Ol

croniosacral institute of michig@mj LLC

I have read and understand the CranioSacral Institute of Michigan’s Therapy Commitment/

Attendance Policy and I agree to be bound by its terms.

Signature of Patient Name (or responsible party, if minor) Date

I have read and understand the CranioSacral Institute of Michigan’s Financial Policy and 1
agree to be bound by its terms. I also understand and agree that such terms may be amended by

CranioSacral Institute from time to time.

Signature of Patient Name (or responsible party, if minor) Date

Please Print the name of the patient

51850 Dequindre, Suite 1, Shelby Twp, MI 48316
Phone: (586) 991-0801, Fax: (586) 991-0804
Email: info@csiofmi.com



