
Integrated Energy Therapy® Graduates Form 

Instructor's Name(s): ______________________________________________________________ 

Class Location: ___________________________________________________________________  

Class Level:  Basic      Intermediate   Advanced                  

Class Date: ______________        ______________      ______________ 
 

Instructors: Please print clearly the following information for each IET graduate.  
 
Student’s Name: __________________________________________________________________ 
 
Address: ________________________________________________________________________ 
             Province/                     Postal 
Town: ________________________   State: ___________ Code:__________ Country: _________ 
 
Phone:  (_____) _______________       Email: __________________________________________ 
 
 
Student’s Name: __________________________________________________________________ 
 
Address: ________________________________________________________________________ 
             Province/                     Postal 
Town: ________________________   State: ___________ Code:__________ Country: _________ 
 
Phone:  (_____) _______________       Email: __________________________________________ 
 
 
Student’s Name: __________________________________________________________________ 
 
Address: ________________________________________________________________________ 
             Province/                     Postal 
Town: ________________________   State: ___________ Code:__________ Country: _________ 
 
Phone:  (_____) _______________       Email: __________________________________________ 
 
 
Student’s Name: __________________________________________________________________ 
 
Address: ________________________________________________________________________ 
             Province/                     Postal 
Town: ________________________   State: ___________ Code:__________ Country: _________ 
 
Phone:  (_____) _______________       Email: __________________________________________ 
 
 
Student’s Name: __________________________________________________________________ 
 
Address: ________________________________________________________________________ 
             Province/                     Postal 
Town: ________________________   State: ___________ Code:__________ Country: _________ 
 
Phone:  (_____) _______________       Email: __________________________________________ 

Please fax to The Center of Being, Inc. at (845) 657-6050 [faxes only], or mail to PO Box 883; Woodstock, NY  12498 


	Class Location: ____________________________________________

