Training Request

Name of Requesting Organisation:
______________________________

Contact Person:


______________________________

Mailing Address:


______________________________

Telephone No:


_____________Fax:_____________

E-mail address:


______________________________

Preferred date/s:


______________________________

Trainee Disciplines:
(Health

(Mental Health

(Education

(Re-settlement

(Other (describe)__________________

Type of Training requested:
(Refugee mental health issues

(Trauma 

(Working cross-culturally

(Working with adult refugees 

(Working with younger refugees

(Other (describe):______________________________________________________________________________________

Duration:
(circle) 1 / 2 / 3 / 4 hours
(1 Day 
(2 Day
Other_______

Preferred Venue:____________
Approximate number of attendees:________

Equipment/facilities available:
(OHP (TV and Video (Tape recorder 





(White Board (Large meeting room (Small group rooms

Catering provided:
(Yes
(No
(Not applicable

Any comments/requests:_______________________________________________




_________________________________________________

Signed:___________________________
Date:_______________

(Print Name_________________________)
Return to:Wellington Refugees as Survivors Centre







PO Box 6187, Marion Square, Wellington.  Fax8050351
__________________________________________________________________________

RAS OFFICE USE:

Booking taken by:___________________

Booking confirmed(
Requester advised(
Equipment confirmed(
Fee agreed(
Preparation complete(
Handouts prepared(
Staff involved:_____________________







