Date ____________________

Name ________________________________________________  

Mailing Address _______________________________________

                            _______________________________________

Phone Numbers ________________________________________

Signature _____________________________________________

By signing this Tell-a-Friend enrollment form, I agree to refer women who are overdue for annual health checks to KBFPC.   I will not receive any health information about the friend I have referred.  I will receive a $20 gift certificate in the mail as a thank-you gift for each referral to our program.  
Names of Friends I will refer to Kachemak Bay Family Planning Clinic 

_____________________________                     ________________________________
__________________________________                           ______________________________________
___________________________________                         ______________________________________

___________________________________                         ______________________________________

