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TESTIMONIAL PERMISSION FORM

| give my permission to The Therapeutic Touch Network of Ontario (TTNO) to use the
testimonial provided on this page for the production of promotional or educational material for

the advancement of Therapeutic Touch® in any medium, electronic or print.

Date Signature

| further agree to allow the TTNO to use my testimonial stating (please choose one):

O My full name and city where | reside
O My full name only

O My initials and city where | reside
O My initials only

Please print: First Name Last Name

Date Signature

City Province/State

Country Email

Testimonial:

PLEASE RETURN TO: OR FILL IN AND EMAIL TO:
The TTNO memberships@ttno.ca

10 Four Seasons Place

Suite 1000

Toronto, ON, M9B 6H7 October 2020
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