 

SEND DEPOSIT FOR CLASSES AS FOLLOWS:  
WEEKEND SAT. & SUN WORKSHOPS=$200

SATURDAY ONLY- HALF DAY WORKSHOP=$75
Tai Chi &/or Qigong 6 WEEK SERIES=$90




STUDENTS WILL BE NOTIFIED AFTER REGISTRATION DEADLINE IF LESS THAN MINIMUM STUDENTS PRE-REGISTER AND ADDITIONAL MONIES ARE DUE THE 1ST DAY OF CLASS. 

UNDERSTAND THAT IF LESS THAN MINIMUM STUDENTS PRE-REGISTER THERE WILL BE ADDITIONAL MONIES COLLECTED THE FIRST DAY OF CLASS AS STATED UNDER “HOW TO REGISTER”
I HAVE READ AND UNDERSTAND ALL OF THE ABOVE.

x________________________________________________
Holistic Healing and Health Center


9301 Linder Way  N.W.   Suite 101          Silverdale, WA   98383	(360) 692-HEAL     HealingBMS@aol.com	











Holistic Healing and Health Center


9301 Linder Way  N.W.   Suite 101          Silverdale, WA   98383	(360) 692-HEAL     HealingBMS@aol.com	











Holistic Healing and Health Center


PO Box 354          Silverdale, WA   98383	(360) 692-HEAL     HealingBMS@aol.com	











Mail In Registration


Mail this completed form with your check for class fee to the above address.











Your Name:__________________________________________Phone: _______________





Address:    ___________________________________________________Apt.#_______





City & State _________________________________________________Zip __________





I am registering for the following class or classes and am enclosing a check in the amount of $		 for class fees.





Name of Class___________________________________________ Day & Time of Class_____________________ Class Fee= $_______





Name of Class___________________________________________ Day & Time of Class_____________________ Class Fee= $_______





Health and Informed Consent











Date of last physical exam:	_________________





Please check any of the following which you have been diagnosed with or treated for by a physician or health care provider.





Conditions:  Arthritis  __      Chest Pain __      Convulsions __      Diabetes __      Fibromyalgia __      Heart Trouble __


	       High Blood Pressure __      Elbows __      Knees __      Low Back __      Neck __      Shoulders __      Wrists __


	       Osteoporosis __	      Currently Pregnant ___  months	             	Other ________________





Note:  If you’ve checked any of the above conditions, print out our Medical Release Form,  have your physician sign & fax to us.





Allergies:       ________________________________________	Medications:_______________________________________











Consent and Waiver





I am aware of the risks involved in participating in this exercise program and that I (or my teenager) should consult a physician or health care provider before I (or they) begin this or any exercise program.  I agree to waive any claims for damages against the instructors or the Holistic Healing and Health Center that may result from participating in this program.  I agree to report to the instructors any health conditions or treatment which may affect class participation.  I certify that I (or my child) am fit and in good physical condition, and that I am aware of no medical conditions that prevent me (or my child) from participating in the above classes.  


Refund Policy:  I must notify HHHC prior to first class beginning to receive a 100% refund.  After 1st class there are no refunds, yet I may apply paid fees to another upcoming class.





Participant Signature  						  Date:________	Age: ____


Print Participant Name:	 __________________________________


Signature of Parent For Teen Fit Student: ___________________________________________





Instructor:   Deborah Marcantoni     Energetic Therapist, CPT, CFI, CHTP  








