
Colon Care Hydrotherapy School of Chicago Course Application: 
 
Training Date you are applying for: ___________________________ 
 
Name: _______________________________________________ 
Address: _____________________________________________ (No P.O. Boxes allowed) 
       _____________________________________________ 
Business name: _______________________________________ 
Business address:______________________________________ 
      ______________________________________________ 
home ph.: ____________________________________________ 
work ph.: _____________________________________________ 
cell ph.: ______________________________________________ 
fax: __________________________________________________ 
e-mail: _______________________________________________ 
 
How do you want your name to appear on your Certificate?: 
_______________________________________________________________________ 
 
Membership in organizations and/or associations: _____________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
 
Certifications in other modalities: _____________________________________________ 
_____________________________________________________________________________  
Have you ever had a colonic before?: _______________ If yes, when was your last 
series?: ____________________________ Results?: _________________________________ 
_____________________________________________________________________________ 
 
Do you have an allergy to latex?: ____________________ 
 
Have you had abdominal surgeries and/or hernias in the past year?: ___________ 
 
What complimentary modalities do you currently use in your practice?: 
______________________________________________________________________________
______________________________________________________________________________ 
 
Highest level of education completed: ________________________________________ 
 
Do you have any food sensitivities, allergies or restrictions?  If yes, please list: 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Please provide emergency contact information: 
Name: _______________________________  Relationship: __________________________ 
Phone: __________________________  Alternate Phone: __________________________ 
 



Do you plan on testing for I-ACT Certification? ___________________________ 
If yes, what Level(s)? ___________________________________________________ 
Have you informed the I-ACT of your intention to take their test? _______________ 
Please be sure to schedule proctoring time to take the I-ACT test(s) a week 
before the course session begins.  No additional charge for proctoring tests. 
 
Please check one: 

 $1,595.00 full payment must be received three weeks prior to course start date.   
 $1,470.00 payments must be received 60 days in advance to receive the   

    $125.00 discount. 
 
Total amount enclosed: ___________________________ 
 
Method of payment: (Please check one) 

 Check Enclosed       Cashier’s Check       Money Order    
 Visa       Discover       Mastercard       American Express 

__________________________________________________________ 
Card Number     Expiration Date 
__________________________________________________________ 
Security Code               Billing Zip Code 
__________________________________________________________ 
Print name on card as it appears 
__________________________________________________________ 
Cardholder Signature 
 
Registration, Payment, Attendance and Transfer Policy: 
There are NO REFUNDS once you have registered and confirmed course date.  
Please make checks payable to Colon Care, Inc.  Registration is not complete 
without full payment and both pages of the registration application.  All reading 
material will be shipped to you via UPS ground once payment is received in full.  
By sending in this application and payment, you understand that you are 
accepting our NO REFUND policy.  You must attend all classes and practicum to 
receive the 70-hour certification.  Truancy and tardiness will not be permitted.  If 
there are extenuating circumstances that keep you from attending the course 
session you are registering for, you may transfer payment to a future course.  The 
transfer is only valid if you receive written consent from the office of Colon 
Care,Inc.  
 
I, ___________________________________________, understand and accept the 
registration, payment, NO REFUND, attendance and transfer policy. 
 
 
 
You can send your application by fax to 888-397-5155, or use snail mail:  Colon 
Care, Inc.,920 N. Franklin, Suite 402, Chicago, IL  60610.  Please fee free to call us 
if you have additional questions: 312-664-5886. 


