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Thermography Recognition Training  

What do these Images Mean to the Physician and Patient? 
What Can They Add to the Decision for Treatment Choices  

or Recommendations? 

 

 

 

Thermography sees the person, not the inside of the person. The patterns reveal, via the sympathetic system and 

it’s fibers that connect with the skin, the functional dynamics that are not visible or measured any other way. 

Thermography Recognition Training is developed to introduce the Healthcare Provider to the insights that make 

this functional technology clinically meaningful. If you describe your practice as “Wellness” or “Preventive” this is a 

highly meaningful assessment method for you and your patients. 

Courses are provided in 2-3 hour sessions per module, on-line and with live instruction. Course includes, but is not 

limited to, analyzing case studies, associated strategies and recommendations. A printed Reference Manual is 

included. Even though official interpretations, provided by trained M.D.’s, are available for the patient, the treating 

physician can personally understand the results to assist in providing insightful and patient-specific care. 

This is the initial, introductory course offered to Healthcare providers who are eventually trained to render 

interpretations.  

Pattern Recognition Training is not designed as Interpreter Training. 

MODULE Cost 

BREAST $650 

HEAD/NECK $500 

VISCERA $400 

MUSCULAR/SKELETAL $250 

ALL MODULES $1500 
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Application for Thermography Recognition Training 

 

MODULE Cost Select 
BREAST $650  
HEAD/NECK $500  
VISCERA $400  
MUSCULAR/SKELETAL $250  
ALL MODULES $1500  

 

TOTAL 
 

 
$

  

Payment Method: 

□ MasterCard   □ VISA  Check # _________________ 

Name of Licensed Healthcare Provider: __________________________________________________ 

License # ______________________ Email address_________________________________________ 

Credit Card # _______________________________________________Security Code ___  ___  ___ 

Expiration date ___ ___/___ ___  

Billing Address _______________________________________________________________________ 

City, State, ZIP _______________________________________________________________________ 

___________________________________________ 

Cardholder’s Signature 

Fax: 863-646-1544   


