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            REGISTRATION FOR EXPERIENTIAL LEARNING
FACULTY OF HEALTH SCIENCES
INSTRUCTIONS: COMPLETE IN BLACK INK AND USE BLOCK LETTERS ONLY
	PERSONAL INFORMATION

	Student Number
	
	ID Number
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Title
	
	Initials
	
	First Names
	

	Surname
	

	Postal Address during Training
	Account Address during Training

	
	

	Postal Code
	
	Postal Code
	

	Residential Address during Training
	Telephone Number/Cell 
	

	
	

	
	Postal Code
	

	
	Telephone Number/Cell
	

	EMPLOYER INFORMATION
	CODE
	

	Training start date
	
	Training completed
	

	NAME OF COMPANY
	

	Company Postal Address
	
	Company Street Address
	

	Telephone number
	
	Fax Number/Cell
	

	E-mail address
	

	Remarks/Department
	

	Contact person
	
	Telephone  Number/Cell
	

	Designation (eg.Director)
	

	PARTICULARS OF IN-SERVICE TRAINING YOU ARE ENROLLING FOR

	Calendar Year
	
	Final Year (Yes/No)
	

	Name of Course 
	

	Registration is for
	Full year
	
	Jan-June Semester 1
	
	Jul-Dec Semester 2
	

	Part of In-service Training you enrol for
	1
	
	2
	
	3
	
	4
	

	Signature of Student
	
	Date
	

	FOR OFFICE USE ONLY

	Faculty Name
	FACULTY OF HEALTH SCIENCES
	Faculty Code
	1600

	Qualification
	
	Qualification Code
	

	Block Code
	
	Offering Type
	
	Study Period
	
	Final Year
	

	Exam Venue
	    N/A
	Venue Code
	  N/A

	Subject

	Subject Code
	Offering Type

	Block Code

	
	
	
	

	
	
	
	

	Verified and Approved:  


	
	Date
	


