The Health Advantage

Suite 8, St Andrews Hospital, North Street, Toowoomba, Qld 4350
ENROLMENT FORM

Print Name_________________________________________________ Date of Birth ___________________

Current Address____________________________________________________________________________

City _____________________________________________ State ______________ Post Code ____________

Phone Contact__(home) _________________(work) ______________  (mobile) ________________________

Email ____________________________________________________________________________________

Course name _______________________________________________ Course Date(s) 
Vocational Education and Training Information

1. Born in Australia and speaks English at home   Yes ____ No _____ (If yes, proceed to question 5)

2. Country of birth __________________________________________________________________

3. How well do you speak English?   very well _____    well ______ not well ______ not at all ______

4. Language spoken at home __________________________________________________________

5. Do you require Language or Literacy assistance? ________________________________________

6. Prior Educational Achievements _____________________________________________________

7. Highest School Level ______________________________________ Year completed __________

8.  Attending secondary school currently?   Yes _____  No ________

9.  Employment category:     Part time _____  Full time _____ Self-employed ____ 

 Employer ______

Unemployed seeking part time ____ 


Unemployed seeking full time _____ 

Not employed and not seeking work ______

10.    Indigenous status:   Aboriginal _______ TSI ________ Both ________ Neither _________

11.   Do you have special requirements?    Yes / No   Disability? ______________________________

12.  Please comment on how we may assist your learning process._____________________________

__________________________________________________________________________________

__________________________________________________________________________________

-----------------------------------------------------------Tear off remittance----------------------------------------------------------------------

Name:___________________________
Date of Course:___________________
Amount: $_______

Office use only:

	Date received
	Invoice number
	Payment received
	Conf of Enrolment
	Student number

	
	
	
	
	


----------------------------------------------------------------------------------------------------------------------------------------------------
Please return a copy of this letter to The Health Advantage by mail or fax with your choice of course and dates clearly marked and include appropriate payment.  If responding by mail, please allow sufficient time for receipt prior to your chosen course or workshop date. Your instructor will be contacting you to confirm exact times, location, and materials required.


A deposit of 50% is required to secure your place in each course.  Full payment is required before start of course.


Direct Debit details; Account Name: The Health Advantage P/L,  BSB: 034242. Account No: 220685.
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