Stangler Homeopathy 651.442.6632

CLIENT REGISTRATION FOR HOMEOPATHIC SERVICES

Client Information

Name: Birth Date:

Address:

Relationship to responsible party:

[ ] Self [ ] Spouse/Partner [ ] Son [ ] Daughter [ ] Other

Responsible Party Information

Name: Birthdate:
Address: Home Phone:
Employer: Work Phone:

Name of Spouse/Partner:

| acknowledge that | am the responsible party for and | understand
that payment of homeopathic services is due at time of service.

Signature of responsible party Date

Emergency Contact Information

Name: Phone:

91 Snelling Ave N, Suite 230 St. Paul MN, 55104 mary@stanglerhomeopathy.com www.stanglerhomeopathy.com
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