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HEALING TESTIMONY 
 

Name:         ______________________________________________________________ 
 
Address:      _____________________________________________________________ 
  
                    ______________________________________________________________ 
 
Phone:         (____)_________________  Email: ________________________________ 
 
 
Testimony: ______________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
(Use the back of this sheet if necessary) 
 
 
I understand that by signing this testimony, I grant authorization to edit and/or condense 
as necessary, and I release its use in any form of media including web pages, internet, 
newspapers, radio, ministry letters, and television. 
 
Signature: ____________________________________________  Date: _____________ 
 
 
 


