Enrollment for Personal Health Device
Registration

Date: [Insert Date]
To: [Health Provider's Name]
[Health Provider's Address]

[City, State, Zip Code]

Dear [Health Provider's Name],

I am writing to formally enroll in the personal health device registration program offered by your
facility. I believe that utilizing this technology will greatly assist in managing my health and
tracking my progress.

Below are my details for enrollment:

Name: [Your Full Name]

Date of Birth: [Your Date of Birth]

Address: [Your Full Address]

Phone Number: [Your Phone Number]

Email: [Your Email Address]

Device Type: [Type of Personal Health Device]

Please let me know if you require any further information or documentation to complete my
enrollment. | look forward to your response and to utilizing the personal health device.

Thank you for your assistance.

Sincerely,

[Your Name]



