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We offer activities including classes, psychic readings and spiritual healings. The information provided and
the techniques practiced during these activities can assist you in your spiritual development.

Our activities are not a substitute for medical care or for the advice of your physician, psychiatrist , or
therapist. If you are experiencing any specific medical or mental health problems, it is your
responsibility to immediately seek and to rely upon advice from your physician, psychiatrist, or
therapist. By your signature below, you agree to assume full responsibility for insuring any action you take as a
result of your participation in our activities is consistent with the advice you are receiving from your physician,
psychiatrist , therapist, or other health care professional. You further agree to release and hold harmless the Church
of Divine Man (CDM) and its affiliated organizations from any liability in connection with your participation in
CDM’s activities.

Your participation in CDM activities is completely voluntary and may be terminated at any time.

Name (Please Print)______________________________________________________ Male Female

Address_________________________________________________________________________________

City________________________________ State/Prov.______________ Zip/PC_______________________

Phone________________________ Cell_________________________ Work________________________

E-Mail__________________________________ Optional Information: Birth Date / /

In case of emergency, who should we notify?
Name_____________________________________________________ Phone_______________________

Address_________________________________________________________________________________

City____________________________________ State________________ Zip____________________

For persons under 18 years of age:

I give my permission for to participate in CDM activities.

Signature of parent or legal guardian:

Name (please print) Phone

Address City State Zip

I would like my name added to the Mailing List: Yes No

I would like my name added to the E-Mail List: Yes No

SIGNATURE___________________________________________ Date Completed___________________

CDM is a Non-Profit Corporation. CDM Psychic Institute is a division of CDM.


