____________________________________________________________
West Grove Clinic, L.L.C.

12425 knoll road, suite #110






   iron horse crossing building

elm grove, wi 53122






             phone: 262-780-9788












  fax: 262-432-0045

Dysfunctional Families
Enrollment Form

Name(s):_____________________________________________________

Address:_________________________________________________________________________________________________________________

Home Phone: _________________________Email:__________________

Cell Phone:___________________________

Date of Class:_____________________________________

Amount Enclosed: ____________________ ($25.00 per person)





Make checks payable to:  West Grove Clinic, LLC
If you would like to pay with a check, please mail this form and check to:


West Grove Clinic, LLC


12425 Knoll Road, Suite #110


Elm Grove, Wisconsin 53122

If you would like to pay with a credit card, please fill out page two of this document and mail in with this form to the address listed above. You can also fax both forms directly to the clinic at (262) 432-0045.

Questions? Call: Christine Hansburg-Hotson, LCSW, CSAC, CEAP, ICS     

                            at 262-780-9788, ext. 113
C:\Documents and Settings\Danielle\My Documents\Dysfunctional Families Enrollment Form.doc
Authorization for Credit Card

Please charge to my credit card.

Master Card ___

Visa ___

Discover ___

$_______________________ (Amount of Transaction must be indicated here.)

Card Holders Name (print): _________________________________________________

Card #: _________________________________________________________________

Expiration Date: __________________________________________________________

Card Billing Address: _____________________________________________________




_____________________________________________________




_____________________________________________________

Signature: _______________________________________________________________

V-Code: ___________ (V-Code found on the back of credit card, as the last 3 numbers in signature box.)

Name of Practitioner: ______________________________________________________

Please mail this page directly to West Grove Clinic to complete your credit card transaction.

West Grove Clinic, LLC

12425 Knoll Rd., Ste. 110

Elm Grove, WI 53122
We will also accept this form emailed to westgrovepayment@yahoo.com or faxed directly to our office at (262)432-0045.

