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	Course Registration Form
	PT:004

05/08/2009



Course Details
	Course code SHN 9040025
	Dates      

	Course name:  Rules About Sex Training Module


Personal Details

	Title       
	Family name      
	First name     

	Date of birth      /     /     
	[image: image1.png]Gender/Sex   FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female
 FORMCHECKBOX 
 Other      

	Country of birth      

	Are you of Aboriginal or Torres Strait Islander origin?
	 FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes, Aboriginal
 FORMCHECKBOX 
Yes, Torres Strait Islander 
 FORMCHECKBOX 
Yes, both Aboriginal & Torres Strait Islander 

	Do you require an interpreter to assist you with your learning? 
If yes, state language:
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

     

	Do you have a disability?
If yes, what disability?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

     

	Do you require any assistance in order to participate in the course?

If yes, what assistance is needed?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

     


	Contact Details 
	All correspondence will be sent to the postal address.

	Postal address      

	Suburb       
	State       
	Post code        

	Telephone       
	Mobile       
	Fax       

	Email      
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Employment Details
	Organisation      

	Occupation      
	QA&CE number        

(doctors only)

	Which sector do you work in?       

eg Disability, Women’s Health etc.

	Work postal address      

	Suburb       
	State       
	Post code        

	Work telephone       
	Fax       

	Email      

	Reason for participating in the course  FORMCHECKBOX 
 Professional development  FORMCHECKBOX 
 Requirement of employer 
 FORMCHECKBOX 
 Seeking employment in the area  FORMCHECKBOX 
 Other      


Course Fees
A tax invoice will be issued on receipt of registration form. Fees must be paid before course commencement date.

	Amount to be invoiced
	$      
 FORMCHECKBOX 

Full course fee
 FORMCHECKBOX 

Negotiated fee

	Who will be paying the course fees?
	 FORMCHECKBOX 
 Self
 FORMCHECKBOX 
 Organisation

	Send tax invoice to:
	     

	Address      

	Suburb       
	State       
	Post code        


* discounts need to be negotiated with the relevant course coordinator.

Refund policy

	Notification period
	Refund

	Cancellations more than seven days before the course commences
	Full refund

	Cancellations within seven days prior to the course commencing
	Full refund less 10% of course fee 

	Cancellations after the course commences
	No refund given
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Notification of cancellation must be made in writing and emailed to SHineSACourses@health.sa.gov.au or faxed to (08) 8300 5399.

Transfer from one course to another is possible provided notification has been received and places are available. Only one transfer is available and must be within the same financial year.

If SHine SA cancels or re-schedules a course to a time or location unsuitable to the participant, or the course is already full, then you will receive a full refund of your fees. All refunds are given as cheques. 
Permission to use photographs and other details for SHine SA purposes

Only information regarding your first name, place of employment or course attended will be used. No personal details (ie last name or address) will be used in any circumstances without your permission. 
(Please tick whichever is applicable)
 FORMCHECKBOX 
I hereby give permission for images and details of me with no other personal information to be used for publications, website and SHine SA promotional materials.

 FORMCHECKBOX 
I do not give permission for images and details of me to be used by SHine SA.
Client privacy information

· The details collected on this form are used by SHine SA to assist in providing you with a service.

· The information you provide is voluntary. 

· These details will be entered into a computer system, with your permission. This information can been seen by other agencies within the primary and community health network.
· All workers who use the computer system are bound by strict confidentiality rules.
(Please tick whichever is applicable)

 FORMCHECKBOX 

I agree to the information on this form being shared with other primary and community health agencies.

OR

 FORMCHECKBOX 

I do not agree to the information on this form being shared with other primary and community health agencies.

Course participant’s signature

Full name (please print)

Date: …… / …… / …………
Send completed form to: SHine SA, PO Box 76, Woodville SA  5011 or fax: (08) 8300 5399
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