
ip College, Inc.

ASTRO SOUL TRANCE HEALING TABLE

O RH H C AMT 

PAID 
FIRST AND LAST NAME 

------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------

                                        ONE

CONTROL: ______________________

HEALERS: ______________________

________________________________

OFFICE ONLY:   Received _____________  ALC Recheck

Key for Payment: 

O = Observed 

RH = Received Healing 

H = Healer 

C = Control 

Americana Leader

STRO SOUL TRANCE HEALING TABLE 

P l e a s e   P r i n t 

STREET, CITY, STATE, COUNTRY & ZIP CODE 

------------------------------------------------------------------------------------------ 

------------------------------------------------------------------------------------------ 

------------------------------------------------------------------------------------------ 

------------------------------------------------------------------------------------------ 

------------------------------------------------------------------------------------------ 

------------------------------------------------------------------------------------------ 

------------------------------------------------------------------------------------------ 

------------------------------------------------------------------------------------------ 

MA MAIL ONE COPY TO WAYSHOWERS COLLEGE AT ABOVE ADDRESS. 

REGION/PROVINCE:_____________

STATE________

CITY: ____________________________

DATE: ___________________________

__”A” Table  __ “B” Table  __ “C” Table 

__ Public Table   __ Leadership Table 

__ Weekly   __ Semi-Weekly   __ Other 

CONTROL: ______________________ 

HEALERS: ______________________ 

________________________________ 

ALC Recheck ___________  LTS ____________  Data Entry __________ 

P.O. Box 428, Osceola, Iowa 502 Wayshowers College - P.O. Box 428, Osceola, Iowa 5021133

 

PHONE NUMBER 

 

 

 

 

 

 

 

 

REGION/PROVINCE:_____________ 

STATE________ COUNTRY_________ 

CITY: ____________________________ 

___________________________ 

 



O RH H C AMT 

PAID 
FIRST AND LAST NAME STREET, CITY, STATE, COUNTRY & ZIP CODE PHONE NUMBER 

----------------------------------------------------------------------------------------- 

----------------------------------------------------------------------------------------- 

----------------------------------------------------------------------------------------- 

----------------------------------------------------------------------------------------- 

----------------------------------------------------------------------------------------- 

----------------------------------------------------------------------------------------- 

----------------------------------------------------------------------------------------- 

----------------------------------------------------------------------------------------- 

----------------------------------------------------------------------------------------- 

----------------------------------------------------------------------------------------- 

----------------------------------------------------------------------------------------- 

----------------------------------------------------------------------------------------- 

P L E A S E   P R I N T

Key for Payment: 

O = Observed 

RH = Received Healing 

H = Healer 

C = Control 


