
HEALING TESTIMONY

Name: (Please Print)___________________________________________

Address:___________________________________ PostCode _______

Telephone:(Home)_____________(work)__________(Mob)__________

Email:_____________________________________________________

My Testimony_______________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

I give approval for Capital Healing Rooms to use and reproduce this 
testimony in any form it chooses for the promotion of the Healing Rooms.

Signature:____________________________ Date_________________

(Please tick one)
I wish to remain anonymous       
I give permission for you to use my first name only       
I give permission for you to use my first and last name       

Capital Healing Rooms Unit 1F 169 Newcastle Street Fyshwick  ACT  2609  Phone 6162 1977


