to A/R with Warranty Deed  

when received. 
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LAKE WEST MEDICAL CONDO ASSOCIATION, INC. 
C/o CENTURY MANAGEMENT CONSULTANTS, INC. 

2950 JOG ROAD, GREENACRES, FL 33467 
561-641-1016 PHONE ~ 561-641-9118 FAX 

INFO@CMCMANAGEMENT.BIZ 

 
ACKNOWLEDGEMENT AND AUTHORIZATION FOR BACKGROUND CHECK 

 
I acknowledge receipt of the separate documents entitled “DISCLOSURE REGARDING BACKGROUND 
INVESTIGATION AND A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT”, and certify 
that I have read and understand both of these documents.  I/we hereby authorize the obtaining of “consumer 
reports” including but not limited to credit, eviction and criminal backgrounds.  To this end, I/we hereby 
authorize, without reservation, any law enforcement agency, administrator, state or federal agency, 
institution, school or university (public or private), information service bureau, employer or insurance company 
to furnish any and all background information requested by Background Screeners of America, 9333 Melvin 
Ave., Northridge, CA 91324; 866-570-4949; www.backgroundscreenersofamerica.com and/or Employer, 
Homeowner Association, Condominium Association or Cooperative Association.  I further agree that a facsimile 
(fax), electronic or photographic copy of this Authorization shall be as valid as the original, and will hold 
harmless CMC Management, their employees, agents and/or affiliates, i.e., HOAs etc., and Background 
Screeners of America, their employees or agents and other organizations that provide information, from any 
and all liabilities arising out of the use of such information in connection with Background Screeners of 
America.  

 
BACKGROUND INFORMATION – to be completed by all applicants 18 years of age or older.  Unmarried co-
applicants must fill out separate Acknowledgement/background information form. 
 
Last Name: ____________________________ First: ______________________ Middle: _______________ 

Other Name (Alias) _______________________________________________________________________ 

Social Security #______________________________________ Date of Birth _________________________ 

Driver’s License # ____________________________________ State issued: __________________________ 

Present Address: _____________________________________City_________________________________ 

State: __________________________ Zip Code _____________ Phone: _____________________________ 

*Email: __________________________________________________________________________________ 

Signature: ___________________________________________________ Date: _______________________ 

SPOUSE: 

Last Name: ____________________________ First: ______________________ Middle: _______________ 

Other Name (Alias) _______________________________________________________________________ 

Social Security #______________________________________ Date of Birth _________________________ 

Driver’s License # ____________________________________ State issued: __________________________ 

Present Address: _____________________________________City_________________________________ 

State: __________________________ Zip Code _____________ Phone: _____________________________ 

*Email: __________________________________________________________________________________ 

Signature: ___________________________________________________ Date: _______________________ 
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