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West Shires School of Complementary Health
Registration Form
	Name:
	

	Address including postcode
	

	Telephone Number:
	Daytime:

Evening:

Mobile:

	Date of Birth:
	

	Email:
	

	Relevant Qualifications:
e.g. any previous therapy qualifications /degree/level of general eduction
	

	Course Title:

	Start Date of Course


	
	

	Any Special Learning Requirements


	
	Please briefly specify health issues that may impact your learning on this course?



	Please print clearly the name you would like on your Certificate
	

	Deposit Paid
	
	Would you like to pay the balance in monthly instalments? 
If YES – please give some indication of the instalment payments. You can start making payments from the time of Registration if you like to spread the cost further.  Please discuss this with Cheryll Hodgson - Principal

	Instalment plan for balance of payments
	
	


At enrolment on the course you will be asked to provide a passport photo and proof of identity- either driving license or passport
	Date completed:

Signature:
	Email form to :   alliancetherapycarmarthen@gmail.com 

Or post to :                                                                                     West Shires School of Complementary Health                     

24 King Street 

Carmarthen 

SA31 1BS                                                                                                                                                                        

	Please make cheques payable to :           
C Hawkes                                            
	

	BACS:  20-18-54   33637530 

Ref: (your initials and abbreviation of course)
	

	 School admin                                                                                
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