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	Clinic Registration Form

	It is necessary to pre-register for all clinics.

	
	
	
	
	
	
	
	
	

	Please enroll me in (name of clinic):
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	Scheduled for (date and location):
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	First Name:
	 
	Last Name:
	 
	 
	Initial:
	 

	Daytime Contact Number:
	 
	    Evening Contact Number:
	 

	Cell Number:
	 
	 
	 
	 
	 
	 
	 

	Address:
	 
	 
	 
	 
	 
	 
	 

	City:
	 
	 
	State:
	 
	 
	Zip:
	 
	 

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Payment Options: Visa, MasterCard, Check and Money Order Welcome.

	
	
	
	
	
	
	
	
	

	□
	Cash, Check or Money Order Charges:
	
	
	

	
	$
	 
	Deposit/Clinic Tuition Enclosed
	
	

	
	
	
	
	
	
	
	
	

	□
	Visa, MasterCard Charges:
	
	
	
	

	
	$
	 
	Deposit/Clinic Tuition Enclosed
	
	

	
	
	
	
	
	
	
	
	

	First Name:
	 
	Last Name:
	 
	Initial:
	 
	 

	Contact Number:
	 
	 
	 
	 
	 
	 
	 

	Billing Address:
	 
	 
	 
	 
	 
	 
	 

	City:
	 
	 
	State:
	 
	 
	Zip:
	 
	 

	
	
	
	
	
	
	
	
	

	Type of Card:  Visa / MC
	Credit Card #
	 
	 
	Exp. Date

	
	
	
	
	
	
	
	
	

	Please note: There is an additional 3% Service Charge on all Credit Card transactions.  Our bank imposes this on us.

	
	
	
	
	
	
	
	
	


