
Class RegistrationPlease register me for the following class:

Anita Mills
Program Director

anitamills@lymphatichealth.com
T/ 805.252.7560  F/ 413.502.5619
214 -1/2 East De la Guerra Street
Santa Barbara,  California  93101

I am interested in purchasing a Lymphstar Pro:

❑ CLH101  INTRO TO LYMPHATICS & LYMPHATIC DRAINAGE  
  + HANDS-ON LYMPHATIC THERAPY Date _________ $700.00  

❑ CLH____    ADVANCED ____________________ 
  LYMPHATIC THERAPY Date _________ $350.00 

Note:  A Certificate of Training is provided at the completion of CLH101. 
Certificates of Training are also offered for each advanced course.

 LymphStar Pro Fusion
 LYMPHATIC THERAPY INSTRUMENT (plus applicable CA sales tax and $50 shipping) $4,990.00 

 Discount Package
 Purchase a Lymphstar Pro with the Intro Class and receive a discount on the class.              Call for details

TOTAL ORDER

 50% deposit for LymphStar Pro Fusion purchase and/or classes

 We will send you an order confirmation listing your BALANCE DUE 
                             

A 50% deposit is required 30 days in advance. Students who cancel the class for any reason will receive a refund minus a $100 cancellation 
fee.  Please register as soon as possible due to limited class size.  Mastercard and Visa credit cards are accepted. For California residents, 
7.75% sales tax will be added to LymphStar purchases. Thank you and we look forward to your participation.

A minimum 10% restocking fee is applicable for all returned products.  All refunds will be issued by check within 2 weeks of filing for 
refund.  If excessive damage is found on your product we will contact you and provide the total cost of the restocking fee before 
refunding.  All shipping charges are not refundable.

Lymphatic

PAYMENT METHOD:  PERSONAL CHECK , MONEY ORDER , CASHIERS CHECK or CREDIT CARD

CREDIT CARD #   _____________________________________________________________________________________

NAME APPEARING ON CARD   __________________________________________________  EXP DATE  _____________

BILLING ADDRESS  ___________________________________________________________________________________

SIGNATURE   _________________________________________________________________CVC No.   _______________

Center for

Health

NAME   __________________________________________________________________________DATE  _____________

ADDRESS  __________________________________________________________________________________________

ADDRESS  __________________________________________________________________________________________

TELEPHONE   ______________________________________ CELL  ____________________________________________

EMAIL  ___________________________________________  FAX _____________________________________________

Lymphatic Therapy Training and Certification


