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CALL US NOW !!  CALL TODAY  


 1-800-778-3740  














COMFIRMATION OF CONDITION











Health Practioners/ Doctor Letter 





 ECC CLUB





Box 33885 


Edmonton, AB. Canada T6H-OS3








Phone: (780) 474-6787 


Fax: (780) 474-6787


Email: � HYPERLINK "mailto:edmonton_club@yahoo.ca" �edmonton_club@yahoo.ca�





� HYPERLINK "http://www.geocities.com/edmonton_club/p1" �Home�/ � HYPERLINK "http://www.geocities.com/edmonton_club/p2" �About Us� / � HYPERLINK "http://www.geocities.com/edmonton_club/p3" �Members� / � HYPERLINK "http://www.geocities.com/edmonton_club/p4" �Links� / � HYPERLINK "http://www.geocities.com/edmonton_club/p5" �News� / � HYPERLINK "http://www.geocities.com/edmonton_club/p6" �FAQ� / � HYPERLINK "http://www.geocities.com/edmonton_club/p7" �Contacts�





No Money ? No problem.!  Just refer 


THIS Opportunity to this friends or family, Church friends Even…. The mail man Anyone you know with money and 


Make a Huge 1500.00 commission !!! Whoa ...





CLICK HERE and get pre-qualified NOW !





Tasks  ))


1. Get stickers to set up sending product type + 


Ex: Krieger foundation indicia salvia blend


2. Finish doctors form


3. computer back-up. Need net recive email


4. call guy cookies guy set-up growers please…


5. Pager get now 











Date:____________________





Dear ECC


�I am currently treating ______________________________________ for the following��condition(s)____________________________________________________________________��________________________________________________________________________________��________________________________________________________________________________��________________________________________________________________________________
































Physician's signature:____________________________________�                                          (physician's original signature)�Printed Name:_____________________________________��Physician's Address: ______________________________��____________________________________________________��____________________________________________________��City:___________________ Prov:______��Physician's Phone #: _____________________________








