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PROGRAM AGREEMENT 

 
 

I __________________ agrees to follow these rules of the Heal A Life Program 
             (Full Name) 
 

1.No smoking on Church property. 
 
2.No taking of others or CHURCH property. 
 
3. No Alcohol/Drugs on property. 
 
4. No weapons- example knifes, guns. 
 
5. No cussing 
 
6. No Fighting 
 
7. Please give your Address/ phone number/ email 
address if you have one. to help find you or 
FAMILY in case of emergency. 
 
8. Strict confidentiality is needed. What is said in 
the class, stays in the class. Except when Suicide 
or Harm to others is said. 
 
9. No harassing of others or staff. 
 
10. I agree to be on time- coming late after 5 
minutes will be view as tardy. Each tardy will be 

held at digression of instructor weather to allow 
class credit for the hour. After 3 tardies a makeup 
class will be requested. 
 
11. You are allowed 2 misses during the 12 weeks- 
and each miss will require a makeup with a penalty 
of $35.00 for each 3 misses and you will be 
Dropped from the 12 week agreement. You will be 
allowed to resign after initial fee is paid again of 
$25.00 dollars. 
 
12. Please dress appropriately- 
Men must wear a belt: no pants below waist. 
 
Women may not wear low cut tops or see thru 
clothing. 
 
13. These rules are to be followed to keep our 
classes in order and keep it a Safe environment for 
all. 
 
14.  Children from ages 0-17 years old are not 
allowed  on the property or in the building during 
this program session.

 

Full name: _____________________________ Phone #: _____________________ 

 

Email:______________________________________________________________  

 

Emergency Contact : _________________________ Phone: __________________ 

                                         

Participant Signature __________________________Date ___________________ 

 

Provider’s Signature __________________________Date____________________ 


