In T ouch Registration Form

Class registering for

(Class month/clag/timc

Farcnt’s name Farcnt’s name

Babg’s name DOB Due date

Address ZiP

[ mail address

Fhonc numbers

ls your babg under care of a Phgsician‘? L Name of Dr

r hOﬂC numbcr cecason FOI" care
Drp

|s your baby talcing any medication?

Does your baby have any conditions such as: hcart____circulatory_____hip ___hernia___

skin___jaunclicc other
Do you have any concerns such as: s]eeping Pattcrns___colic___f:cccling cha”cngcs___

wcight gain___ othcr/cxP|ain

Signaturc or name of person complcting this form

Datc

Mail complctcc] registration form and your check to:

Women’s [Health Center@ SHMC, W 101 8tl’I Ave,, Spokanc, WA 99204

T he information and Proccclurcs in this class should not substitute the advice of a Pcrsonal Phgsician,
medical Practitioncr or other trained health care Profcssional.

A" Parl:icipants should consult with their healthcare Proviclcr before taking any of the actions recommended.

www.intouchwithyourbaby.com



